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Following the recent election, BGTHA now has a new Executive 
Committee. We have said farewell to a number of long-standing members, 
though some remain to provide continuity, and we are delighted to 
welcome some new faces. We are sure that the new committee will bring 
new ideas as well as building on the successes of the previous committee. 
The principal roles within the committee have been allocated, and other 
roles will be allocated when the committee holds its first meeting.

Members of the new committee are:
Dr George Kassianos – President, Prof. Larry Goodyer (Chair)
Dr Tania John – Deputy Chair, Katy Peter s – Secretary, Derek Evans 
– Treasurer, Diane Coulthard, David Channon, Adrienne Willcox, Becky 
Swaddling, Anne McLean

Services to members include:

• Research grant of up to £500

• Education Bursary of up to £300

• Four issues of Travel Wise per year

• Two issuses of the BGTHA Journal per year

• Reduced subscription to Travel Medicine and Infectious Disease

• Reduced fee for the BGTHA Annual Scientific Meeting

• Free listing for your Travel Clinic on public access part BGTHA 

website

• Access to research groups

• Study days

• BGTHA FTM exam education busery £300

Contact the Administrator or visit the website for details of these services.
info@bgtha.org

If you are not yet a member of the BGTHA and would like to join, or you 

are a member and would like to take a more active part, for example 

by joining one of the subcommittees or helping to organise BGTHA 

activities, please contact the Secretariat or visit the website. BGTHA 

subcommittees include:

• Education

• Research

• Publications

• Conference organisation

• Links with other societies

Contact us
British Global and Travel Health Association

I am writing this editorial sitting at my desk in my newly renovated 
home to which I have recently returned after last December’s flood. 
My house is looking even better than it looked before the flood and I 
am inexpressibly glad to be back there. The experience has, however, 
led me to consider how fortunate I am compared with those who 
suffer natural disasters in resource-poor countries. Although I lost 
some of my treasured possessions, many items have been restored 
and many items too damaged to restore have been replaced. 
Structural damage has been repaired, involving re-plastering the 
whole of the ground floor, and work has been carried out to make 
the property more resilient should future flooding occur. All this has 
been paid for by my insurers and a generous grant from the Cumbria 
Community Foundation. Meanwhile I was able to rent a small but 
cosy cottage in the neighbouring village, again paid for by my insurers. 
In contrast, consider the plight of those made homeless by, for 
example, the frequent floods in Bangladesh or last year’s earthquake 
in Nepal. They have no recourse to insurance to replace their homes 
and belongings and nowhere to go for shelter. I saw the impact of 
the earthquake for myself when I visited Nepal earlier this year, and 
found that almost a year after the disaster, many people were still 
living in makeshift tents and shattered houses were still lying in ruins. 
Consider also the plight of those in countries such as Syria who have 
lost their homes, their possessions and family members and have 
had no option but to flee for their own lives from the country of their 
birth. Reflecting on issues such as these will surely lead us all to a 
more empathetic and welcoming approach to migrants who do not 
have the good fortune or the opportunity to be able to rebuild their 
lives such as I have had.

The Rio Olympics and Paralympics have come and gone, and even 
those whose exercise is restricted to reaching for the TV remote 
control have been able to bask in the reflected glory of Team GB. 
Having had more than a passing interest in sports such as running, 
cycling, kayaking and football I watched those sports avidly, but was 
also drawn into watching sports that have never previously interested 
me in the least. My highest praise, however, must be reserved for the 
Paralympic athletes who have demonstrated so clearly that having 
a congenital anomaly, a disease process or severe trauma does 
not necessarily lead to disability but can instead lead to a different 
type of ability and achievement. I well remember in my own days 
as a runner being passed in the London Marathon, in spite of my 
returning a time of just over 3 hours, by wheelchair athletes and 
seeing them disappear over the horizon in front of me, a humbling 
and enlightening experience. It is to be hoped that we will be able to 
profit from the example of these superb athletes in our own sphere 
of operations by campaigning for the rights of “disabled” travellers 
and enabling them to travel as freely as we ourselves can.

I have not yet seen any detailed reports on health problems for 
participants or spectators in Rio, but it seems at first sight that 
there have been no major problems in spite of all the pre-event 
worries about Zika virus and other potential health problems. There 
were some instances of athletes being affected by gastrointestinal 
problems, not altogether unexpectedly, and some injuries occurred, 
notably on the road cycling track on a dangerous descent, where, 
sadly, a Paralympic cyclist was killed, but all in all it would appear that 
the prophesies of doom remain unfulfilled. This is a timely reminder 
that risk cannot be eliminated from travel, whatever the purpose of 
travel, but what should always be considered is not the presence of 
risk but the level of risk.
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British Global and Travel Health Association
13 Burlington Street
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‘A Doctor’s Reflection on Change – The Natural 
World, Farming, Medicine, Travel and Global 
Health’ is a hugely enjoyable memoir book written 
by Eric Walker.  

It starts in post world war 2 in Birmingham and gives 
a fascinating insight into growing 
up during that time. Eric’s 
childhood in many ways sounds 
idyllic despite the hardships of 
that era including rationing, 
frozen pipes and balaclavas. 
In his early years, Eric spent 
a good deal of time farming 
which he seriously considered 
would be his future career. Love 
of and understanding nature, 
growing his own produce, 
beekeeping and raising chickens 
are recurring themes and 
interestingly, activities Eric has 
returned to more recently.

His detail of recollection is astonishing, and it is told 
in an entertaining and often amusing way. There is 
a good deal of nostalgia when considering ‘back 
in those days’ and the notion that things were much 
simpler and often better ‘back then’ is apparent. 

From teenage years, Eric starts to travel overseas 
and he describes a backpacking trip around Europe, 
which in the early 1960’s was very adventurous. 
Later, a medical elective in what is now Zimbabwe 
and living and working in India with his wife and 
young family, further established Eric’s interest and 
love of travel and what were to be on-going and 
longstanding Indian links. 

His memoir describes passing through medical 
school, qualifying as a doctor, and becoming a 
general practitioner. This is a very open and honest 
account, full of interesting scenarios, including where 
he prescribes a ‘pick-me-up’ tonic, which he later 
discovers, contained strychnine - thankfully with no 

adverse effects!  He later develops 
an interest in infectious diseases and 
epidemiology, becomes established 
as an infectious disease consultant 
and gets involved in travel medicine, 
where he has left an indelible mark. 

Eric is keen on the idea of cyclical 
patterns and discusses global 
health issues and the nature of our 
behaviours and interactions with the 
world around us in terms of how we 
did things as normal behaviour in 
the past, and how we do them now 
– for example recycling – requiring 
deliberate acts.

This book is a really enjoyable read and a lovely 
piece of social history. For those of us who know 
Eric, you will recognise his gullibility in the earlier 
travel stories, some of which are hilarious. But you 
will also recognise his ability to see the ‘bigger 
picture’ and to be philosophical and visionary. 

Copies are available through Amazon or Eric can 
supply a signed copy in return for a donation to the 
Community Based Care and Rehabilitation Project 
for the Urban Poor run by the Christian Medical 
College and Hospital in Vellore, India with whom 
he still has links.

Lorna Boyne

A review of ‘A Doctor’s 
Reflection on Change’ 
by Eric Walker
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Q&A

Dr George Kassianos

Question
A 21-year old unvaccinated gap year backpacker female traveller is requesting specifically protection by 
vaccination against the Human Papilloma Virus (HPV). She has asked for the “augmented version” of Gardasil. 
What product is she actually asking for?

Answer
The standard Gardasil® vaccine is the one we have been using all these years. It contains L1 protein in the 
form of virus-like particles produced in yeast cells (Saccharomyces cerevisiae CANADE 3C-5 (Strain 1895)) 
by recombinant DNA technology of the HPV type 6, 11, 16, & 18. 

There is now available an ‘augmented’ (as your traveller points out) vaccine called Gardasil®9 as it contains 
9 rather than 4 HPV types. In addition to HPV types 6, 11, 16, 18 contained in the standard vaccine, the 
new vaccine contains HPV types 31, 33, 45, 52, 58. This means we are no longer relying on the possible 
cross protection against other HPV types not contained in the standard vaccine but these other types are 
incorporated in the new vaccine, now available in the UK.

The newGardasil®9 is indicated for active immunisation of individuals from the age of 9 years against the 
following HPV diseases:

• Pre-malignant lesions and cancers affecting the cervix, vulva, vagina and anus caused by vaccine HPV  
types

• Genital warts (Condyloma acuminata) caused by specific HPV types.



Following efforts led largely by the medical student 
organisation Medsin, global health is now a part of 
the core curriculum of all medical schools in the UK. 
The GMC document Tomorrow’s Doctors 20091 stated 
among its objectives that all UK medical graduates 
should be able to “discuss from a global perspective 
the determinants of health and disease and variations in 
health care delivery and medical practice”. Many medical 
schools offer student selected components (SSCs) in 
global health, and some offer intercalated BSc degree 
courses in global health. Eric Walker and I are privileged 
to be able to take part in the teaching of medical 
students in Glasgow undertaking both SSC and BSc 
courses, and we are constantly amazed and delighted by 
the enthusiasm shown by our students for the subject 
and the quality of the work that they produce. Indeed, 
many pieces of course work produced by our students 
have later been transcribed into papers for our own 
BGTHA Journal and some have presented their work at 
our annual conference.

Meanwhile, travel medicine education has not been 
standing still. The Foundation and Diploma in Travel 
Medicine courses continue at the Royal College of 
Physicians and Surgeons of Glasgow, but we in BGTHA 
have long felt that there is a need for a widely available 
course in travel medicine at a more basic level. To this end 
BGTHA is producing an online modular course which we 
hope will go live in the not too distant future. Modules will 
be able to be taken in any order, though we will suggest 
an optimum order, and students will be able to take their 
own time to complete them. Scattered throughout each 
module will be self-assessment questions with feedback, 
and on completion students will be given a certificate 
of completion. Software for the course is being written 
to our precise requirements and the process is nearing 
completion. The course is aimed at those new to travel 
medicine who wish to undertake training at a basic entry 
level but will also provide a useful refresher course for 

those who give travel advice from time to time, perhaps 
not on a regular basis or who have not had specific 
training other than occasional study days.

BGTHA has also produced a number of webinars on 
selected travel health topics and more are planned for the 
future. Those produced to date have been well received, 
and if any of our readers have suggestions about topics 
for future webinars we will be happy to consider them.

Another exciting development is the introduction of the 
Diploma in Expedition and Wilderness Medicine at the 
Royal College of Physicians and Surgeons of Glasgow. It 
has been produced by Dr Jon Dallimore and James Moore, 
a former BGTHA Hon Secretary, both well-known figures 
in the world of expedition medicine. The course covers 
Infectious disease, travel medicine and global health 
at the Royal College of Physicians and Surgeons 
of Glasgow, tropical and maritime at Dartington 
Hall, Devon, cold and mountainous environments at 
Glenmore Lodge, Aviemore, and high altitude and 
desert in Morocco. Although there are already well 
established shorter courses, this course is the first 
in the UK to offer a validated qualification in the 
subject. It joins the already established Diploma in 
Mountain Medicine in providing validated training 
and qualifications for the more adventurous among 
us.

References

1. General Medical Council: Tomorrow’s Doctors 
2009: http://www.gmc-uk.org/Tomorrow_s_
Doctors_1214.pdf_48905759.pdf

Mike Townend

Current developments in global 
and travel health education



Prevention of sexual transmission of Zika virus: Interim guidance update 6 September 2016 

(WHO/ZIKV/MOC/16.1 Rev.3)

The World Health Organisation has issued the following recommendations regarding sexual transmission of Zika virus.

1. In regions with active Zika virus transmission, health programmes should ensure that 

a. All people (male and female) with Zika virus infection and their sexual partners (particularly pregnant women) receive 
information about the risks of sexual transmission of Zika virus. 

b. Men and women also get counselling on safer sexual practices , and be offered condoms. The consistent use of 
condoms is essential to prevent sexually transmitted infections, including human immunodeficiency virus (HIV), and 
unwanted pregnancy.  

c. Sexually active men and women be correctly counselled and offered a full range of contraceptive methods to be 
able to make an informed choice about whether and when to become pregnant, in order to prevent possible adverse 
pregnancy and foetal outcomes.

 d. Women who have had unprotected sex and do not wish to become pregnant due to concerns about Zika virus 
infection have ready access to emergency contraceptive services and counselling. 

e. Pregnant women should practice safer sex or abstain from sexual activity for at least the whole duration of the 
pregnancy. Their partners should also be informed about this recommendation.

2. In regions with no active Zika virus transmission health programmes should ensure that: 

a. Men and women returning from areas where transmission of Zika virus is known to occur should adopt safer sex 
practices or consider abstinence for at least 6 months upon return to prevent Zika virus infection through sexual 
transmission. 

b. Couples or women planning a pregnancy, who are returning from areas where transmission of Zika virus is known 
to occur, are advised to wait at least 6 months before trying to conceive to ensure that possible Zika virus infection has 
cleared. 

c. Sexual partners of pregnant women, returning from areas where transmission of Zika virus is known to occur, should be 
advised to practice safer sex or abstain from sexual activity for at least the whole duration of the pregnancy.

To view the full guidance document go to:

http://apps.who.int/iris/bitstream/10665/204421/1/WHO_ZIKV_MOC_16.1_eng.pdf?ua=1 



The Charm and the Challenge: The experiences of 
travel brings people face to face with a rich diversity 
of lifestyles and the traveller’s health depends 
fundamentally upon the relationships between 
people themselves and between people and their 
environment

The increase in rapid international travel has 

confused the traditional medical specialties: Tropical 

medicine is geographically based, allopathic 

medicine which looks first at individual illnesses, 

and traditionally public health tends to look first at 

national issues. It is in this context that the specialty 

of travel medicine has developed

The reasons for travel include: including business, 
sport, politics, entertainment, visiting friends and 
relatives, education, voluntary work, tourism, and 
not least migration and displacement (refugees)

Some travellers are more likely to have difficulties 
than others: the inexperienced, young children, the 
pregnant and those with pre-existing illness.

Problems may result from the duration and mode of 
travel: e.g. exhaustion, jet lag due to rapid air travel, 
accidents when travelling overland and sickness at 
sea.  
Travellers may be exposed to unfamiliar 
environmental hazards: extreme sun, heat and cold, 
‘unsafe’ roads, polluted food and water, respiratory 
tract infections and insect borne diseases

Some have difficulties adapting psychologically or 

socially leading to ‘culture shock’, mental illness and 

irrational frustration when experiencing unfamiliar 

lifestyles 

There may be different or poor health care facilities 

such as the availability and standards of medical 

care, medicines or blood products. Language 

difficulties at times of illness can be very daunting.

On return home counselling and screening for 
diseases may be necessary.

Travel Medicine is involved with others in recognising 
and responding to emerging and re-emerging 
diseases such as AIDS, dengue, diphtheria, drug 
resistant typhoid and tuberculosis as well as in 
monitoring outbreaks of international importance 
such as Ebola fever, plague, meningococcal 
infection and influenza. Modern electronic 
communications make international surveillance 
much more effective.  

It is a multidisciplinary specialty crossing 
boundaries between Environmental, Veterinarian, 
Occupational, Public and Clinical Health Services 
of both sending and receiving countries as well as 
travel agents, tour companies and carriers.

Eric Walker

PROGRESS AND PROMISE 
Health Issues raised by 

International Travel



This article summarises two sessions from June’s 

highly successful NECTM6 conference in London. 

First, Becky Swadling, a BGTHA Executive Committee 

member, summarises session 10.2 on yellow fever 

vaccination delivered by Lorna Boyne and Sandra 

Grieve in the symposium entitled Vaccine Dilemmas.

Session 10.2: Yellow fever vaccination

The symposium began with a statistical review.  It 

highlighted the numbers of persons affected by Ebola 

during the recent outbreak in Africa where >20,000 

people had faced the disease. In contrast 200,000 

fell ill and 30,000 died in Africa and South America 

from yellow fever. Outbreaks continue in Angola.  

Persons not immune are at risk, and there are ongoing 

problems with global shortage of vaccine.

 There was a recap on the new developments with 

International Health Regulations (IHR). The Stamaril 

SPC has been recently updated (March 2016) in 

line with the new changes. It is now accepted that 

the vaccine confers lifelong protection. From July 

11th certificates last for the lifetime of the person 

vaccinated. Further changes in IHR are likely in 

2016.

The symposium then turned to look at some clinical 

dilemmas. The first concerned a school group 

travelling to Malawi (flying direct) for 3 weeks. 

The mother and daughter attend a clinic requesting 

Yellow Fever vaccine as they have received written 

information from the school advising all parties to 

have the vaccine and ICVP. WHO, NaTHNaC and 

Travax all state vaccine not required and there is no 

indication for ICVP as they travel direct. This raises a 

dilemma as other children in the group had already 

received the vaccine and anecdotal reports of groups 

being asked for ICVP at the border. It is often difficult 

to go against parents’ persuasive wishes, but is it 

right to give a potentially harmful vaccine without 

indication? The conclusion is to not vaccinate but to 

follow IHR and not be swayed by anecdotes.

The next dilemma involved a VFR traveling to Angola 

within 4 weeks with her 2 children (age 6 and 20 

months). The trip is non-essential but she wants to 

go before the oldest child is 2 and the flight costs 

increase.  She is requesting Yellow Fever vaccine for 

both children and all are in good health. The vaccine 

is not normally recommended to children under age 

9 months due to increased risk of serious adverse 

events however it can be considered in children 

6-9 months during outbreaks.  Angola is currently 

experiencing an outbreak and as the family are VFRs 

they are considered at higher risk. Therefore, the 

outcome was to let the mother know the risks and 

consider vaccinating the child if unable to postpone.

From NECTM6



Next, Adrienne Willcox summarises her own session 9.1 on a culturally competent travel health consultation.

Session 9.1 Towards a culturally competent travel health consultation

This session presented the case for travel health practitioners to be culturally competent. Working with diverse populations 
requires a cultural knowledge of many different aspects of travellers’ lives if we are to provide high quality healthcare. 
Age, gender, ethnic origin, position in society, language, health and socio-economic status, religion and sexual orientation 
are just some of the factors which influence the travellers we seek to help. Their perception of risk, decisions about 
vaccination or beliefs about health and illness are all played out in a travel consultation – if only we have the awareness 
to recognise them. 

Practical points on being culturally aware included firstly thinking about access to the service:

•	 How is my local population composed?

•	 What sort of person makes appointments and what sort of person doesn’t? And what am I doing about them?

•	 How do people know my travel clinic exists?

•	 What else is going on in the community at the times when I hold my travel clinic?

•	 Thinking about my travel clinic advertising materials, website, waiting room, displays and

•	 leaflets – which of these give visual cues that the traveller is welcome if they are, for example:

- a child 

- non-white people

- an older person 

- disabled people

- travelling for non-holiday reasons.

Secondly, providing a culturally competent consultation requires:

•	 Asking  an early open question: “What do you think are the risks to your health on this trip?”

•	 Knowing what questions to ask.

•	 Seeing travellers on their own for at least a part of the consultation.

•	 Is an interpreter needed for a safe, equitable consultation and to gain informed consent?

•	 Avoid hindering behaviours such as ‘medicalese’ jargon, interruptions from colleagues, subjective or partial 
information, paternalistic decision-making on their behalf.

•	 Not making assumptions.

•	 Balancing the need for myth-busting with a recognition of traveller’s non-acceptance of biomedicine.

•	 Knowing your products and their cultural implications, e.g. gelatin, MMR.

•	 Ask > Listen > Mirror are key communication skills in travel consultations, as in other therapeutic fields.



Travellers leave the UK in search of sunshine and warmer climes. Some find the change in temperature and humidity 

exacerbates a health problem which may be a mere nuisance or a source of embarrassment at home. Dietary modification 

with increased ingestion of spicy foods and alcohol may also be factors. Hyperhidrosis is a common condition in which 

a person sweats excessively. Excess perspiration may affect the whole body, or certain areas, including the feet, with 

both sides usually affected equally.

 Excess sweating is not a serious threat to health, but it can be embarrassing and distressing and have an adverse effect 

on quality of life. Almost 3% of the general population, usually people aged between 25 and 64 years, experience 

hyperhidrosis to some degree.1 About 25% of them present to GPs.  dermatologists and podiatrists. Appropriate 

management of hyperhidrosis can improve quality of life and vacation enjoyment

Hyperhidrosis can develop at any age, and is an important disorder in children and juveniles between 6 and 16 years 

of age. Primary hyperhidrosis typically starts during childhood, or soon after puberty, with the effect on the feet being 

pre-eminent. There are few good scientific papers on management of plantar hyperhydrosis3 Long-term follow-up data is 

rare and treatment modalities poorly understood.

 If a person is spending a significant amount of time coping with sweating by frequent showering, foot-washing and 

sock-changing, they may have hyperhidrosis. Many sufferers are too embarrassed to seek help, or believe that nothing 

can be done to improve it. Treatments can keep the problem under control. 

Damp, sodden feet encourage tinea pedis in toe clefts and on foot skin. The combination of sweat and dead skin cells 

can cause smelly feet, a source of social and psychological distress for the sufferer. If there is concurrent fungal or bacterial 

infection this can be a major consideration for the afflicted. Odour can permeate footwear to add to embarrassment. 

Causes of hyperhidrosis 

Hyperhidrosis can be, primary or secondary. Plantar hyperhidrosis is typically primary and idiopathic.

Hyperhidrosis with no obvious cause is known as primary hyperhidrosis and considered to be a defect in the sympathetic 

nervous system, with genes also playing a role. The sympathetic nervous system acts like a thermostat controlling sweat 

gland activity. Eccrine glands appear to be involved in hyperhidrosis. There are more eccrine glands on, hands and 

feet than elsewhere, which may explain why these areas are often affected by hyperhidrosis. In cases of primary 

hyperhidrosis, the brain may send secrete signals to the eccrine glands, even though there is no need to cool the body. 

Some cases of primary hyperhidrosis run in families, suggesting  a genetic involvement.3

Secondary hyperhidrosis is diagnosed if cause of hyperhidrosis can be identified This often starts more suddenly than 

primary hyperhidrosis and may affect the whole body.

Travellers and 
the sweaty foot 
syndrome
Iain B McIntosh
 



Triggers include:-

• pregnancy and menopause

• anxiety states

• low blood sugar (hypoglycaemia)  

• overactive thyroid gland (hyperthyroidism) 

• obesity 

• medications – including some antidepressants, propranolol, pilocarpine, and bethanechol 

• infections, eg tuberculosis and HIV 

• Parkinson’s disease  

• disorders of blood cells/bone marrow, eg Hodgkin lymphoma (cancer of white blood cells) 4

Complications

Fungal and bacterial infections

Excessive sweat combined with inappropriate sock and shoe wear creates an ideal milieu for fungi to grow. There is an overall 

increased risk of cutaneous infection in the presence of hyperhidrosis, which  includes fungal, bacterial, and viral infections.1 

There is a high risk of fungal infection development on the heel of feet and bacterial skin infections, especially around hair follicles 

and between toes. 4 

Skin conditions

Excessive sweat can increase vulnerability to certain skin conditions, such as:

• warts –caused by the HPV virus (human papillomavirus).

• boils –when a hair follicle becomes infected 

Nail infections:

Patients with hyperhidrosis are more vulnerable to fungal toenail infection.

Body odour

Although people with hyperhidrosis sweat a lot, most do not have problems with body odour, as hyperhidrosis does not usually 

affect the apocrine sweat glands responsible for producing unpleasant-smelling sweat. However, if bacteria are allowed to break 

down the sweat, it can start to smell unpleasant. Eating spicy food and drinking alcohol which are often factors on vacations can 

also make sweat secrete from eccrine glands.

Managing hyperhidrosis 

Hyperhidrosis can be challenging to treat. It may take a while to find the best treatment. Patients are often unaware that they have 

a treatable medical disorder. Antiperspirant use lifestyle changes regarding hygiene, shoe-gear, insoles, and socks have to be 

encouraged . In soles Made from latex and charcoal, they may ameliorate the problem and improve foot comfort. Antiperspirants 

can help.

    



Patient Advice.

• Use antiperspirant frequently, rather than deodorant. 

• Avoid wearing tight, restrictive clothing and man-made fibres, such as nylon. 

•  Wear socks that absorb moisture, such as thick socks made of natural fibres, or special soles or sports socks   

 designed to absorb moisture. 

• Avoid wearing socks made out of man-made materials and change socks at least twice a day if possible. 

• Ideally, wear shoes made of leather, and try to alternate between different pairs of shoes every day.

• The insertion of so called sweat-free or odour-reducing shoe insoles may be of benefit.

• wear loose and light cotton socks

• avoid triggers, such as alcohol and spicy foods, 

Treatment

There are various topical, systemic, surgical and nonsurgical treatments available with varying efficacy rates. 5

Antiperspirants 

Antiperspirant containing aluminium chloride is often used. This works by plugging the sweat glands. It should be applied at 

night just before sleep and washed off in the morning. The most common side effect of aluminium chloride is mild irritation 

or itching and tingling where it is applied. Using the antiperspirant less frequently can help reduce irritation. Using emollients 

(moisturisers) regularly and soap substitutes instead of soap may also help.

Anticholinergics

Anticholinergic or antimuscarinic drugs work by blocking the effects of a chemical called acetylcholine, which the nervous 

system uses to activate the sweat glands. Anticholinergics are available as tablets or solutions that are applied to affected 

areas. Propantheline bromide is an anticholinergic medicine licensed for treating hyperhidrosis. However, anticholinergic 

medicines unlicensed for hyperhidrosis – such as oxybutynin and glycopyrronium bromide – can also be prescribed if the 

doctor feels they might help .Possible side effects of anticholinergics include a dry mouth, blurred vision, stomach cramps, 

constipation and difficulty passing urine.

Iontophoresis

Iontophoresis may help excessive sweating that affects the feet. Iontophoresis involves treating affected areas of skin with 

a weak electric current passed through water, or a wet pad. This is thought to help block the sweat glands. Feet need to 

be placed  in a bowl of water and a weak electric current is passed through the water. The treatment is not painful but the 

electric current can cause mild, short-lived discomfort and skin irritation.  Each session of iontophoresis lasts between 20 and 

30 minutes, and usually need two to four sessions a week for success. Symptoms should begin to improve after a week or 

two, after which further treatment will be required at one to four week intervals, depending on how severe symptoms are.6

Tap water iontophoresis is an effective method of treatment for primary palmoplantar and axillary hyperhidrosis in paediatric 

patients. There are still unanswered questions about the mechanism of action, ideal session intervals and protocols for 

maximum efficacy.. Patients may need regular visits to dermatology clinic to receive treatment. Alternatively, iontophoresis 

kits to be used at home may be recommended, with prices in the range of £250-500.7,8

Botulinum toxin injections

Botulinum toxin can be injected into the skin in areas of the body affected by hyperhidrosis. This helps reduce sweating in 

these areas by blocking the signals from the brain to the sweat glands .Around 15-20 injections are given in the affected 

areas of the body, such as the armpits, hands, feet or face. The procedure usually takes about 30-45 minutes in total. The 



effect of the injections usually lasts for several months, after which time the treatment can be repeated if necessary. Potential side 

effects of botulinum toxin injections include:

• pain, redness or itching where the injections are given 

• nausea, headaches and hot flushes after the injections are given 

• another part of your body sweating more to make up for treated area – known as compensatory sweating 

• muscle weakness around the treatment area 

Most of these side effects are short-lived or will resolve as the effect of the injections wears off. Availability of botulinum toxin on 

the NHS can vary widely depending on local clinical commissioning group (CCG), and may only be available privately. 

Summary

• Hyperhydrosis is often exacerbated in warm, humid climes . 

• Almost 3% of the general population are affected with hyperhydrosis

• Most affected are people aged between 25 and 64 years

• Plantar Hyperhidrosis is common

• The use of antifungal ointments and antibacterials may be necessary

• Patients should be advised to avoid man-made fibre socks and shoes and use leather and cotton foot wear. Tight  

 shoes and socks should be avoided

• Patients should use emollient foot washes  and moisturisers rather than soap based product

• The Hyperhidrosis Support Group www.hyperhidrosisuk.org.can offer support
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What’s New in 
the SPCs?
The Summaries of Product Characteristics provide us with the 

necessary clinical information for safe recommendation or 

prescribing of vaccines and anti-malarials during travel clinic. 

They are available at: http://www.medicines.org.uk/emc/  

There are two recent publications of updated SPCs for Ixiaro 

and Avloclor/Paludrine Travel Packs that are worth noting.

Ixiaro is a vaccine to protect against Japanese encephalitis 

and the latest SPC was published by Valneva this summer. 

Section 4.2 Posology is causing some confusion for 

practitioners because it states that “Adults (18-65 years of 

age)” may receive a rapid schedule with doses on days 0 

and 7. However this schedule is not available to “Elderly (≥ 

65 years of age)”.

But if your traveller is 65 are they Adult or Elderly?! My 

colleagues and I investigated and Valneva confirm that a 

65 year old traveller is ‘Adult’ and may receive the rapid 

schedule. The symbol ≥ is an error and the next SPC will be 

changed and ‘Elderly’ will be above 65 years, i.e. those 

aged 66 and over should not receive the rapid schedule.

Avloclor/Paludrine Travel Packs contain chloroquine and 

proguanil and are marketed by Alliance Pharmaceuticals. 

The SPC was updated in August with important cautions for 

the use of chloroquine in people with cardiac disease e.g. 

heart failure, myocardial infarction, cardiomyopathy and 

electrolyte imbalances. This is in addition to existing cautions 

about the ability of chloroquine to affect the QT interval of 

the heart-beat and its use in people with known cardiac 

arrhythmias.  At the time of writing the Avloclor SPC had 

not been updated with this information, but it is chloroquine-

specific.

There is a warning about hypoglycaemia which is not new but 

again my colleagues investigated further and were advised by 

the Alliance’s Medical Information Department that it applies 

to all users – not just those with diabetes. As a teacher I’m 

finding low to non-existent awareness of the warning which is 

worded as follows:  “Chloroquine has been shown to cause 

severe hypoglycaemia including loss of consciousness that 

could be life threatening in patients treated with and without 

antidiabetic medications. Patients treated with chloroquine 

should be warned about the risk of hypoglycaemia and the 

associated clinical signs and symptoms. Patients presenting 

with clinical symptoms suggestive of hypoglycaemia during 

treatment with chloroquine should have their blood glucose 

level checked and treatment reviewed as necessary.” Section 

4.4 Special warnings and precautions for use.



World Rabies 
Day: raising 
awareness, 
saving lives.
Few diseases capture the imagination 
in the way that rabies does. Its long 
history (over 4000 years), devastating 
fatality rate (99.9%), and very visible 
and violent route of transmission are 
rich fodder for horror stories. What few 
people in Britain realise is that in some 
of the poorest parts of the world those 
horror stories are daily realities. 

But even where the disease is still 
prevalent, many myths surround it. 
Basic awareness about the route of 
transmission, how to avoid exposure 
and what to do if exposed would 
save many of the 59,000 people that 
currently die of rabies every year. 

In 2007, the newly founded Global 
Alliance for Rabies Control (GARC), 
together with the Center for Disease 
Control (USA), launched the first 
World Rabies Day to address gaps in 
awareness and build the political will to 
invest in rabies prevention.

 

Figure 1. World Rabies Day 2007 in 
Paraguay

On the anniversary of the 10th World 
Rabies Day, this article discusses its 
progress.

What is rabies?
Rabies is a zoonotic viral disease 
transmitted through the saliva and 

nervous tissue of an infected animal. 
While in theory rabies can affect 
all mammals, in practice only a few 
species act as disease reservoirs – 
notably bats and dogs. – with dog bites 
being the source of over 95% of human 
cases. Preventing rabies in dogs stops 
the virus at source and saves people’s 
lives.

Rabies can also be prevented after 
an exposure by thoroughly washing 
the wound and urgently administering 
rabies post-exposure prophylaxis. 
However, in the rural areas where 
they are needed most, the necessary 
vaccines and immunoglobulin can come 
at a high price (sometimes more than an 
average household’s monthly income) 
and supply is notoriously unreliable. 

Of course, not every dog bite is an 
exposure but, with no way of being 
sure. Every dog bite needs to be 
treated, and millions of people seek 
post-exposure prophylaxis to be on the 
safe side, often borrowing money to 
do so. It is a financially unsustainable 
model. Dog vaccines - that stop the 
disease at source - are a fraction of the 
cost of treating people after exposure.

 

Figure 2. A dog vaccination campaign

Beyond the human suffering, rabies is 
also responsible for countless animal 
deaths each year. Not only do they 
suffer from the disease’s horrific clinical 
symptoms, but thousands (and some 
estimates suggest millions) of dogs are 
culled every year in attempts to control 
the disease. World experts agree that 
dog culling does not stop rabies. 

One of the main problems with 
preventing rabies at the most basic level 
is a lack of knowledge among people 
living in rabies-endemic areas – that 
they need to vaccinate their dogs to 
prevent the disease at source; that they 
should wash any bite wound and seek 
medical attention following dog bites; 

and that acting on this knowledge can 
save lives. 

What is World Rabies Day?
World Rabies Day was conceived 
as a day of education and action 
and designed to be an open, global, 
inclusive platform to for stakeholders at 
all levels. It is held annually on 28th 
September, the anniversary of the death 
of Louis Pasteur who developed the first 
rabies vaccine.

From the beginning, World Rabies Day 
has relied on the extensive professional 
networks of GARC, US CDC, and 
other major organisations involved in 
rabies control, including the WHO, 
OIE, FAO and the Pan-American Health 
Organization (PAHO). The campaign 
has also reached out to medical and 
veterinary associations (and their student 
chapters), animal welfare organisations 
and vaccine manufacturers.

The campaign calls on stakeholders, 
including individuals, NGOs, institutions 
and governments, to organize and 
register an event for World Rabies Day. 
GARC acts as a facilitator, supporter, 
promoter and aggregator of activities 
to amplify the commitment of the global 
rabies community, and to increase 

attention from the media 
and policy makers.

To do this, GARC 
develop and provide 
free resources and tools 
including 
• an event registration 
platform; 
• branding that event 
organisers can use in 
their own materials; 

• guidance documents on how 
to plan, fundraise for and carry out an 
event;
• educational resources for 
different age groups; and 
• social media promotion.

However, the framework is loose. 
Individual event organisers use these 
resources as they see fit and tailor 
these messages and to their respective 
audiences. The only pre-requisite of a 
World Rabies Day event is that it does 
something to help prevent rabies. 

Through event registration, World 
Rabies Day also unites the rabies 
prevention community. Individuals and 
organisations working on this issue 
across the world are often isolated 



and an inclusive platform has helped 
stakeholders in rabies control and 
prevention efforts to connect, share 
successes and gain recognition and 
support. 

Results
The initial target of the 2007 World 
Rabies Day was to engage 55,000 
people in rabies prevention. At the 
time, this was the estimated number of 
people dying of rabies each year.  For 
this first year, a total of 139 events in 
48 different countries were registered. 
Feedback from a follow-up survey sent 
to event organisers suggested that an 
estimated 400,000 people in 74 
countries participated in some way in 
World Rabies Day 2007. 

 
Figure 3

Since then, event registration has 
grown steadily with encouraging 
participation from endemic countries 
and some exciting and creative ideas 
including a commemorative stamp 
(Peru), a commemorative lottery ticket 
(Mexico), national television broadcasts 
(Nigeria, Iraq, Philippines), mass SMS 
text messaging (Pakistan, Bhutan) and 
social media campaigns (Cambodia). 
However, that is not to overlook the 
value of the smaller events too, such as 
meeting with village elders to explain 

rabies transmission and prevention to 
them, rallies, dog shows and special 
lessons in classrooms.

In total, from 2007 to 2015, a total 
of 1,713 events have been registered 
on the GARC World Rabies Day 
platform with a general increase over 
time, but with drops in 2008 and 
2012 (Figure 3). Between 2007 and 
2015, the percentage of events held 
in canine rabies endemic regions rose 
from 61% to 88% of events, and those 
held in Africa and Asia from 37% to 
over 60%. The 2012 dip follows an 
organisational decision to move away 
from active promotion in the US to focus 
on endemic country outreach. 

Event reporting is not foolproof either. 
An event organiser sometimes makes 
a single registration for numerous 

events; GARC often hears of events 
after they have taken place that were 
not registered; and, events may be 
registered but not take place. However, 
the growth in event registration is 
recognised as an encouraging sign 
and, with it, comes increasing media 
attention and political awareness.

The changing landscape
Since World Rabies Day launched, the 
rabies landscape has changed. Rabies 
is now recognised as a Neglected 
Tropical Disease, a first step to 

addressing that neglect.

Large-scale inter-sectoral rabies projects 
in Asia and Africa have shown that 
existing effective vaccines can be 
applied in diverse settings to reach 
enough dogs to break the cycle of 
transmission. The feasibility of canine 
rabies elimination through mass dog 
vaccination is now widely accepted.

In December 2015, at a global 
meeting organized by the WHO, OIE, 
FAO and GARC, a global strategic 
framework was agreed by member 
countries, with the goal of global 
elimination of the public health threat of 
rabies by 2030.

Ten years on and World Rabies Day 
continues to make a sustainable impact 
towards rabies elimination by bringing 
the on going situation in rabies-endemic 
countries to the attention of policy 
makers and donors. The aim is global 
elimination of all human deaths from 
canine-mediated rabies by 2030. 
For World Rabies Day that means ten 
down, 14 to go. 

This paper draws on figures published 
in 
World Rabies Day: a decade of 
raising awareness, D Balaram et al., 
Tropical Diseases, Travel Medicine and 
Vaccines, Bio-Med Central 
http://tdtmvjournal.biomedcentral.
com/articles/10.1186/s40794-016-
0035-8

Show your support for the campaign 
to end rabies by 2030 by signing the 
pledge at https://endrabiesnow.org/
take-action

Liz Davidson


