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Becky Swadling RN DTM (RCPSG) AMFTM Journal Editor
Welcome to the Spring 2021 edition of Travelwise: Journal of the BGTHA.
The past few months have seen many changes within the Charity, and we
are currently working hard to put together our annual conference which we
are delighted to offer free for all our members. We have an excellent and
varied line up of speakers and we are looking forward to seeing you there.
Remember to book your ticket if you haven’t done already!
Despite international travel being almost nonexistent and subsequently
many of us missing our daily contact with travellers in the flesh, there has
recently been many opportunities to attend virtual educational events and
conferences. As well as allowing many of us to keep our skills and knowledge
base up, they also help those of us with a passion for Travel and Global Health
to scratch the itch!
In May, NaTHNaC and RCN held their joint conference, which considered
the impact Covid-19 was having on the travel industry. For those of you who
missed the conference, Alys Bunce has written a review of the day which
covers all key areas for our interest.
We have two reflective contributions from Travel Health Specialist nurses who
have continued to work throughout the pandemic. James Moore provides a
fascinating insight into how much our roles have had to adapt to meet the
current climate and how our future consultations are likely to change moving
forward.
From a more Global Health approach, Dr Jane Wilson-Howarth reflects
on healthcare in Nepal and Daniel Grace starts off the publication with an
introduction to the charity he is involved with which supports healthcare
remotely in Zambia.
I would like to again thank Mike Townend for his ongoing support and
contributions to the Journal. In this publication he delivers a fascinating and
poignant look at plagues through the ages and also shares his expertise in
trekking techniques, including how to manage at high altitude.
As always, this publication provides a wide variety of articles, top tips, in
the news pieces and journal reviews and aims to be both educational and
inspiring. We are always looking for contributions from those of you working
in either the field of global or travel health, so please do contact me at
editor@bgtha.org for further information or guidance. I hope you enjoy
reading this as much as I have enjoyed compiling it.

52. Pertussis vaccine: Understanding the conflict
55. Rabies prevention for travellers: Expedition medicine
57. Efficacy of food aid in health & economic crisis
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In country report

The Virtual Doctors: What if a smartphone
could save a life?
Dr Daniel Grace MBBS BSc (Hons) MRCGP (2017) Dip EWM. Portfolio GP, Virtual Doctors Medical Director

The Virtual Doctors is a UK-based NGO, that uses a
bespoke telemedicine app, to connect isolated rural
health-centres (RHCs) in Zambia, with volunteer doctors,
based in the UK and Zambia. I have been volunteering
with the charity since 2018 and have been the Medical
Director since the start of 2020.

The UK has one doctor for every 360 people, whereas
in Zambia there is one doctor per 12,000 people. The
majority of doctors are based in the larger hospitals
in the main cities within Zambia, whereas most of the
population live in rural areas. Therefore, Clinical Officers
(COs), who will have completed a 2-3 year basic medical
training program, work at many of the RHCs, acting as
the first port of call for the majority of the population’s
healthcare needs. They typically see between 60 and 100
patients each day, treating both adults and children. They
are also required to manage dental problems, obstetrics
and trauma.
When you think of telemedicine, you might think of a
“live” video consultation, similar to what might happen
if you needed a GP appointment in this new normal.
Importantly our service is asynchronous, and text based,
with the option to send images. We are often asked why
this is the case. The answer lies within the context of how
our service was developed. Intermittent data bandwidth
makes video calls impractical in much of rural Zambia.
It also means that UK volunteers can answer queries
at a time that suits them, and work around their NHS
commitments. Excitingly, this technology, developed for
rural Zambia, will soon be piloted with the NHS, in the
south-east of England, to help GPs provide effective and
efficient care for residential and nursing homes.

have over 190 volunteer doctors, offering diagnostic and
treatment advice across a range of specialities. Despite
the pandemic, we have had a 73% increase in volunteers
over the past year. This really highlights the growing
awareness that healthcare moving forwards, needs to
have a global and collaborative approach. Since 2016 the
number of RHCs we have supported has increased from 6
to 233, and the corresponding number of COs we advise
has increased by 2,233%! We now answer an average
of 220 monthly cases, a total of 5,512 since our new IT
system was introduced in late 2016. 90% of the time the
advice given has improved patients’ symptoms. It has
prevented referral to hospital in 76% of cases and 94%
of the time the advice given was judged educationally
beneficial by the COs.

The impact of COVID-19
With the global spread of COVID-19 our work is now more
relevant than ever before. Reducing unnecessary hospital
referrals and movement within Zambia, is key to reducing
the spread of the disease. In April 2020, we launched the
Virtual Doctors’ COVID-19 Response Fund, to support the
Ministry of Health in preventing the spread of the virus,
whilst continuing to provide telemedical support to 140
remote health centres across Zambia. As part of this,
we have provided all the health centres that we support
with foot-operated hand washing basins soaps, sanitisers,
cleaning and disinfecting products. Moving forward we shall
be providing this to any new clinics that we set up along with
the usual device, app and support from our in-country team.
We rely 100% on charitable donations to fund our work
and receive no government grants or funding. We are
grateful for any donations or fundraising efforts that can
help us continue to support rural communities throughout
Zambia.
We are also keen to hear from any doctors that may want
to volunteer with us! To get involved, you only need three
things: an active GMC registration, CCT and an internet
connection.

If you do not yet have your CCT, we may be able to accept
you on a case-by-case basis: for example, if you have
DTM&H or are a senior registrar, approaching CCT. For
more information or to get involved please contact Daniel.
grace@virtualdoctors.org

Registered Charity No. 1129924

In the news
Covid-19 vaccination reduces household transmission
The service is also helping to reduce professional isolation
and to improve the resilience of healthcare workers who
are often posted to isolated rural clinics away from friends
and family. The eventual aim is that our service will be
country-wide, and fully integrated into the Zambian
healthcare system. This will allow us to hand it over to the
Zambian Ministry of Health, who can continue the service
independently, whilst allowing us to focus on improving
access to healthcare in other countries that face similar
challenges.

Public Health England recently published a
press release reporting on a new study of over
57,000 contacts from 24 households in which
there was a lab confirmed case of Covid-19. The
study has shown that one dose of the COVID-19
vaccine reduces household transmission by
up to a half. Those who do become infected 3
weeks after receiving one dose of the PfizerBioNTech or AstraZeneca vaccine were between
38% and 49% less likely to pass the virus on to
their household contacts than those who were
unvaccinated.
https://www.gov.uk/government/news/one-dose-of-covid-19-vaccine-can-cut-householdtransmission-by-up-to-half?utm_medium=email&utm_campaign=govuk-notifications&utm_
source=0f83fc10-95b9-45b1-91d9-07d821ea5639&utm_content=daily

The Virtual Doctors have been partnered with the
Zambian Ministry of Health for over 10 years, and now
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Plagues through the ages: Part 1
Mike Townend MB, ChB (Hons), Dip Trav Med, FFTM RCPS (Glasg)

Historical plagues

In 430 BC, during the Peloponnesian War between Athens
and Sparta, the Athenians were struck by an outbreak of
disease subsequently known as the Plague of Athens. The
disease decimated the Athenian army and was ultimately
responsible for the downfall of Athens. The precise nature
of this plague is not known, but bubonic plague, influenza,
typhoid, smallpox, typhus and measles have all been put
forward as possible causes. The historian Thucydides1
describes the presence of “reddening of the skin with
blisters or sores” and states that “the disease began with a
strong fever in the head and reddening and burning in the
eyes”. It is now commonly believed that the cause of the
Athenian plague was either measles or smallpox.

He also noted that the diarrhoea appeared black,
suggesting gastrointestinal bleeding. Skin rashes
covered most of the body, with red and black papules
or eruptions. The most likely cause of this epidemic is
smallpox. It is likely to have emerged from China and
to have spread west along the Silk Road and by ships
to Rome. Between 165 and 166 AD, the Roman army was
besieging the city of Seleucia on the Tigris, and returning
troops, having encountered the disease there, carried it
North to Gaul and along the Rhine. The Roman historian
Dio Cassius (155-235 CE) estimated 2,000 deaths per
day in Rome at the height of the outbreak. In the second
outbreak, the estimate of the rate of death was much
higher, upwards of 5,000 per day. It has been estimated
that a quarter to a third of the entire population
perished, estimated at 60-70 million throughout the
empire. At the time, it was costing a great deal to
maintain the empire and its military forces to ensure
the empire’s security, while government revenues
declined due to a decrease in tax revenues attributable
to decreased agricultural production with steep
price increases and decreasing food supplies and less
production by craftsmen affecting local economies. The
shortage of manpower led to higher wages, and the lack
of businessmen, traders and financiers caused a large
loss of domestic and international trade. This marked
the beginning of the decline of the Roman Empire in the
West.

of the body, either the gait is enfeebled, or the hearing
is obstructed, or the sight darkened”. The disease is now
known at the Plague of Cyprian, and again its precise nature
is not clear. Bubonic plague, typhus, smallpox and measles
are all possible causative agents, and one author3 has put
forward pandemic influenza and a viral haemorrhagic fever
as possibilities, but smallpox remains the most likely cause.
An archaeological site has been discovered at ancient
Thebes,4 now Luxor, in Egypt where victims of the plague
were burned, revealing bodily remains, pieces of pottery
and remnants of bonfires thought to have been a preventive
measure by the Romans to stop the plague. The lack of
leadership and the depletion of soldiers from the ranks
of the Roman legions weakened Rome’s ability to fend off
external attacks and contributed to its loss of
influence and power. The widespread illness also caused
people in the countryside to take refuge in the cities,
abandoning the fields, and the deaths of farmers who
remained caused the collapse agricultural production.
The early Christian church, however, benefitted from the
chaos. Emperors and non-Christians died, but could offer
no explanation for the cause of the plague or suggestions
for its prevention or cure. Christians meanwhile cared for
the ill and provided for the dead. Those Christians who died
from the illness were hailed as martyrs and non-believers
who would convert were offered the possibility of rewards in
the Christian afterlife. The disease, therefore, strengthened
Christianity and increased its influence throughout the of
the empire.

The Antonine Plague, sometimes referred to as
the Plague of Galen, began in 165 AD, at the height
of Roman power in the Mediterranean region during the
reign of Marcus Aurelius Antoninus. The first phase lasted
until 180 AD affecting the whole Roman Empire, while a
second outbreak occurred in 251-266 AD. Galen (129 - c.
216 CE), a Greek physician, witnessed the outbreak and
described its symptoms, including fever, diarrhoea,
vomiting, swollen throat and coughing.
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The Plague of Cyprian

Between AD 250 and AD270 the Roman Empire
experienced a pandemic described by the Bishop of
Carthage, St Cyprian2 as “the bowels, relaxed into a
constant flux, discharge the bodily strength; that a fire
originated in the marrow ferments into wounds of the
fauces; that the intestines are shaken with a continual
vomiting; that the eyes are on fire with the injected blood;
that in some cases the feet or some parts of the limbs
are taken off by the contagion of diseased putrefaction;
that from the weakness arising by the maiming and loss

Septicaemic plague is characterised by fever, chills,
weakness, abdominal pain, shock, and possibly
bleeding into the skin and other organs. Skin and other
tissues may turn black and necrotic, especially on
fingers, toes, and the nose. Septicaemic plague can occur as
the first symptoms of plague or may develop from untreated
bubonic plague. This form results from bites of infected fleas
or from handling an infected animal.

Septicaemic plague showing necrosis of the extremities

In the case of Pneumonic plague, fever, headache and
weakness are followed by rapid development of
pneumonia with shortness of breath, chest pain, cough,
sometimes productive of bloody sputum. Pneumonic plague
may develop from inhaling infectious droplets or from
untreated bubonic or septicaemic plague. The pneumonia
may cause respiratory failure and shock. Pneumonic plague
is the most serious form of the disease and is the only form
of plague that can be spread from person to person.
A child with smallpox

The Antonine Plague

Bubonic plague showing swollen lymph nodes (buboes)

The term “plague” is nowadays usually reserved for infections by the organism Yersinia pestis. There are three clinical
types of infection:
In the case of Bubonic plague there is a sudden onset of fever, headache, chills, and weakness with swollen, tender and
painful lymph nodes (called buboes). This form is
usually the result of an infected flea bite. The bacteria
multiply in the lymph node closest to where the
bacteria entered the human body. If the patient is not
treated with appropriate antibiotics, the bacteria can spread
more widely.

With the exception of transmission of pneumonic plague
by person-to-person droplet infection, the usual mode of
transmission of Yersinia is by bites from infected fleas with
rodents, notably rats, as the intermediate host. There have
been three major pandemics of plague:

The Justinian Plague
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The first recorded pandemic, the Justinian Plague, named
after the 6th century Byzantine emperor Justinian I, began
in 541 AD and was followed by frequent outbreaks over the
next two hundred years that eventually killed over 25 million
people and affected much of the Mediterranean basin,
virtually all the known world at that time.5 The epidemic
originated in Ethiopia in Africa and spread to Pelusium in
Egypt in 540. It then spread west to Alexandria and east to
Gaza, Jerusalem and Antioch, then was carried on ships on
the sea trading routes to both sides of the Mediterranean,
arriving in Constantinople (now Istanbul) in the autumn
of 541. The main focus of the Justinian pandemic was
Constantinople, where it reached a peak in the spring of 542
with over 5,000 deaths per day, and it eventually killed over
a third of the city’s population. Victims were too numerous
to be buried and were stacked in the city’s churches and city
walls, towers, as Christian doctrine prevented cremation.
Over the next three years plague spread through Italy,
southern France, the Rhine valley and the Iberian peninsula,
as far north and west as Denmark and Ireland, then to
Africa, the Middle East and Asia Minor, killing nearly 100
million people. The pandemic permanently changed the
social fabric of the Western world, contributed Justinian’s
downfall, an eight-year famine and eventually the end of
Roman rule.
Between 1347 and 1352 a second pandemic,6 known as
the Black Death, was the first major outbreak to affect
principally Europe. In 1346 it was known in the European
seaports that a plague epidemic was present in the East.
In 1347 the plague was carried to the Crimea from Asia
Minor by the Tartar armies of Khan Janibeg, who had laid
siege to the town of Kaffa (now Feodosya) on the shores
of the Black Sea, where there was an enclave of Genoese
traders. The Tartar army was ravaged by plague and their
siege was unsuccessful, but they catapulted over the walls of
Kaffa corpses of people who had died from plague, an early
example of biological warfare. The Genoese traders fled to
Constantinople and across the Mediterranean to Messina,
Sicily, where the great pandemic of Europe started. By 1348
it had reached Marseille, Paris and Germany, then Spain,
England and Norway in 1349, and eastern Europe in 1350.
The Tartars left Kaffa and carried the plague away with them
spreading it further to Russia and India. The overall mortality
rate varied from city to city, but in places such as Florence it
was estimated that up to half the population died. So many
died that burial or cremation could not occur, corpses were
thrown into large pits and bodies lay in their homes and
in the streets. People were also afraid they would suffer a
spiritual death since there were no clergy to perform burial
rites. Transmission of the disease was thought to be disease
carrying vapours emanating from corpses or from the
breath of an infected person, while others thought the Black
Death was punishment from God for their sins or due to
phenomena such as earthquakes, comets, and conjunctions
of the planets. People turned to saints or to the Virgin Mary
or flagellated themselves with scourges embedded with
nails. As in the previous pandemic, plague again caused
great social and economic upheaval, often wiping out whole
families or even whole villages, leading to failure to harvest
crops and affecting all aspects of life and trading. The

8

consequent shortage of labour allowed surviving labourers
to demand higher wages from landowners leading to the
emergence of a new middle class. Between 1347 and
1350 the Black Death killed a quarter of the population in
Europe, over 25 million people, and another 25 million in
Asia and Africa. By 1430, Europe’s population was lower
than it had been in 1290 and would not recover the prepandemic level until the 16th century. In 1374 another
epidemic of the Black Death occurred in Europe. The major
trading city of Venice began to isolate victims from healthy
people and prevent ships carrying disease from landing. In
1377 the republic of Ragusa (now Dubrovnik) established
a ships’ landing station away from the city where travellers
suspected to have the plague had to spend thirty days
(the trentena), to see whether they remained healthy and
could leave. The trentena was found to be too short and in
1403 in Venice, travellers from the eastern Mediterranean
were isolated for forty days, the quarantena or quaranta
giorni, from which we derive the term quarantine. Plague
continued to occur in small epidemics, but a major outbreak
of the pneumonic plague occurred in Europe and England
in 1665 to 1666, described by Samuel Pepys in his diaries
and by Daniel Defoe in his A Journal of a Plague Year. People
were incarcerated in their homes, and a cross was painted
on the doors of affected households. The epidemic reached
a peak in September 1665 when 7,000 people per week
were dying in London, and between 1665 and 1666 a fifth
of London’s population, around 100,000 people, died. The
Great Fire of London in 1666 was a large factor in the end of
the epidemic.

The third major pandemic of plague began in the Chinese
province of Yunnan in 1855. From there the disease
advanced along the trading routes for tin and opium,
reaching the provincial capital of Kunming in 1866, the
Gulf of Tonkin in 1867, and the port of Pakhoi in 1882. In
1894 it had reached Canton and then Hong Kong. By 1896
it had reached Bombay and by 1900 had reached ports on
every continent, carried by infected rats travelling in the
new disease vector, the steamship. In Hong Kong in 1894
Alexandre Yersin7 discovered the bacillus now known as
Yersinia pestis, and in Karachi in 1898 Paul-Louis Simond8
discovered the brown rat was the primary host and the rat
flea the vector of the disease. In 1900 the plague arrived in
Australia where the first major outbreak occurred in Sydney.
The third pandemic waxed and waned throughout the world
for the next five decades and did not end until 1959, by
which time plague had caused over 15 million deaths, the
majority in India.

1.

Thucydides. History of the Peloponnesian War, II.vii.354 (Translated by Rhodes PJ)
2. Cyprian of Carthage. De mortalitate. Available in translation
at https://www.ewtn.com/catholicism/library/on-the-

mortality-or-plague-de-mortalitate-11412
3. Harper K. The Fate of Rome: Climate, Disease and the End of
an Empire: Princeton Univ Press, 2017

4. https://www.livescience.com/46335-remains-of-ancientegypt-epidemic-found.html

5. Rosen W. Justinian’s Flea: The First Great Plague and the End
6.
7.
8.

of the Roman Empire. New York: Viking Penguin, 2007.
Frith J. The History of Plague – Part 1. The Three Great
Pandemics. Histopry:20(2), 11-16
Archives de l’ Institut Pasteur. Alexandre Yersin (1863-1943).
Available at : http://www.pasteur.fr/ infosci/archives/e_yer0.
html
Archives de l’ Institut Pasteur. Paul-Louis Simond (1858-1947).
Available at : http://www.pasteur.fr/ infosci/archives/e_sim0.
html

This piece has been published in the Hardcopy of Travelwise: Journal of BGTHA in January 2021 but has not been published previously online.

Plagues through the ages: Part 2
Modern plagues

A medieval depiction of the siege of Kaffa showing the siege
catapult used to launch infected bodies into the city

Figure 1: The Chemin de Fer Congo-Océan

A contemporary depiction of the Great Fire of London

References

HIV/AIDS
In 1921 the French company Chemin de Fer Congo-Océan
started building a railway between Brazzaville and the
Atlantic Coast in what is now the Republic of Congo or
Congo-Brazzaville. Parts of this railway passed through
difficult terrain and dense jungle, and probably between
15,000 and 23,000 construction workers died there in
conditions of great privation and squalor. This scandal
was brought to light in the French press and subsequently
pay and conditions were improved to some extent, with
guaranteed amounts of better food, including chimpanzee
meat. Medical practice in that part of Africa was poor and

ill equipped even to deal with existing tropical diseases,
but by 1931 the railway scandal had improved matters to
some extent. In that year a French doctor, Léon Pales, took
up a two year post in Brazzaville and noted many extremely
thin patients, mostly young railway workers discharged
because of ill health, suffering from chronic non-bloody
diarrhoea but with no detectable parasites to explain
their condition, and weighing only 30-35kg1. Pales tested
stools for known pathogens, including Shigella, but found
nothing to explain this mysterious illness, from which his
patients rapidly died. He called it Cachexie du Mayombe
after the stretch of railway involved. It now seems likely
that these patients were early victims of Acquired Immune
Deficiency Syndrome (AIDS), bearing in mind the results
of Pales’s autopsies. He found post mortem evidence of
a large number of diseases including tuberculosis, occult
tuberculosis (tuberculosis of the intestine or intra-abdominal
lymph nodes) and lymphadenopathy, including large
mesenteric lymph nodes, but also cerebral atrophy, normally
very rare in young patients and now found to be associated
with AIDS, but he found no single underlying pathology
that would explain the extreme wasting. He ruled out
malnutrition as a cause, as even when his patients were fed
well, they all continued to deteriorate and died.
In June 19812 the U.S. Center for Disease Control (CDC)
published an article in its Morbidity and Mortality
Weekly Report (MMWR) describing cases of a rare lung
infection, Pneumocystis carinii pneumonia (PCP), in five
young, white, previously healthy gay men in Los Angeles.
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Dr Michael Gottlieb, CDC’s Dr Wayne Shandera, and their
colleagues reported that all the men had other unusual
infections as well, indicating that their immune systems
were not working. Two had already died by the time the
report was published and the others would die soon
after. This edition of the MMWR marked the first official
reporting of what would later become known as the AIDS
(Acquired Immune Deficiency Syndrome) epidemic. On
The same day that the MMWR was published, a New York
dermatologist Dr Alvin Friedman-Kien called CDC to report
a cluster of cases of a rare and unusually aggressive cancer,
Kaposi’s Sarcoma (KS), among gay men in New York and
California. Like PCP, KS is associated with people who have
impaired immune systems. In December 1981 cases of PCP
were recorded in injecting drug users. In 1982 AIDS cases
in haemophiliacs3 and in Haitians4 were reported, cases
were beginning to be reported in Europe, and in Uganda a
wasting disease known locally as “slim”5 was being reported.
In 1983 the disease was beginning to be reported in the
female partners of infected men, showing that heterosexual
as well as homosexual transmission was possible, and in the
same year the Pasteur Institute6 reported the finding of a
new retrovirus, Lymphadenopathy Associated Virus (LAV)
that could be the cause of AIDS. The following year the US
National Cancer Institute reported finding the causative
virus, Human T Lymphotropic Virus (HTLV-III), identical with
the Pasteur Institute’s LAV.

The 1918 influenza pandemic (“Spanish flu”)
The 1918 influenza pandemic was an extremely severe
pandemic caused by an H1N1 influenza virus of avian origin.
Although there is not universal consensus regarding where
the virus originated, it spread worldwide during 19181919. The reason for it becoming known as the Spanish
flu is probably because Spain, being one of only a few
European countries remaining neutral during World War
I, did not suppress information about the outbreak there,
unlike the Allied nations, where wartime censorship caused
news of the flu to be suppressed in order to avoid affecting
morale. It first made headlines in Madrid in May 1918,
especially after the King Alfonso XIII became seriously ill.
In countries where news of the disease was suppressed,
information was available only from Spanish news sources,
and it was assumed that the country was the source of
the pandemic. The Spanish, meanwhile, believed the virus
had spread from France, so in Spain it was known as the
“French Flu.” Approximately half of the world’s population
became infected and around 50 million deaths occurred8,9
far exceeding the number of military and civilian deaths due
to World War 1 which numbered at least 3 million10 and may
have been as high as 20 million.

Figure 4: “Spanish Flu” in 1918

Figure 2: A large nodule of Kaposi’s sarcoma

There is now evidence that infection originated in monkeys
as the Simian Immunodeficiency Virus (SIV)7 and that
animal to human spread caused outbreaks in Africa in the
1960s and 1970s, and even earlier in the 1920s (see above),
though epidemic spread did not occur until the 1980s.
Several species of monkeys
are consumed by humans as
bush meat, and it is likely that
blood from an infected animal,
possibly entering via a wound
in the skin of a hunter, was the
means of transmission. This led
to local human to human sexual
transmission and eventually to
wider spread through Africa
along travel and trade routes by
road, rail and river and beyond
Figure 3: A sooty mangabey
Africa by air travel.
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In 1918 the world was feeling the effects of four years of
war. Poor sanitation, overcrowding, and limited health
services facilitated disease transmission. Camps for troops,
hastily built to accommodate 36,000, were soon housing
45,000 young and non-immune soldiers11. Civilian housing
in cities was overcrowded with workers who had moved in
to work on the war effort. Civilian medical services were
depleted by large numbers of doctors having been drafted
into military service. With such conditions and an extremely
virulent virus the stage was set for a major pandemic.12

More recent influenza pandemics
In 1957 to 1958 there was a pandemic caused by an H2N2
virus, of avian origin generally known as “Asian flu”. It
was first reported in Singapore in February 1957, and in
Hong Kong in April 1957, eventually causing over one
million deaths worldwide. In 1968 there was another
pandemic caused by an H3N2 virus which continues to
exist as seasonal influenza A, again with around a million
deaths worldwide. In 2009 a pandemic caused by a novel
H1N1 virus occurred, generally known as “swine flu”. This
virus appears to have arisen by a reassortment of genetic
material between human and pig influenza viruses making
both animal to human and human to human transmission
possible. It has been estimated that the number of
infections worldwide exceeded the numbers in the 1918
pandemic, though estimates of the number of deaths range
from around 200,000 to over 500,000. Mortality from this
pandemic appears to have been no higher than that due to
seasonal influenza.

Coronavirus epidemics and pandemics
Severe acute respiratory syndrome (SARS) is a
viral respiratory disease caused by a coronavirus (SARSCoV-1), believed to have originated in horseshoe bats in
China. Human to human transmission occurs by respiratory
droplet infection. The first reported case occurred in
Guangdong in southern China in November 2002 and
the initial outbreak was among people involved in the
production, sale and preparation of food. Soon healthcare
workers became infected. In January 2003, a “superspreader” infected a large number of doctors and nurses
and infection spread to other hospitals. In February 2003,
the infection spread to Hong Kong, where another superspreader was responsible for the occurrence of an outbreak
in a hotel. A hotel guest carried the infection to Vietnam and
another guest carried it to Canada. Soon there were cases
reported in Taiwan Singapore and Thailand. By June 2003,
the epidemic was at an end. In all, there were almost 8,500
cases in 29 countries with over 700 deaths.

The pandemic proceeded in three or four major successive
waves during 1918 and 1919, with high mortality,
particularly in young adults between the ages of 20 and
40. No specific treatment was available for the infection
or its complications, though efforts were made to use
convalescent serum. Secondary infections with Haemophilus
influenzae led to the belief that the organism was the cause
of the disease and vaccines were produced against it, which
may possibly have had some effect in reducing secondary
infections.

Figure 5: Countries affected by SARS

Middle East respiratory syndrome (MERS), is a
viral respiratory infection caused by another coronavirus,
the MERS-coronavirus (MERS-CoV). The virus, like the SARS
coronavirus, may have originated in bats but is transmitted
to humans via camels. Human to human transmission
occurs by respiratory droplet infection. The disease was
first identified in 2012 in Saudi Arabia and most cases
have occurred in and around the Arabian Peninsula. Cases
have been reported in the United States, Netherlands,
Philippines, South Korea (where there was a large outbreak
in 2015) and Kenya and cases continue to be reported.
By the beginning of 2020 around 2500 cases had been
reported. Mortality rates have been high, with around a
third of patients dying from the infection.

Figure 6: Countries affected by MERS

The current coronavirus pandemic (Covid 19) is yet another
viral respiratory disease, caused by a novel virus, severe
acute respiratory syndrome coronavirus-2 (SARS-CoV-2)
which is closely related to the causative virus of SARS, SARSCoV-1. This new coronavirus is less fatal but much more
easily transmissible than MERS-CoV or SARS-CoV-1. It first
emerged in December 2019 in Wuhan, China, probably as
a zoonotic infection, and has rapidly spread worldwide. By
the time of writing in January 2021, there had been over
96 million confirmed cases and over 2 million deaths, and
new infections continued to occur at a worrying rate. At
the time of writing the United States had the highest total
number of cases with over 24 million and over 400,000
deaths, and there had been over 5 million cases in Brazil
and over 10 million in India. Unlike what happened in the
1918 influenza pandemic, when younger people were most
severely affected, the current coronavirus infection affects
older people more severely, with younger people, especially
children, being likely to suffer a relatively mild or completely
asymptomatic illness. Also, unlike influenza, the Covid 19
coronavirus appears not to be transmitted to any great
extent by children. It would be premature to speculate if or
how this pandemic will come to an end, how much of the
world’s population will be affected and what the eventual
death toll will be, nor is it feasible at this stage to speculate
on the degree of protection against future infection that will
be conferred by either infection or vaccination or how long
such protection is likely to last.
Whatever the outcome of this current pandemic, it is highly
likely, given the history of “plagues” throughout the ages,
the ability of micro-organisms to evolve and adapt, and the
ability of humans to produce newer and faster routes of
transmission, that it will not be the last one that the world
will see.
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How do epidemics and pandemics arise?
Animal to human transmission of infection
Transmission occurs in many cases by direct contact
with animals. This may be by contact with domesticated
and farmed animals, their urine or faeces, or by hunting
and killing wild animals. Butchering animals for human
consumption, handling meat, preparing it for consumption
and eating it are all potential means of transmission. Bites
from insect vectors that have previously fed on animals may
also carry infection to humans.
Transformation into human to human transmission
Exchange of genetic material may occur if a host animal e.g.,
a pig, is infected simultaneously with an animal virus and a
human to human transmissible virus, rendering the animal
virus transmissible to humans. Organisms thus modified may
then enter blood or other body fluids and infection becomes
transmissible via sexual transmission, respiratory droplet
infection or contact with blood or other body fluids. Direct
contact with skin, e.g., smallpox lesions, or contact with
surfaces contaminated with respiratory droplets or other
body fluids may also transmit infection.
Routes and modes of transmission
In ancient times infections were carried along trade routes,
by land or by sea in boats propelled by sail or manpower.
Wars and imperial conquests used similar routes which
were slow by modern standards. In more recent times trade
routes and conflicts continue to carry infection from place
to place, but with the addition of different modes of travel.
Overland travel on foot or horseback became replaced by
motorised transport. Sailing ships gave way to steamships
and ultimately to motorised vessels with huge carrying
capacity for both passengers and freight. From the beginning
of the 20th century air travel became a reality. Bringing a
new and much more rapid means of world travel. Form the
mid-20th century onwards, tourism once the prerogative of
the rich, began to be available to more and more people,
adding a multitude of new routes for the spread of infection.
Business travel too was facilitated by the advent of air travel.
These routes and modes of travel are capable of carrying
infection by a variety of means. Rats and fleas in trade
convoys overland and carried in sailing ships were, as we
have seen from consideration of ancient plagues, capable
of carrying infection and transmitting it to humans. In more
modern times, merchant ships have carried disease vectors
such as the tiger mosquito in cargoes of motor tyres, and
aircraft have carried malaria-carrying mosquitoes, causing
so-called “airport malaria” cases when the mosquitoes
are released on landing. All these modes of travel also
carry human cargo, and human behaviour is a powerful
disease vector. Close contact with other humans during
and after travel facilitates transmission by direct contact, by
respiratory droplets and by contamination of surfaces, and
sexual behaviour, in particular unprotected sexual contact,
is responsible for transmission of infections such as HIV and
other sexually transmitted infections by travellers.
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What are the main differences between historical and
current pandemic spread of infection?
Human to human transmission
An important difference is the speed of modern travel and
trade. Whereas in ancient times it may have taken weeks
or months for a particular journey, that same journey can
now be undertaken in a matter of hours. For example, the
Canadian person who became infected with SARS in Hong
Kong was able to be back in Canada in approximately 18
hours, and a person infected with HIV in Africa could have
been back in the United States within a similar time. Such
speed of travel makes it possible for an infected individual
to transmit infection while still asymptomatic or before
it is apparent that there was a possibility of infection at
the point of departure, making it impossible to impose an
effective quarantine. Another important difference is the
greater availability of world travel to a larger proportion of
the population. Between 1960 and 2000 the number of visits
abroad by UK residents rose from around 5 million to around
60 million, and in 2018 there was a total of 4.4 billion air
passengers worldwide. The speed of modern travel and the
numbers of people travelling make worldwide dissemination
of infection much more possible and much more rapid.
Another factor of note is the trend towards urban rather
than rural living. Between 1500 and 1800 the percentage of
the world’s population living in large towns and cities rose
from 4% to 7%. By 1900 this had risen to 16%, but by 2000 it
was 47% and is currently over 50%; it has been estimated to
reach 67% by 2050. Overcrowding in an urban environment
facilitates person to person transmission of infection, and if,
as is the case in some large conurbations around the world,
infrastructure is inadequate to cope with a rapidly increasing
population, the spread of faecal-orally transmitted infection
becomes a problem. Urban poverty may lead to prostitution
as a means or earning a living, with a consequent increase
in sexually transmitted infections. Discarded containers such
as oil drums and old tyres may act as reservoirs of stagnant
rainwater, forming a breeding ground for disease-carrying
mosquitoes and rubbish tips in deprived areas, often picked
over in an attempt to make a living, are yet another source
of infection, both directly and by acting as breeding grounds
for vectors such as rats and flying insects.
Animal to human transmission
Changes in agricultural and animal husbandry practices,
which have accelerated greatly during the modern era,
have facilitated animal to human spread of infection.
When nomadic hunter-gatherers began to settle into fixed
communities, they began to cultivate crops and keep a
small number of domesticated animals largely for their own
subsistence. As farming developed, the farmers were able
to produce more than they needed for the survival of their
own families or small communities and began to trade their
excess production for other goods. This led eventually to
more intensive rearing of larger numbers of animals with
the increased possibility or the spread of infection between
animals and from them to humans. Growing crops for
profit or to feed the increasing numbers of farmed animals
increased the need for more and more productive land,
and this in turn led to the felling of trees to provide more

farmland. As globalisation of trade increased, the demand
grew for farmers to turn to producing cash crops and
cheaper food for export instead of subsistence crops or food
for local consumption, and more widespread deforestation
began, bringing humans into more and more contact with
forest-dwelling animals. Examples of this include widespread
deforestation in South America and Asia to produce grazing
for cattle, the exporting of timber or the planting of trees to
produce palm oil.
Micro-organisms have been present on our planet since life
itself began and are arguably the most successful life form
in existence. They have an enormous capacity to adapt and
survive in spite of our most strenuous attempts to overcome
them. It has been said, for example, that even our most
powerful antibacterial drugs do nothing more than present
micro-organisms with an interesting evolutionary challenge.
These organisms have challenged us throughout our history
and will continue to do so in the future, and although we
may believe that we are far advanced in our battle against
them, it would appear that many of the very advances of
which we are so proud in our human development have
assisted the micro-organisms in their development as much
as they have benefited us.
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In the news
New malaria vaccine
Researchers from the University of Oxford and their partners have reported
findings from a Phase IIb trial of a candidate malaria vaccine, R21/Matrix-M, which
demonstrated high-level efficacy of 77% over 12-months of follow-up. 1
The trial involved 450 children aged 5-17 months in Burkina Faso who were split into three groups. One group was given a high
dose of the Matrix-M adjuvant, the second a low dose and the third a rabies vaccine as the control group. All were vaccinated in
2019 between early May and early August, prior to the peak malaria season. Over 12 months of follow up, there were no adverse
events reported related to the vaccine and researchers report a vaccine efficacy of 77% in the high dose adjuvant group and 71%
in the low dose group. This is the first vaccine to reach the WHO’s goal of a vaccine for malaria with at least 75% efficacy.
Following the success of the Phase IIb trial, funding has been extended to include a booster vaccination administered prior to the
malaria season a year later. The researchers, in collaboration with Serum Institute of India Private Ltd., and Novavax Inc., have
now started recruitment for a Phase III licensure trial to assess large-scale safety and efficacy in 4,800 children, aged 5-36 months,
across four African countries. Vaccine manufacturer, The Serum Institute of India has stated it is confident of delivering more than
200 million doses of the vaccine as soon as it is approved by regulators.
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How to...

need the same information or hold the same values, and
some may well still decide to decline vaccines. That is their
choice, but hopefully you will have given them another way
of looking at things. And remember, vaccination is usually
the second line of defense against most diseases. Be extra
thorough when discussing your usual health promotion and
disease prevention strategies in unvaccinated groups. Do
not be tempted to dismiss people as being unengaged in
the disease-prevention process just because they refuse a
vaccine.

Address vaccine hesitancy in your travel health
consultations
Alys Bunce Education Lead, Nomad Travel

The vaccine hesitancy debate is topical and controversial. It
is important to recognise the difference between someone
who is ‘hesitant’ and someone who has adamantly made up
their mind that they will not be having any vaccines and/or
vaccinating their children. According to the European Centre
for Disease Prevention and Control (ECDC), vaccine hesitancy
refers to delay in acceptance or refusal of vaccines despite
availability of vaccination services1. Research on vaccine
hesitancy seems to be predominantly focussed on the
delay of routine immunisations (for example, Larson et al's,
2014, massive global systematic review of vaccine hesitancy
research between 2007 and 2012 included only studies in
childhood vaccines2) however, it can equally apply to those
who attend private clinics for travel vaccines. An example
from a travel health perspective, is someone presenting for
‘Yellow Fever only’ because of a certificate requirement, but
then simultaneously declines other vaccines that are offered
to them. Another emerging experience, are people coming
into private travel clinics for PCR tests because there is a
certificate requirement for travel, yet not entertaining the
idea of vaccines.
The advice here is aimed at health professionals who are
faced with those that are hesitant rather than outright
deniers and suggests how to address it in your consultations.
Much of this information was imparted by Tara Haelle at the
BGTHA conference in November 2019 and is based on my
reflections as a travel health nurse since the event.
Amongst many other endeavours, Tara has co-authored
a book called 'The informed parent: a science-based
resource for your child's first four years3' and another called
'Vaccination investigation4'. She is not a health professional
herself, but an eloquent journalist who is very active in the
field of vaccine hesitancy. She has contributed much to the
literature on the topic. She has also delivered an excellent
TED talk which is well worth a watch5. I personally was
inspired by her presentation back in November and enjoyed
her refreshingly sensitive approach to addressing vaccines
with people who are reluctant to have them.
Tara pointed out that most clinicians who lack experience
dealing with the vaccine hesitant, make the mistake of
rushing when imparting advice and quoting medical
statistics, often simply assuming the reasons why someone
may be reluctant. However, a structured process and a
dialogue is needed, as well as an open mind to make these
kinds of discussions successful. Here are some suggestions
to get the conversation flowing.
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Firstly, set the tone for a respectful dialogue. Once you have
identified that someone is vaccine hesitant, ask questions
and find out specifically what the individual’s concerns are.
Some people may be hesitant because they lack information
or knowledge, some may have been misinformed, some may
be worried about the procedure, and some simply may be
unsure of what to expect. In the case of private vaccines,
it may simply be about the cost. Some may not even tell
you the honest answer initially. Try not to start with the
assumption that all vaccine hesitancy comes from the same
place. Ask why. It may just be that one simple question
needs addressing. But if you do not ask why, and then start
discussing statistics when all they are actually nervous about
is how big the needle is, or how much it costs, you may find
you just amplified the anxiety. Listen, learn, and address the
concerns of the individual first and foremost.
When you have the first vital pieces of information, do
not be afraid to empathise and reassure. We have all had
situations where we question, disregard, or fear something.
Relating to someone who is hesitant or afraid and giving
positive personal experiences will greatly aid your dialogue
and increase trust. Take time to explain how you personally
came to the conclusions in support of vaccines and what
methods and evidence helped YOU out. Some examples
could be:
“I can understand how you feel, I felt similarly when taking
my baby for their first appointment, but I’m so glad I did
it because when I read around, I realised how awful some
vaccine-preventable diseases can be”.
“I hear you, when I went to get my rabies vaccines for my
trip to South America, I was anxious about the cost too, but
when I saw all those stray dogs I knew I had made the right
decision”.
“I have seen those scary looking articles on social media too,
I can see why you might be worried, but I read this great
bit of evidence/found a brilliant website that reassured me.
Here, let me write it down for you”.
A simple sentence such as the above could just be enough
to earn some trust and make yourself relatable. Be a
human, relating to another human. Do not be defensive or
judgemental.

During your discussions, try using a ‘reframing’ method.
Think about how you can take someone’s values and
beliefs and turn them around to support the principles
of vaccination. This involves figuring out the person’s
underpinning values and what is driving their conclusions.
Here are some examples of reframing:
•

•
•
•
•

If a person says they favour ‘natural’ remedies and don’t
like the idea of drugs and chemicals, embrace this.
Explain how vaccines are harnessing the body’s own
natural processes in forming immunity
If someone is primarily worried about their child getting
unwell from an MMR vaccine, ask what they know
about the symptoms of measles itself
If someone is concerned about ‘lack of evidence’,
signpost them and let them know the evidence AGAINST
vaccination is much weaker
If someone is worried about the cost of a vaccine,
explain how expensive treatment abroad can be for
unvaccinated individuals
If the person is worried because they know someone
who had bad side effects from a flu vaccine, give them
an example of how badly someone you knew suffered
from the flu itself.

Reframing can get you both a long way. Only AFTER a
personalised discussion about concerns and values is it
the time to talk about what science says. Again, let this
be guided by specific individual concerns and answer
the questions you have been asked. Provide information
and resources such as the website https://www.
vaccineconfidence.org/ which has well presented, easy to
understand information on vaccine contents and common
misconceptions. Do not put pressure on the individual to
decide immediately. Explaining and advising is the LAST
thing you should do. If simply ‘giving scientific information’
was the answer, it is unlikely you would be in front of a
vaccine hesitant person in the first place. There is lots of
information out there – and of varying quality. Your role is
to apply it to the individual in front of you and to filter down
the right information for them.

The hardest to reach group is always going to be those
who are firmly in the anti-vaccine camp. You may not even
get the opportunity to speak to those individuals. Think
about ways that your practice could gently highlight to
people in passing that discussions are welcome. Instead of
an authoritative poster telling people to ‘get vaccinated’,
why not try one that simply says, ‘come and discuss *insert
disease/s* prevention with us’. Never be defensive or
judgmental, be understanding and responsive to the
individual in front of you.
And the next time you are apprehensive about something
that YOU are deciding to either do or not do - think how
YOU would rather be treated to help make your decisions:
with lectures and judgement? Or with understanding and
compassion?
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Patient education should involve a discussion of fears and
risks with honesty, analysis (e.g., risk of disease versus
risk of vaccines) and working out what information or
reassurance people need specifically. Not everyone will
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PCV13 given early (November 2020)

Q&A

Dr. George Kassianos CBE, FRCGP, FBIHS, FESC, FBGTHA

COVID-19 vaccination & consent (March 2021)

Q&A

Dr. George Kassianos CBE, FRCGP, FBIHS, FESC, FBGTHA

Question

Question

A member of our Practice team has seen a family with a two-month-old baby. The family was
due to travel to Europe for two weeks for a family emergency. We gave the baby the first routine
vaccination but in addition we gave a dose of the PCV13 which I understand, is not due yet.
Should we consider this dose of PCV13 as the first of two, according to the new schedule, and
give the next dose when the baby is 12 months of age?

I used to work in a travel clinic but as there is currently no work, I help in a GP practice that carries
out COVID-19 vaccinations. Please help us with a difficult case we have. A relative of a patient
with dementia in a Care Home has Lasting Power of Attorney. This relative, who happens to be
the daughter of our patient, is objecting to our patient receiving the COVID-19 vaccine. We think
the best interest of the patient is served if we vaccinate her. Can we go ahead and vaccinate this
patient having recorded in the NHS notes that vaccination is in her best interest?

Answer
In January 2020, there was a change to the routine
childhood immunisation schedule. Prior to this,
all babies were offered two primary doses of
Pneumococcal Conjugate Vaccine (PCV13), at 8 and
16 weeks of age, and a booster at 12 months (2+1),
however for babies born on or after the 1st January
2020, this changed to one primary dose at 12 weeks of
age, followed by the booster dose at 12 months (1+1)1.
The immunogenicity of a single dose of PCV13 is lower
when given at a younger age (in your patient’s case at
the age of 2 months). Any dose given before 12 weeks
of age to infants born on or after 01/01/2020, should
not be counted and another dose should be given
once they reach 12 weeks of age, allowing at least four
weeks between the two PCV13 doses. Therefore, your
patient should receive a second dose of PCV13 at 12
weeks of age, and the booster at 12 months of age –
three doses in total of PCV132.
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Answer
Not an easy case to solve quickly. First, the practice needs to ensure that the lasting
power of attorney is valid and covers healthcare decisions. The Medical Team in the
Practice needs to assess and ensure the patient does not have capacity to make a
decision as to whether or not to have the vaccination. You cannot simply override the
decision of the holder of a valid lasting power of attorney for healthcare decisions.
It is important to remember that all decisions made under the Mental Capacity Act 2005
for a patient lacking capacity must be made in their best interests. Whilst there are many
factors to consider when deciding best interests, one relevant issue, in this case, may be
whether the patient has a history of receiving routine vaccinations. It is also important
to consider whether the patient had previously expressed any views or said or done
anything that would suggest she would wish to be vaccinated.
It may be best to start with a discussion with the holder of power of attorney for
healthcare about any concerns you have and why it is thought this decision is in the best
interests of the patient. Sometimes such discussions can lead to a mutual agreement
about what is in the best interests of the patient. Such a meeting may result in an
agreement that the elderly patient should be vaccinated.
Let’s assume there is no agreement. If you are still concerned as to whether the power
of attorney is not acting in the best interests of the patient, then appropriate action
must be taken to address this. The next step could be to involve social services, and
ultimately a Court decision may be required. The social services usually initiate such a
process if that does become necessary.

NHSEI_PHE_PCV13_schedule_change.pdf

2. https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/849646/PCV_
schedule_change_HCP_information.pdf

This piece has been published in the Hardcopy of Travelwise: Journal of BGTHA in January 2021 but has not been
published previously online.
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Tales from the clinic

Running a travel clinic in pandemic
James Moore MSc FFTM RCPS (Glasg) FRGS
Director of the Exeter and Barnstaple Travel Clinics
Director of the RCPSG International Diploma in Expedition and Wilderness Medicine
For those of us running travel clinics, the Covid-19 impact
was sudden and transformational. International travel took a
nosedive and lockdown restrictions drastically reduced nontravel related healthcare provision. The net result was that
by the end of March, appointments fell from the diary like
leaves from an autumnal oak hit by a katabatic wind.
Like most healthcare establishments, we were finding our
way in the dark when developing Covid-friendly assessment
and treatment procedures during a novel pandemic. Largely
geared up for a completely different pandemic1 with
standard PPE policies, the NHS now needed to consider
patients carrying a different, poorly-detectable, contagious
respiratory pathogen. Fortunately, the sharp lockdown
provided space and time for policies to be written, clinic
spaces to be adapted and staff briefed.
Within the private sector, interaction via social media
between healthcare specialities, meant sharing of covidsafe practice ideas occurred at a remarkable rate. Our clinic
is also home to a private physiotherapy practice, and with
active discussion forums Physio First2 were very quick to
release safe-practice guidelines. Many ideas and practices
were applicable to our clinic and incorporated into our everchanging policies.
Financial impact
From March the clinical caseload changed dramatically.
All international holiday travel (short, medium and longterm) ceased, along with the corresponding requirement
for immunisations and malaria chemoprophylaxis. Even the
most adventurous travellers had their wings clipped.
As a clinic used to managing large groups, we maintained
commensurate levels of vaccines, especially as they
regularly became unavailable. In March, we suddenly found
ourselves with significant amounts of stock and a collapsed
international travel scene – not the best combination. Most
vaccines have a reasonable shelf life, but unfortunately
this was not the case for all. As each week continues to
pass with no discernible change in international travel,
another shelf of vaccines go past their use-by date, a
position mirrored in many clinics across the UK. The biggest
disappointment for us during this period was lack of support
from pharmaceutical suppliers. Whilst everyone in the
country appeared to be making huge efforts to dampen the
financial impact, one of the most profitable wholesalers
took a much less sympathetic approach during a temporary
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pause in our occupational health work. However (and
irrespective of one’s political standing), government grants
and the furlough scheme were incredibly important during
this period, enabling us to keep both nostrils above the
waterline.
The opening up of international travel
Although the lifting of international travel restrictions
offered a glimmer of hope to a beleaguered industry,
travel remained anything other than simple. Initially, many
countries implemented mandatory two-week quarantine
requirements, making most journeys non-viable. The
opening of travel corridors facilitated less restrictive, mainly
European, travel to a sub-set of clients normally not seen in
specialist travel clinics.
The introduction of Polymerase Chain Reaction (PCR) testing
had a number of effects. For some destinations it removed
the need for the two-week quarantine, making them a
viable holiday option. However, this was frequently off-set
by ongoing destination specific Foreign, Commonwealth and
Development Office advice against travel.
Country-specific PCR test requirements became (and
continues to be) somewhat comical, with no real consistency
or international coordination. Pre-travel tests vary in timing
(24-hours to 7-days pre-travel), definition (swab to flight or
swab to arrival), and requirements (PCR +/- antibody test).
Complicating this further, the international community
introduced the words ‘certificate’ and ‘fit to fly’, as if
they had some hitherto unknown internationally agreed
significance.
And just when you thought you’d got the hang of a country’s
entry requirements, they would change. China reduced their
PCR-departure requirement from five to three days, resulting
in a number of client’s tests becoming invalid overnight. One
notable incident occurred when a client was turned around
at the gate as cabin crew interpreted Wednesday to Saturday
as four days, rather than calculating the 72-hour period in
which their PCR test fell.
What rapidly became apparent was that our clientele did
not always understand what they needed, or thought they
needed, meaning phone calls and emails took longer, with
increasingly frustrated travellers becoming the norm.

Learning to adapt
Looking back over the past 12-months, I believe there were
two parts of my eclectic career which helped enormously;
working in an Emergency Department (ED) and experience
as an expedition medic.
After a decade of ED work, the scale of trauma needed to
squeeze out a perceptible hit of adrenaline required a truly
newsworthy event. However, working in that environment
builds character and resilience, cultivates confidence and
empowers individuals to think quickly and manage (calmly)
what, to the untrained eye, often appears to be a Danteinspired chaos.
And expedition medicine – the art of practicing medicine in
a ditch/freezer/oven/sauna (delete as appropriate). This not
only requires the ability to find comfort where others find
hardship, but to harness the art of improvisation, to fix the
unfixable, to find the alternative, because having no answer
is not an option. One also gets used to a wonderful freedom
and autonomy in one’s work.
Anyone who’s practiced outside of the NHS will have
experienced the refreshingly warm wind of self-governance
blowing away the restrictive cobwebs of an increasingly
protocol-driven healthcare environment. I guarantee anyone
trained pre-2000 will have at some point, longed to deliver
the common sense care they know they are capable of,
without reams of paperwork. Of course, this is not unique
to medicine or nursing, but also true of teaching and
academia, where gifted individuals become bound by the
administrative twine shot by the same species of managerial
spider-persons that stalk the hallowed corridors of our NHS.

and take on new projects with minimal fuss. However, most
importantly our team had some specific clinical expertise.
The BCG vaccine is administered intra-dermally and, outside
of BCG clinics, this technique is rarely used. However,
recognised by the World Health Organisation as a safe and
effective technique for the administration of rabies vaccine,5
our clinic teams were not only able to take on this task, but
train others also.
Final personal thoughts
From an obscured beginning in a far-off land, Covid-19 has
shaken the very fabric of the global community. A revealing
light has shone straight across a society used to getting what
it wants, when it wants, and fortunately, I feel an element of
our selfish travel lifestyle has been exposed in the process.
From a Global Health perspective (and reflecting on client
interactions), I have been increasingly dismayed at our travel
values. It would seem many have forgotten international
travel is actually a luxury, not a right. Host populations
often earn less annually than we spend during one week in
their country. Our drive for the sun overlooks the negative
environmental and cultural impact multi-million-pound
cruise ships,6 or all-inclusive holidays yield.7
Several client interactions particularly stick in my mind. The
irony of an environmental-warrior flying his family across
the globe for a 1-week pandemic holiday, because they ‘just
need a break’. Or another comment that ‘it’s been such a
dreadful year, I just must get away’.

For those of you about to hold aloft the yellow-card and
send me off to the sin-bin to reflect upon my laissez-faire
attitude to patient safety and bureaucracy, it’s worth
contemplating this in the context of the current pandemic.

The evidence suggests we appear to have created a society
where our mental health suffers if we can’t access this
luxury most of the world’s population only dream of. Whilst
I empathise with their disappointment, listening to people
lament over cancelled holidays rapidly became tedious, and
PCR frustrations hurled at hard-working staff continue to test
my patience.

Anyone involved in pre-Covid research will recognise the
seemingly anthropological timescale with which medical
studies progress. International collaboration, real-time
communication, simultaneous progression, and a shot of
common sense have blown previously inflexible protocols
clean out of the water. I have no doubt seemingly limitless
financial incentives helped, but these would have had little
real impact on efficiency.

As many of you will know, I approach life with relentless
positivity, an exasperating trait friends and colleagues have
to put up with. I would be lying if I said this pandemic has
not tested this characteristic significantly. Interestingly
though, the test did not come from the ongoing threat of
losing a successful business, something I have always had
the grace to hold lightly. Nor the disappointment of losing a
holiday, a luxury I never took for granted.

Our travel clinic witnessed this transformational approach
first hand, as we adapted and became one of five UK sites
involved in the BRACE trial.3 It has long been recognised
that the Bacille Calmette-Guérin (BCG) vaccine designed to
protect against tuberculosis, also offers ‘off-site’ protection
against other Covid-like infections.4 In normal times, a trial
of this magnitude would take years to come to fruition. But
these are not normal times and this trial was up and running
within nine months.

Rather, my disappointment has come through the sudden
realisation that our international travel has become, perhaps
unintentionally but like many things in life, a poorlycontrolled addiction with tentacles reaching into every layer
of society. Travel should be liberating on so many levels,
nourishing our minds through experiencing new cultures,
whilst freeing people from endless cycles of poverty. Yet
unchecked, travel damages the environment, perpetuates
poverty and creates a hidden dependence I believe we are
now starting to recognise.

Why utilise a travel clinic? Well, a number of key reasons.
Firstly, thanks to the pandemic, we had clinical capacity.
Secondly, independent clinics have the freedom to adjust

However, and refusing to conclude on a negative, we also
have much in travel medicine and global health to be
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thankful for. Covid-19 has transformed areas of practice.
It has taught us to adapt, to think differently and break
down walls. Vaccine development has advanced at a rate
considered impossible at the start of the year, delivering
incredible results without compromising safety. And
perhaps it’s taught us a lesson in humility, where we have
to acknowledge we don’t have all the answers. We have
been reminded that the freedom to do what we want,
when we want and where we want, was never guaranteed,
particularly at the expense of others less fortunate than
ourselves.
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How to deal with COVID-19: Bhutan sets an
example
Mike Townend MB, ChB (Hons), Dip Trav Med, FFTM RCPS (Glasg)

allinclusive-report/

This piece has been published in the Hardcopy of Travelwise:
Journal of BGTHA in January 2021 but has not been published
previously online.

In the news
COVID-19 impact on HIV and TB services in the Balkans
and EECA region
A new report examining the effects of COVID-19 on HIV and TB services in Bosnia and Herzegovina,
Georgia, Kyrgyzstan, Moldova, the Russian Federation, and Ukraine found that all countries reported at
least 25-50% reduced testing for HIV and TB since the start of the pandemic. Also, uptake of antiretroviral
treatment decreased by 25% over the past year in Moldova, by 14% in Kyrgyzstan, and by 11% in Ukraine.
Restrictions in Russia, left at least 10% of people living with HIV without access to sterile needles and
syringes, and at least 16% without access to condoms. Outreach services have been cut due to Covid-19
restrictions limiting movement of people. Loss of income has driven people to focusing on paying for
housing and food and dropping out of TB treatment.
References
1. https://www.globalhealthnow.org/2021-04/tb-hiv-slip-through-covid-weakened-safety-nets
2. COVID-19 response and impact on HIV and TB services in the EECA region and the Balkans: https://
aph.org.ua/en/covid/?fbclid=IwAR18kkj5lpzxCkeOxX-66Ij-5PlWBgzKPH3Lf9cQoDe886V5p3VuCUfDo
sM
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The Dzong (citadel) at Punakha, Bhutan

Bhutan’s first case of Covid 191 was reported on 5th March
2020, the patient being an immunocompromised American
tourist with a variety of health problems. The Bhutanese
government acted swiftly, instituting a three-week
quarantine on all visitors to the country, those quarantined
being accommodated in guarded government premises.
There followed quickly a four-week total lockdown of the
whole country, including schools, and all borders were
sealed, with no further visitors being allowed into the
country.

been no deaths. The lockdown was observed strictly by
everyone, face masks became compulsory in all public
places, including shops and schools, and are still being worn
by the whole population2. Hand washing and/or sanitising
facilities were provided outside all publicly accessible
premises and all school children were taught how to wash
their hands effectively. The Bhutanese government set up
an effective track and trace system, Druk Trace2, and all
shops, cafes and even open food market stalls were given
a scannable code. Even before the pandemic Bhutan had
a small army of community volunteers known as Desups
who are trained to help in a wide variety of situations. They
are easily recognisable by their bright orange uniforms and
have contributed towards the government’s handling of the
pandemic2, not as enforcers of regulations, but as advisers,
helping local people in their efforts to control the spread of
infection.

There have been only 313 cases of Covid 19 infection in the
country, and all cases among the indigenous Bhutanese
population occurred as a result of contact with those
who were quarantined; there has been no community
transmission within the Bhutanese population. Of those
313 cases, 293 have now recovered fully and there have

Sealing the borders has had a devastating effect on tourism,
which is the country’s second largest income generator,
but the government has instituted a system of monthly
payments for those involved in the tourism industry. In
addition, many formerly employed as tourist guides have
joined the Desup volunteers. Under the direction of the

Some time ago I wrote an article for this journal about
Bhutan, a country that I have visited several times and have
come to love deeply. Not only has it set an example for the
rest of the world in pursuing what the previous King called
“The Gross National Happiness”, it has now set us all an
example in how to handle the Covid 19 pandemic.
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King, the Bhutanese government has set up “Build Bhutan”
to train young people in building and allied skills such
as electrical and plumbing skills. Previously most of the
construction work in Bhutan was carried out by Indian
workers, so not only will Build Bhutan help young people to
find employment at this difficult time, it will also improve
the country’s self-sufficiency by reducing its dependence on
importing foreign labour. During the initial lockdown a group
of 500 teachers set up educational television programmes,
and this has resulted in the founding of a third television
channel in Bhutan devoted entirely to education.
How has Bhutan manged the pandemic so well? It is a
small, landlocked Asian country with a GDP per capita of
only 500 US dollars compared to 42,000 US dollars in the
UK. It probably helps that the population is only 530,000
compared with 66 million in the UK and the country is less
densely populated but given the difference in the size of
the two countries’ resources the UK could with reason be
expected to have handles a pandemic more effectively.
One large difference is that the people of Bhutan have a
great deal of trust in their King and their government and

believe that the government is acting in their best interests.
There is also the fact that when faced with a pandemic
the Bhutanese government took swift and effective action,
and because of their trust in the government the people of
Bhutan complied readily with the government’s restrictions.
Finally, it is of interest that both the Prime Minister and
Foreign Minister of Bhutan are qualified doctors and that
the Minister of Health is a Public Health specialist. Perhaps
the experts do know best after all.
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Return to High Altitude after Recovery from
Coronavirus Disease 2019:
High Altitude Medicine & Biology

Top tips

Cruise itineries
Becky Swadling RN DTM (RCPSG) AMFTM. Editor

Although Cruise Travel may not be
viable yet due to the ongoing pandemic
and social distancing measures, it is
likely to return in the not too distant
future with vigor! Often patients
undertaking a cruise trip are unsure of
their exact itinerary which can make
risk assessment all the more difficult.
In order to determine if antimalarials
are recommended or Yellow Fever
certificates required for border entry,
it is vital we know the full itinerary to
determine risks.
When researching a patients’ itinerary
the two following websites can be really
useful:
https://www.cruisetimetables.com/
https://www.cruisemapper.com/

Luks AM, Grissom CK
https://doi.org/10.1089/ham.2021.0049
In this paper the authors consider whether high-altitude
travel will pose risks to those previously infected with severe
acute respiratory syndrome coronavirus 2, particularly
those with persistent symptoms after resolution of their
infection. They state that no studies have specifically
examined this question yet, but that available data on the
cardiopulmonary sequelae of COVID-19 provide some sense
of the problems people may face at high altitude, requiring
evaluation prior to travel. Although, most individuals who
have recovered from COVID-19 have normal or near normal
gas exchange, pulmonary function testing, cardiovascular
function, and exercise capacity, a subset of individuals
have persistent functional deficits in some or all of these
domains when examined up to 5 months after infection. The
authors argue that evaluation is warranted before planned
high-altitude travel in individuals with persistent symptoms
at least 2 weeks after a positive test or hospital discharge
as well as in those who required care in an intensive care
unit or suffered from myocarditis or arterial or venous
thromboembolism. They recommend that depending on the
results of this testing, planned high-altitude travel may need
to be modified or even deferred pending resolution of the
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identified abnormalities. They suggest that as more people
travel to high altitude after the pandemic and further studies
are conducted, additional data should become available to
provide further guidance on these issues.
Comment
It was initially suggested by some that the pulmonary effects
of COVID-19 infection were similar to those of high-altitude
pulmonary oedema (HAPE) and that treatments used for
HAPE may be useful for COVID-19, but this hypothesis has
been shown not to be valid. Oedema in the case of HAPE
is essentially caused by high pulmonary artery pressure,
although changes in the pulmonary vasculature are also
present, and occurs as a result of hypobaric hypoxia,
whereas oedema in the case of COVID-19 occurs at normal
atmospheric pressure and is the result of an inflammatory
cascade caused by infection with severe acute respiratory
syndrome coronavirus 2. This paper rightly points out that
although there is as yet no available evidence to support
this advice it would be sensible to take a cautious approach
to travelling to high altitude in the presence of any residual
cardiorespiratory effects of COVID-19 that might exacerbate
the tendency to hypoxia at a lower atmospheric pressure.

Both these websites have various search functions. You can find your cruise itinerary by just entering
the departure port, date of departure, name of the cruise ship or even just a port of call. Once you
have found the trip you are looking for, you can link through to the tour operator’s website where you
can review the itinerary in full – including the times the ship will spend in port and when travellers
are able to go onshore. This level of detail is very useful when determining malaria risk – as often the
traveller will be back onboard in an air-conditioned environment before sunset.
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In country report

The evolving nature of global medical
assistance during Covid-19 pandemic
Dr. Edelyn Brawidjojo MBBS MRCP

Happy New Year! That’s what we wish each other on the 1st
of January every year.
2020 was not an ordinary year by any means, for anyone.
Imagine you were an international traveller or assignee in
a foreign country or were having a holiday aboard a cruise
ship. Suddenly you heard media reports about an emerging
Coronavirus called SARS-CoV-2, found in China. Then China
went into lock down. This was followed by a rapidly evolving
spread to neighbouring, regional and further afield countries
with surges of Covid-19 cases and increasing deaths.
Cruise ships had Covid-19 outbreaks. The world of medical
assistance changed within days of when the virus emerged.
The medical and travel security assistance industry has
existed for years, providing private corporations, insurers,
governments and NGOs with specialist health advisory,
healthcare management, medical evacuation/repatriation,
etc. Our core job involves providing relevant real time
medical advice/referral and coordinating care for the
travelling population. These range from providing pretrip advice to coordinating medical evacuation for a lifethreatening illness in a country where health resources are
extremely limited. We are caring for patients who we cannot
see; yet we make differences by guiding them to seek care in
and out of unfamiliar territories and save lives.
In the deep winter of 2020, our business as usual cases
gradually decreased and were replaced by a significant
increase of Covid-19 pre-trip advice requests (which
included dispelling medical misinformation) and requests
for procuring personal protective equipment, etc. Difficult
queries were received frequently and included questions on
what could help to cure the illness, advice on wearing masks
(or not) and if goods from China would transmit the illness.
These questions became daily challenges. Limited scientific
research was available at the time as the virus had only
existed for a couple of months. Corporations and individuals
were hungry for answers. Pressures on the medical and
scientific communities to find answers was felt globally and
by us.
As global travel ground to a halt in Spring 2020 due to the
pandemic, we observed a lot of travellers getting stranded
in foreign countries. Those taking medications for chronic
illness ran out of their stocks; those with Covid-19 were
stuck in quarantine facilities; those with acute illnesses
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were not able to obtain expedited care, and so on. Many
governments and corporations repatriated their citizens
and workers from abroad utilising the expertise of medical
assistance companies. Pre-flight screening, medically
escorted special repatriation flights, Covid-19 aeromedical
transfers and medication shipment requests became more
common.
In-country lock down and less global travel reduced the
rate of Covid-19 spread and deaths. Corporations started
to look forward to resuming their global operations again,
this time with a lot of caution. Key decision makers in large
corporations and employees had increasing concerns on
returning to work domestically or abroad after observing
devastating consequences to their businesses and personal
lives. Those who had been working from home continuously
or had been affected by strict lockdown measures were
starting to show mental health deterioration caused by
isolation. Job related anxieties and difficulties in maintaining
relationships started to emerge. Telephonic counselling
support requests were becoming more common. Virtual
medical consultations were also embraced in an accelerating
manner, as more and more companies utilised technology
to seek and provide medical care globally. Corporations and
governments had also started to adopt the term “Covid
secure” when discussing Covid-19 mitigation measures for
work and leisure places. Bespoke health solutions were
required in enabling businesses operate safely in multiple
countries.
The summer of 2020 was a welcome small break in the
UK. As Covid-19 case numbers improved, the NHS and
private medical providers attempted to clear their backlog
in providing care for non Covid-19 illnesses, such as cancer.
The usual non Covid-19 medical assistance cases started
to increase; we resumed coordinating physical medical
reviews globally where possible and evacuate patients
out of country where necessary. Corporations that were
resuming operations globally, found that they had to comply
with new and constantly changing foreign regulations, such
as mandatory quarantine periods on arrival and Covid-19
testing prior to arrival. In the majority of times, Covid-19
took centre stage and other common preventable travel
illnesses were overlooked. Individuals and corporations
often required reminders about these.
Throughout the pandemic, arranging out of country
evacuation for those who fell ill in countries with limited

health resources, have been extremely challenging. Intricate
Covid-19 transfer logistics, limited flight availabilities,
government level diplomacies, new Covid-19 medical and
aviation regulations prevented access to better care in a
medically ideal timeliness. What was possible pre-Covid-19
is often not possible now. For example, air ambulance
evacuation was possible within 24 hours of the evacuation
request for a lot of cases pre-pandemic; now it is likely to
take more than 24 hours given the intricacies described
earlier.
At the time of writing this article, in autumn 2020, news
on Covid-19 vaccines and new test kits are interesting for
corporations. Beside this, we have observed increased
enquiries and uptake of the seasonal influenza vaccine in the
UK, as corporations would like to protect their employees
and preserve their business continuity. Enquiries on
private Covid-19 test capability globally continue to be the
norm. Classic medical assistance cases as described at the
beginning of the article have returned surpassing Covid-19

related case volume; this time with Covid-19 complexities
added. Medico-logistical creativity and experience in
navigating medical systems globally have never been more
important to get patients the care they need.
As a Covid-19 second wave may be coming to the UK and
Europe this autumn/winter, medical assistance worldwide
will continue to evolve. Just like Emergency Departments
providing care around the clock, medical assistance
professionals will continue to care for our patients whenever
and wherever they are.
The author works for International SOS as a Deputy Medical
Director. International SOS is a global travel, medical and
security assistance organisation.
This piece has been published in the Hardcopy of Travelwise:
Journal of BGTHA in January 2021 but has not been published
previously online.

Journal watch

Covid-19: Single dose of Pfizer or AstraZeneca
vaccine produces strong antibody response in
over 80s
Mahase.E

doi: https://doi.org/10.1136/bmj.n979

A small study led by University of
Birmingham researchers which
looked at people over the age of
80, has found that a single dose of
the Pfizer or Oxford-AstraZeneca
Covid-19 vaccine produces equivalent antibody responses five weeks
after vaccination. The study took
blood samples from 165 people
aged 80 to 99 years, five to six
weeks after their first vaccine dose.
They were split into two groups and
76 received the Pfizer vaccine and
89 received the AstraZeneca vaccine. The study found that antibod-

ies specific to the SARS-CoV-2 spike
protein were present in most people
in both groups—93% after the Pfizer
vaccine and 87% after the AstraZeneca vaccine.1
A small number of people (eight) had
signs of previous natural covid-19 infection. Compared with those without
previous infection, their antibody and
T cell responses after the first vaccine
dose were significantly higher (691fold and fourfold, respectively). The
study also found stronger T cell responses in people who had received

the AstraZeneca vaccine, with 31% of
this group producing detectable T cell
responses compared with 12% of the
Pfizer-BioNTech vaccine group.
1.

Parry H, 2021. Single vaccination
with BNT162b2 or ChAdOx1 in
older people induces equivalent antibody generation but
enhanced cellular responses
after ChAdOx1.Preprints with
The Lancet. https://papers.ssrn.
com/sol3/papers.cfm?abstract_
id=3825573
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How to s*** around the world

Book review

The art of staying clean and healthy while travelling

Dr Jane Wilson-Howarth

2nd edition, Dr Jane Wilson-Howarth, Travelers’ Tales 2020. ISBN: 978-1-60952-192-9
Reviewed by Becky Swadling RN DTM (RCPSG) AMFTM. Editor

Towards the end of 2017, we moved back to Kathmandu, 19
years after we’d last lived there. It had become more difficult
for me to find worthwhile work but eventually I volunteered
with PHASE (Practical Health to Achieve Self-Empowerment).
I spent time updating a book of clinical guidelines for use
in Nepal and made four separate fortnight-long trips into
the mountains to mentor clinicians employed by PHASE.
These impressive young and often inexperienced health
professionals work and support government clinicians in the
most remote regions of Nepal.

This book provides both an educational and entertaining
overview of how to keep healthy while abroad. It is a must
for any traveller wishing to know more about common
health risks and how to prevent them and aids the health
professional wanting to advise travellers further in their
consultations.
The author Dr Jane Wilson-Howarth is a Fellow of the Faculty
of Travel Medicine (RCPSG) and has been running clinics and
health programmes in Asia for over 14 years. She spends her
time between Katmandu (Nepal) and the UK. She provides
a lighthearted and yet informative overview of both the
common and less common risks travellers face. As is known,
maintaining your health while travelling is much more
than having vaccinations and malaria tablets and this book
discusses in detail practical methods for reducing your risks
and maintaining your health in numerous situations.
For experienced travellers, this book can reignite fond and
not so fond memories and for those less travelled it gives a
real insight into typical hazards faced on the not so beaten
track.
Jane uses some very funny personal experiences to bring the
book to life, many of which I think most readers could relate
to. In fact, the book starts with a toilet ‘incident’ involving
her 8-year-old son and how to deal with a lack of toilet
paper! Each page contains humorous snippets of personal
experience from various travellers relevant to the topics
being discussed which brings the educational aspects of the
book to life.
The book should not just be considered a light read, as it also provides statistics and breakdowns of common and
uncommon tropical infections. It is split into chapters and covers a variety of topics including travellers’ diarrhoea,
food and water borne illness but also discusses how to manage long bus journeys and importantly how to cope with
the wide variety of toilets on offer abroad! The female traveller and methods on managing menstruation whilst
travelling is discussed in depth and there are some really useful tips on travelling with children, how to deal with local
wildlife including snakes and spiders and information for the more senior traveller. At the end of each chapter there is
a summary of tips which can easily be shared with your traveller.
I really would highly recommend this book to anyone with a keen interest in travelling or travellers’ health, I enjoyed
every page and look forward to dipping back into it in the future. I will most certainly be recommending this book to
my travellers before embarking on any adventurous trips in the future.
'How to s**t around the world' is available to purchase on Amazon at https://www.amazon.co.uk/How-Shit-AroundWorld-Travelling/dp/1932361324

26

Health care in a remote idyll

The country’s rural primary care service is mostly run by
Health Assistants (with three years training) and Auxiliary
Nurse Midwives (with 18 months training). PHASE’s model
is to encourage British GPs to spend time with these
clinicians to mentor and maintain their motivation in what
are physically, emotionally and professionally challenging
circumstances. The charity also promotes diversification
of agriculture and home gardens thereby improving the
nutrition of villagers.
A Shangri La
One trip, in December 2018, involved flying from Kathmandu
to Nepalgunj – an airport I knew too well from the years
we’d lived on Rajapur Island. Then there was a bumpy flight
in a 19-seater Twin Otter to Kolti, Bajura District, dodging
mountain ridges and landing on an alp at least 300m above
the river with sheer, 1000m-high mountains on two sides.
The end of the runway was littered with the debris of a
plane crash recent enough not yet to have rusted.
From the airport it was a three-hour hot dusty walk to Wai.
The land is fertile, the community almost self-sufficient, the
air is pure, the turquoise Karnali River is close and muletrains bring essentials and a few luxuries (bottled gas to
cook on, soap, shampoo) to the little bazaar an hour’s amble
on the other side of the valley. It was easy to see this tight
traditional community as a Shangri La. I stayed with the
PHASE team in the charity’s ‘office’, a four-roomed, twostorey building where the two Auxiliary Nurse Midwives
and visiting Health Assistants cook, eat and sleep, do their
paperwork and store medicines.
Early on in my visit I was sitting in the sun chatting to the
landlord. Several foreigners had visited the village already
but he was pleasantly surprised that I could speak a bit
of Nepali. As 81-year-olds often are, he was discursive
and gave me his view of life. He told me that the keys to
contentment were a good appetite, good sleep and good
pissing.
The village of Wai is a cluster of 300 households, mostly
square flat-roofed houses made of boulders, timber
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and mud-plaster.
In daylight hours
there’s the constant
murmuring of a
thousand voices
with dogs barking,
cockerels crowing
and the twittering of
bulbuls and tailorbirds.
Come mid-morning,
screams start up from
distressed young
humans. The first
time I registered this
awful din, I went to
investigate, fearful
that some awful
child-abuse was going
on. The screaming
Health Assistant Dinesh Sunar of PHASE
came
from water
checking blood pressure in a man who’d
had a slight stroke and had been carried
points where toddlers
in by the friend squatting at his feet.
and young children
This is outside the PHASE ‘office’ in Wai,
Bajura.
are being washed in
the cold, cold water
running from various village taps. The faces of several were
completely covered in soap; eyes were clamped shut the
youngsters howled flailing around with their hands blindly
and ineffectually trying to fend off their assailants.
I thought of various consultations I’d had in Cambridge
with parents wanting to wash their baby’s hair for the
first time and discussing non-sting shampoos and special
accoutrements to keep shampoo away from the eyes.
By this time older children had donned their light blue and
navy uniforms and walked to school and those who have
escaped both fates are absorbed in tree-climbing or games
of chase or buffalo-teasing.
There’s a strong community spirit. Life seemed idyllic with
locally grown organic food ploughed by local oxen and
fertilised by cow and goat dung; at the beginnings and ends
of the day jingling bells announce the passage of goats and
cattle, or people at prayer.
After dark though there are strange other-worldly howling as
jackals outshout village dogs. My clinical colleagues talked of
the dangers of the night, including of jackal attacks. A rabid
jackal had bitten several people the year before. Others
talked of malign spirits and ghosts.
When one morning as the sun rose soon after six, we heard
wailing and dirges, my friends told me someone must have
died in the night.
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After dark though there are strange other-worldly howling as
jackals outshout village dogs. My clinical colleagues talked of
the dangers of the night, including of jackal attacks. A rabid
jackal had bitten several people the year before. Others
talked of malign spirits and ghosts.
When one morning as the sun rose soon after six, we heard
wailing and dirges, my friends told me someone must have
died in the night.
The howling and the funeral dirges made me see through
my initial Shangri La mirage. Life is hard in Wai. The nearest
shops are an hour’s walk down to the river 500m below
the village
then across
a narrow
suspension
bridge and
up the other
side. The
return trip is
tough if you
need to bring
heavy items; Estimating hemoglobin with colour charts - note the flies!
not that there is
much to buy – nothing but a few wrinkled potatoes, onions
and garlic. The diet is monotonous and often insufficient.
Livestock deaths can threaten human lives too. The numbers
of malnourished children we saw in the clinics each day
were truly shocking. Festering wounds from mishits with
knives or kicks by cattle were commonplace.
Life is tough in the hills of Nepal and women can feel very
trapped. Many of the men have unhealthy relationships
with alcohol and there is a lot of domestic violence,
especially when
the men are
drunk. Suicide
attempts are
quite common
– especially
amongst married
women – and
people often
opt to swallow
pesticides. I
guess this is a
fairly readily
available
substance but I
was astonished
it was chosen
so often as
pesticide
poisoning
causes severe
PHASE staff member Sarmila KC
abdominal pain and a long
weighing a skinny child in the
Wai clinic
lingering death. A local school
teacher in one village couldn’t
face her life any longer and took rat-killer intending to kill
herself. She writhed and suffered for more than a week but

28

managed to cling on to life. Some months later a teenager
copied the teacher – despite knowing the hell that she
faced. She also was in extremis for many days but also
survived. I never said as much but wondered why they didn’t
slash an artery (perhaps they didn’t have the knowledge) or
throw themselves from a high point – there were plenty in
the vicinity.
The clinicians I’d come to work with in Wai were kind, bookknowledgeable and committed; they were inspiring to be
with but they’d had very little practical training to equip
them for the range and severity of the medical problems
that were thrown at them. They had no back up and little
opportunity for
evacuation. One of my
tasks was to teach them
to pay attention to
everything the patient
did and said from the
moment they entered
the clinic.
A young woman came
into the Health Post
complaining of a painful stiff neck and my Nepali colleagues
went through their usual clinical questions. As Sarmila
rose to begin examining her patient, I said, ‘What’s the
baby’s respiratory rate?’ Throughout the consultation I’d
been distracted by the sounds the child was making on
the woman’s back, convinced it must have pneumonia. Its
respiratory rate was up at around 50 / minute. The child
though was completely covered and invisible. Sarmila looked
puzzled then realised what I was talking about and went to
lift the child out from the carrying-cloth but I said, ‘No, wait.
Please time the respiratory rate before disturbing the child.
How old is it, by the way?’
The baby – who turned out to be a half-starved 16-monthold girl – did indeed have severe pneumonia. The mother
was exhausted, desperate, anaemic and it transpired that
there was also a four-month-old child at home. Sarmila
started talking of Family Planning but the poor mother
brushed it all aside with, ‘My husband will not allow it.’
We gave her antibiotics for the baby, plus paracetamol
and iron tablets for her and delivered strict instructions to
return with her husband to discuss vasectomy and with the
daughter with pneumonia for a check-up. I felt overwhelmed
realising how hard it was going to be to do any good for this
woman and others in her community. I doubted she would
return.
Kolti
I also spent a few days mentoring clinicians at the little
hospital in Kolti. It was situated in a bigger community
where there was a thriving bazaar and tractors sometimes
brought goods from outside. The hospital was busy. The
echoey corridors seethed with patients. The government
doctor who should have been in post was yet to arrive.
These very remote and very busy posting are understandably
unpopular. One of the first patients we saw was a chap with

a cough and weight loss. There was an x-ray machine but
the technician was also absent and no-one seemed to know
when he would be back. There was no stain to diagnose TB
from sputum samples either. This patient couldn’t afford
to travel in search of a diagnosis. The government Health
Assistant said he wanted to discuss an emergency case with
me. ‘She has abdominal pain – six weeks pregnant.’
He led me into the emergency room. It was bare. Several
used syringes were lying on windowsills and rusting
examination couches. There was no patient. The Health
Assistant had given her pain relief during the night and
wanted to discuss what to do next.

Although on paper Kolti had quite good facilities, surgery
wasn’t possible here. If this patient needed an operation,
she’d have to fly out to Nepalgunj or be driven to the District
Hospital, a rough perilous journey of five hours in a small
Jeep on a dirt road. I imagined such a drive would ensure
that the ectopic would definitely burst and the patient would
likely die en route. An air evacuation was clearly a better
option but flights were unreliable and sometimes there were
none for many days. Himalayan weather often closed in and
flying was just too dangerous. Furthermore, a trip to a big
town was prohibitively expensive for poor farmers; it could
put the family in debt for years. I had to get this right.

I returned to our Out Patient clinic. Small children cried.
Older children hit metal things to make satisfying noises.
Voices echoed. People shouted, complained, pushed, surged
forward, bundled into the room while I pleaded for them
to respect patient confidentiality. That didn’t seem to be
a thing locally. I could hardly think for the noise and it was
really challenging hearing anything through my stethoscope.
By mid-afternoon the tide of patients was slowing and we
were thinking about lunch.

The urine showed no sign of infection and grudgingly Laxmi
agreed to do a scan. She did not have the gentlest of touches
but despite this, when she applied the probe to the patient’s
lower abdomen, she hardly flinched. The probe slid this way
and that and pretty rapidly we were able to see a foetus in
the uterus. That was a relief.

Emergency case
The government Health Assistant came to find me again.
His ‘case’ had reappeared. She was wandering around the
emergency room bent double with pain. She didn’t know
how old she was but I guessed she was 15. This was her first
pregnancy. She scrambled up onto the squeaky couch and –
with some reluctance exposed about half of her abdomen.
She was tender in the right iliac fossa. When I explained in
halting Nepali that I wanted to do a vaginal examination
she pushed my hands away and struggled to sit up. I tried
to calm her. I began to explain that I was worried about
an ectopic pregnancy but fortunately the Health Assistant
interrupted, and suggested we adjourn to the antenatal
clinic area. ‘Could we get a scan done?’ I asked him.
‘Maybe,’ the Health Assistant said. ‘Ask the senior Auxiliary
Nurse Midwife (AMN). She is Laxmi.’

It was not until the probe travelled up to the right
hypochondrium that the patient started to squirm, and
to belch. Laxmi turned to me. ‘This is case of gastritis,’
she said severely. ‘You are right Dr. Laxmi!’ I said. Laxmi’s
face clouded over for a moment then she realised that I
was making a joke and laughed too. Then she slapped me
between the shoulder blades and had a really good loud
cackle. I recoiled, glad I’d never be one of her patients.
I gave our patient an indigestion remedy.
Dr Jane Wilson-Howarth’s author website is
www.wilson-howarth.com
This piece has been published in the Hardcopy of Travelwise:
Journal of BGTHA in January 2021 but has not been published
previously online.

One of the youngest ANMs led us scrambling up a steep
rocky path. My patient and I were both breathless by the
time we reached the labour ward. It smelled reassuringly,
strongly of disinfectant. The senior ANM, Laxmi, was fierce,
efficient and clearly ran the antenatal wards with an iron
fist. The patient was still refusing to submit to a vaginal
examination but I gained the impression that the pain was
moving. The patient was now holding her side rather than
her groin. ‘I want some urine from you!’ I told her.
While my patient was in the toilet, I asked the senior ANM if
she would scan my patient. Laxmi said firmly that although
she routinely scanned pregnant women, she was not able to
do a diagnostic ultrasound. I explained my concerns. If the
foetus wasn’t in the uterus, an ectopic pregnancy was likely
and when this ruptured, as they are wont to do, catastrophic
haemorrhage would kill the patient. If the urine sample
didn’t suggest infection, we needed a scan.
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example, airports, tour operators and insurance.

This conference was highly insightful into how the pandemic
has transformed the world of not only travel health, but the
travel industry in general. Not only did it look back over 2020
but it also left delegates with a sense of what the future
holds for travel health and travel recovery as time goes on.

She discussed how the cost of testing pre-travel needs
review as it is causing considerable cost prohibitions to
travellers. It is impacting on accessibility of holidays and
affecting other areas of health and safety precautions
that travellers then cannot spend their money on (such as
insurance or recommended vaccines/pharmaceuticals).
Susan brought up the new traffic light system, which is in its
infancy and still has criteria yet to be revealed for calculating
the watch list directions. She expressed that clarity would
be needed from each country about ‘certification’ and how
to prove vaccination status. This might take the form of
presenting the original vaccination card, a letter from the GP
or a record on a digital app such as the
NHS app.

Talk 1 - The UK Travel Industry Landscape.
Susan Deer, Director of Industry Relations, ABTA Ltd.
Susan is responsible for overseeing relationships with UK
travel industry stakeholders, as well as managing FCO and
destination government liaison. Her specialist area of work is
in leading a team involved in sustainability,
operations, crisis management, and health
and safety in destinations.
Susan explained the role of ABTA in
supporting travel health. ABTA primarily
offer advice and guidance to travellers
and the travel industry and support the
delivery of high standards of health and
safety and responsible travel. If a travel
company is a member of ABTA, then it
increases trust in the provider as they then must follow the
ABTA code of conduct which has sections on advertising,
booking changes and complaints. They work with the
Foreign Office and with destinations worldwide and can
provide support and advice in any crisis experienced abroad.
Not surprisingly, the pandemic has had a huge impact on
ABTA and Susan highlighted that the type of traveller is
likely to change considerably as we move towards travel
recommencing. She mentioned that lots of people will be
wanting to be reunited with friends and family abroad.
Business travel is still pretty much at a standstill.
She referenced a useful guide on the theme of ’Restarting
Travel’1, written by ABTA which is designed to be a
companion to post pandemic recovery in the travel industry
for leisure and business travellers.
ABTA have spent a lot of time looking at what a holiday
will come to look like on the ground. For example, public
transport at the destination, flexibility of cancelling and
changing trips, and health and safety protocols. Destinations
themselves have implemented new safety protocols on
the back of the Safe Travel2 initiative from the World Travel
and Tourism Council. There is a lot to pull together in terms
of new rules and protocols across all sorts of topics, for
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Susan envisages bigger delays and
queues at airports once travel gets
busier again because there will be extra
measures in place at borders. This will
likely only increase as traveller footfall
increases.
ABTA will be working with the
government closely and updating their customer and
industry guidance as appropriate. The next review of the
traffic light system will be on the 28th June.
COVID-19 aside, Susan also discussed what has occurred
since the departure from the EU. There are now more
barriers to posted workers, such as chalet staff and seasonal
roles now free movement is restricted. Access to information
is another affected area. Previously ABTA got outbreak
information in Europe, like on Legionella, which now has
more barriers to being distributed to UK businesses.
ABTA have lots of useful videos and information about
campaigns on their website for travellers to view.
Talk 2 – Travel Health Horizon 2022
Dr Dipti Patel FCDO Chief Medical Officer and Director of
NaTHNaC.
Dipti opened by describing the general increases year on
year in foreign travel. There have been some ‘blips’ over
time, for example the SARS outbreak in 2003, but travel
has generally not gone a few months without getting back
to baseline. The COVID-19 pandemic however has done
unprecedented damage to foreign travel and has fallen so
much, that levels are now at the same level they were 30
years ago.

Dipti presented a timeline of events beginning with the drop
in February 2020 as lockdown was initiated. There was a
small uptake in summer due to Europe opening borders, and
then it fell again- but not to that of the first lockdown levels.
The challenges for NaTHNaC have been considerable where
rapidly changing guidance has been concerned. There are
220 countries to be kept up to date on their website, some
of which change on a daily basis. The COVID-19 guidance
alone has changed 100 to 200 times, with changing therapy
and prevention strategies.
Other challenges are that of the online world and
misinformation. People are still wanting to travel, but to
more exotic places, and with more comorbidities in older
age groups, giving rise to more complex travellers. Many
do not seek pre-travel advice and if they do, they might
not do what they are advised. Each traveller has their own
perception and tolerance risk, and the cost of interventions
are expensive, more so now with PCR testing pre-travel.
Budget has always traditionally affected costly travel
health precautions but will do so even more so now. She
also raised the issue of practitioners’ beliefs effecting the
perception of the traveller.
Dipti hypothesised that there will be very few countries with
no COVID-19 requirements for entry. The FCO site is the
best place to look for entry requirements and there is no
consistent approach to any of the ‘rules’ in terms of country
requirements. She presented the impact of COVID-19 on
plans changing rapidly, for instance, being stuck abroad
on the wrong side of borders as and when they close,
and people rushing back to avoid restrictions. The rapidly
changing epidemiology means it is much more complex to
provide pre-travel health advice with this hastily evolving
disease occurring, closely followed by precipitously changing
policies and procedures. She gave the example that there
have been four major changes in just four days from when
she started preparing her presentation to now including new
variants, and the new traffic light system.
In discussing the COVID-19 categories for risk for a country
she highlighted the difference between pre-travel and
border advice. Even if COVID-19 rates are low in a country
there may be other reasons to suggest restrictions. It is
not as simple as just looking at case rates; the calculations
involve looking at a number of factors such as testing
capacity, hospital care, public health measures in the
country, levels of mutations, variants of concern, and rates
of COVID-19 in returning travellers . For example, in some
countries where reports appear to be very low, this may
not reflect actual rates because countries have problems
with timely reporting and under reporting. More accurate
statistics in those cases could be measured by cases in
returning travellers from that country.
Countries on the Travel Health Pro site now address
COVID-19 risk by sub-dividing each country into risk levels,
as ‘high’ or ‘low’ risk. Each page mentions the impact on
health care at the destination, as well as whether travel is
‘advised’ or not and any new variants circulating. This will
be useful in travel health consultations when travellers are
asking questions about individual country risks.

For travellers, the whole journey is a major consideration
now, not just the destination. There is in-flight transmission
to consider, and constantly evolving variants of concern
and procedures to follow as people move across different
locations.
Responsible travel is something that all the speakers
touched on. Dipti highlighted examples of people sneaking
across borders to avoid quarantine measures. There has
been a lot of disappointing traveller behaviour as people
clamoured for holidays in the sun after the last lockdown
was lifted. Responsible travel might well be something a
travel health consultation needs to address more, therefore
ways of doing so will have to be developed.
Another challenge is the transportation of severely unwell
(and contagious) patients by air. Air evacuations of infectious
patients would be in an isolation pod. This would not
be a suitable option for everybody, including somebody
who is tall or with a large BMI who can’t fit in one. This is
something that is not routinely addressed in travel health
consultations, but perhaps could be more of an observation
point for the future. This also raises issues that need to be
discussed with insurance companies’ pre-travel.
Other future considerations for travel health professionals
would revolve around variants, new vaccines, other types
of potentially new prophylaxis, non-pharmacological
measures, and journey risks. Some of which is common to
the traditional travel health consultation, and some which
is going to be new territory as we navigate our way through
new ways of delivering travel health services with COVID-19
in tow.
Much like in other areas of travel health and requirements
at destinations, Dipti highlighted that all countries will
deal with COVID-19 differently. While some will absolve
quarantine after vaccines others will not. Some will accept
vaccine records on the card given at the time, while others
will want a more formal certificate. Some will request PCR
testing and others will request antigens. Every country will
be different in how it expects travellers to be vetted on
arrival.
There are 13 vaccines in use now and there are only four
approved ones (at time of presentation)- Pfizer, AstraZeneca,
Moderna and Johnson & Johnson. Not all countries will
accept some of the unapproved vaccines. Dipti usefully
clarified the definitions that have been thrown around to
do with immunity passports. These have been talked about
for a while and are not necessarily about vaccination status.
An ‘immunity passport’ or ‘’travel certificate’ could mean
evidence of prior infection, evidence of a negative test, or
evidence of one or two vaccines, possibly within a time
range. Each country will have its own way of determining
what it classes as an ‘immunity passport’. Furthermore,
immunity passports have not just been talked about in the
context of travel. Events might request them, or it might
not be a requirement for travel, but more about avoiding
quarantine.
Another common topic which appeared in more
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than one talk from this conference, was about equality
and how people will likely have variable access to the
opportunity for travel. If, for instance, vaccine requirements
were to be instigated, not everyone will be vaccinated in
certain age groups or in certain countries. Everybody will
be at different stages of vaccination too. Each country will
struggle with their own measures. And, as with the usual
travel health consultations, travel health professionals will
have to consider each individual country’s requirements
for entry. This will certainly make travel consultations more
convoluted.

events, then discussed
how his clinic had
navigated its way through
the various milestones
of lockdowns and travel
restrictions, all while
implementing new travel
services such as COVID-19
testing and dealing with
various staff needs which became gradually more complex
too.

NaTHNaC analytics are always interesting to have insight
into. Unsurprisingly, the COVID-19 pages are the most
viewed on the TravelHealthPro website. More traffic has
gravitated to Western European and North American
countries which historically would not have had so many
hits. This further supports the idea that travel patterns are
changing and the good news is that people are starting to
show more of an interest in pre-departure health advice,
even for traditionally ‘low risk’ countries. Another pattern
that was highlighted is that travellers are not asking if
they should travel but how, so that is promising for the
movements of the travel industry. During the last lockdown,
the questions were around whether people should go away
altogether, as opposed to how they could do it safely. It is
also very reassuring that they are looking on the site for
safety measures they can take.

He used to have 80 patients per week, mainly long haul,
occupational and families (of all ages) and this naturally
became depleted as lockdown descended. James illustrated
that 95% of his business disappeared in March last year. And
when it started to trickle back, most of it was for COVID-19
services rather than traditional travel health services.

A useful resource that Dipti suggested is the NaTHNaC email
contact service for patients to use for any queries. This might
well be a useful resource for travel health professionals to
refer their travellers to in the event of questions that come
up post-consultation. It can be found on the same page as
the advice line for health professionals for further details.
Dipti finished by saying other health risks have not gone
away. We are still hearing about yellow fever in Brazil,
polio outbreaks in Africa and Asia, and Crimean-Congo
haemorrhagic fever in Spain. There have been deaths
of people who have been misdiagnosed with COVID-19
instead of being correctly treated for malaria. We could
expect to see more outbreaks in other diseases, especially
as vaccination rates potentially could go down with the
focus being diverted generally, coupled with the expense of
COVID-19 testing pre-departure.
Dipti concluded that travellers and travel health is much
more complex now. Equality is a big issue. Travel may be
less accessible to people now. Responsible travel is going
to be key part of consultations. And there is a need for a
standardised approach to this which we are not quite there
with yet.
Talk 3- Travel Medicine Provision: Through a Pandemic and
beyond…
James Moore. Clinical Director and Travel Nurse Specialist in
the Exeter Travel Clinic.
James delivered a fantastic presentation on a very personal
level of how his clinic has been impacted throughout the
current pandemic. He presented a timeline of significant
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Many of the audience at the conference revealed in the
chat function that they were personally grateful to hear
his perspective on the last year, given that most of what
travel clinics have been doing in the last year is unchartered
territory, and all on a knife edge of uncertainty about jobs
and cashflow. James was also not the only one at this
conference to feel devastated having to waste huge amounts
of vaccines as they went out of date. He had tried to arrange
the vaccines to be sent abroad or given in other context,
however options were limited.
James highlighted his methodology and the thought
processes in drawing up ideas on how his business could
adapt during all the difficult times for travel clinics last year.
He emphasised the ‘stop and think for 10 seconds’ rule
and talked about how those 10 seconds can significantly
impact the next 10 minutes. He described how his clinic
just stopped and they considered what they could do. What
were they good at? What do they need to do it? Their
consequent mind map resulted in ideas such as occupational
health, still providing a service for essential travellers who
were still being seen throughout and getting involved with
COVID-19 vaccination and PCR testing, as well as getting
involved in research.
James highlighted that in the process of the workplace
becoming different and having lots of changes, he
recognised that his team would also have had lots of
changes at home, and he was very mindful of that,
describing treating them as a ‘family’. He emphasised how
much more support staff needed and deserved during
the tricky times. He recognised that his staff might have
complications going on at home, alongside having to
navigate uncertainty within their job.
Patterns
James highlighted the patterns of travel have greatly
changed and this is reflected in customers attending travel
clinics. He has started to notice travel to Europe (backed up
by Dipti’s NaTHNaC analytics), travel for bereavements, and
essential work purposes all becoming more commonplace.
Traditionally, some of these groups have been less interested
in travel health advice on the whole.

Now is a good opportunity to spot safeguarding issues in
people who want to go abroad and ‘slip under the radar’. For
instance, if a family require PCRs for travel (for something
such as an FGM ceremony), they have no choice but to
seek travel health services. James himself has already
encountered one suspected ‘forced marriage’ in this way
whom did not come from the local area, and the girl was
not able to say why she was having the service that was
being offered. James took the opportunity on describing this
case to recommend the FGM course on the Royal College
of Physicians and Surgeons Glasgow travel faculty website3
which is specifically tailored to those in travel health
settings.
Testing
COVID-19 testing has become a key travel health
requirement and service to travellers. James highlighted
lots of the controversies around testing, for example, the
sudden rule changes about testing for COVID-19 in various
ways (e.g., antigens, antibody, or PCR) and the relative
expense of these services. There were times during the first
release of lockdown that the rules were changing so fast
that people who were about to travel having had their tests
done according to guidance, then found they were invalid
because of new rules. People may have spent a lot of money
on that test only for it to be invalid a day later. He expressed
scepticism that the government has forced huge expenses to
travel clinics in becoming registered to provide a COVID-19
testing service (when it is not even the most complicated of
procedures).
He raised the issue of different countries all having different
guidelines; sometimes the test must be within two days
or sometimes within seven days of travel, or it must be 72
hours before departure or 72 hours before arrival. This has
caught a lot of customers out. His team had to learn the
process the hard way, dealing with confusion over travel
‘windows’, unreliable transportation of swabs, external lab
services, accreditation, and constantly changing guidance.
The new stress of Saturdays and Sundays waiting for test
results to come in. This was a new essential high-stake
service with potential for instant holiday cancellations on
the back of it.
Engagement
James brought up vaccine hesitancy which is a hot topic in
the media and has been throughout any discussions about
COVID-19 vaccination. It is phenomenal that with nine
months turn around there has been numerous vaccines
developed. Not only is there more engagement with the
public, but there is also more engagement with clinicians
on how to address this topic. James mentioned it was a
big disappointment to find a lot of health professionals
reinforcing anti-vaccine or worrying messages about the
COVID-19 vaccine. This, he mused, is a great shame, and he
said this is a perfect opportunity for health professionals to
really use their expertise to reassure the public.
During this last year James and his clinic have also helped
to support local schools in setting up lateral flow testing
systems. They have also been supporting a hospital in
Malawi, which involves regular meetings about case studies
and good practice.

Research
James also got involved with the Brace trial which was
looking at the BCG vaccine and its role in cross immunity
with COVID-19.
Empowerment
James talked about theories of leadership and how during
this last year there has been a definite need for effective
leadership and involvement of the whole team. He talked
about ‘style one’, which is where a leader plans what is going
to happen and then staff implement it. And then he talked
about ‘style two’, where staff plan, and the leader facilitates
that implementation. He said style two worked well in a
situation like this for his clinic. He advised to “treat your staff
like family” and engage the whole staff team.
Opportunities
Amid all the changes and uncertainty, there is tremendous
opportunity moving forward for multidisciplinary working,
education of patients, and the opportunity to provide travel
health to a whole new group of travellers not previously
seen before. James mentioned that this is a good time to
look at how we interact with our ecosystem and look to
ways of sustainable and responsible travel. He emphasised
that travel is a luxury, not a right, and we should all consider
and reflect on why we feel we need holidays abroad in the
first place. This pandemic has brought us closer to exploring
what we do to ‘relax’ in our local surroundings. Plus, he
continued, this has been a good practice run in ‘planning for
the impossible’. It could have been a lot worse.
Predictions for the future
James proposed that PCR tests are here to stay. Lateral
flow tests do not pick up new variants as well as the PCR.
Variance will be a problem. He envisages that the longhaul holidays will not improve until probably 2023 and
vaccine certificates/ passports will be popping up a lot and
dependent on countries individual requirements. He is
looking forward to seeing a new type of travel health client
and reflected that this whole situation has allowed the
opportunity to think differently.
Overall, a highly stimulating and reflective conference with
lots of food for thought as travel starts to recommence in
the midst of the pandemic.
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Trek well, trek healthy, trek responsibly
Dr Mike Townend MB, ChB (Hons), Dip Trav Med, FFTM RCPS (Glasg)

Part 1: Preparations for
trekking and staying
healthy on trek
The definition of trekking given by the Collins English
Dictionary is “the act of making a long journey across
difficult country on foot, usually for pleasure”.1 Treks
vary greatly in their length, the nature and difficulty of
the terrain covered, the altitude, climate and weather
encountered and a variety of other factors inherent
in the destination countries. Accommodation may be
in tents or, especially in Nepal, lodges and teahouses
where a basic bed is provided but a sleeping bag will
be needed in either type of accommodation. Trekkers
themselves also vary greatly in their age, physical
condition, psychological stability, motivation and
degree of preparation prior to travel. The observations
in this article are based on many years of experience
of leading trekking groups in a variety of settings,
usually in mountainous regions, ranging from Nepal
to Morocco to South America. Much of the following
information relates principally to Nepal, though similar
considerations are likely to apply elsewhere.
Preparation for trekking
Fitness
It is not necessary to be an experienced mountaineer
or a marathon runner to undertake a trekking holiday,
but a basic degree of physical fitness is required. If a
person is capable of walking up a reasonably sized hill
in Scotland, Wales or the Lake District carrying clothing
and provisions for a full day, he or she should have little
difficulty on the average two week trekking holiday in
Nepal. A few weekends of hill walking in the UK prior
to the holiday should prove adequate preparation in
terms of physical fitness. Mental fitness is a different
matter. Trekkers should be prepared to be plunged into
an unfamiliar country with whose culture, climate and
food they are completely unfamiliar, often with people
whom they do not know prior to joining the group. This
demands a high degree of adaptability on the part of
the trekker in conforming to local cultural norms and
dress codes as well as allowing for the personality traits,
behavioural quirks and differing degrees of physical
ability of fellow trekkers.
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Clothing and footwear
Trekkers need to be ready to cope with extremes of
temperature and weather. Although the trekker may feel
very hot and sweaty during a long ascent in full sunlight in
the middle of the day, the temperature may well be much
colder out of the sun, and clouds rising from the valleys
may well bring rain or even snow. This requires a layered
system of clothing that can be adjusted to the prevailing
conditions. I recommend a breathable, base layer that wicks
moisture away from the skin and can be worn as a T shirt.
A shirt can be worn over this, in cooler conditions with
the addition of a lightweight fleece gilet (a waistcoat-like
garment) and, if necessary, a heavier weight fleece jacket.
Lightweight trekking trousers complete the outfit, with the
addition of a waterproof, breathable jacket and trousers in
the event of rain or snow. A lightweight sun hat, a warmer
hat that can cover the ears and a pair of gloves for cold
condition are also necessary. A rucksack will be needed,
large enough to carry any clothing not being worn, together
with a water bottle and snack food to “top up” energy
requirements between meal stops. As soon as the sun goes
down behind the mountains, temperatures will rapidly fall
at higher altitudes and nights may be extremely cold. A
long-sleeved thermal vest and a pair of “long johns” worn
underneath the outer clothing help to keep the trekker
warm during the evenings and during the night can take
the place of pyjamas. A down-filled jacket may be needed
in the evenings on higher altitude treks. Although some
trekkers wear shorts, the author does not; among the local
population in Nepal, shorts are worn only by those in the
lower social orders, and trekkers wearing shorts may lose
respect for this reason, though politeness would prevent
local people from mentioning the matter. However high the
temperature or however tempting the sun, the upper torso
should not be bared. For women, trousers should not be
too tight or any item of clothing too revealing in order not
to offend local sensibilities; loose trousers or a skirt of at
least calf length are completely acceptable.
If camping, a sleeping mat or lightweight self-inflating
mattress will be needed. In lodges, bedrooms are not
heated so whatever the accommodation a good sleeping
bag is a necessity, preferably a 4-season bag (i.e. suitable
for winter temperatures) and preferably filled with down,
though some synthetic fillings are almost as effective in
insulating against cold.
Footwear is of the greatest importance. Trekkers are
unlikely to need high altitude climbing boots, but
comfortable boots or shoes designed for the purpose are
necessary. On some, treks shoes sold as “trail shoes” or
“approach shoes” are adequate. They resemble training
shoes outwardly but are more solidly built, often with

cushioned soles, and have soles that provide a good grip
on all surfaces. There is a widespread myth that boots
provide better ankle support and help to prevent sprained
ankles, but this is not really the case. If a boot were to
support the ankle fully, it would need to be virtually rigid,
and in that case would simply transfer any injury higher up
into the leg. In the author’s view ankle support is provided
by having good strength and tone in the leg muscles, and
modern walking boots are too flexible to provide much,
if any, additional support. There is, however, a good
argument for wearing boots if very wet condition are likely
to be encountered or if there is a likelihood of snow. It is
essential to wear the boots or shoes on the hills before
going trekking in order to ensure that they fit well and are
comfortable for a whole day on the hills. Socks are a matter
of personal choice, but the author prefers a single pair
of loop-stitch woollen socks. It is important when buying
boots or shoes to try them on with the socks that will be
worn with them.

Typical walking shoe and boot for trekking

Other equipment
Trekking poles appear to have become a fashion accessory
in the Lake District where I live, and I frequently see them
being carried and used quite ineffectively on my local hills,
but they are an important aid to the trekker, especially the
older trekker or those with lower limb problems. They have
been shown to reduce both muscle injury in the lower limbs
and shock loading on lower limb joints.2,3 Their correct use
will be addressed later in this article.
Diarrhoea is a common problem in
many resource-poor countries and
is among the commoner symptoms
experienced by trekkers.4,5 A filter
bottle for rendering water fit for
drinking, for example the Aquapure
Traveller manufactured by Pure
Hydration, is an essential item. Water
from any source can be used and
is instantly fit for drinking without
any waiting period. Any visible
floating impurities can be filtered out first by passing the
water through a clean handkerchief or T shirt or some
similar fabric in order not to clog up the filter, which
removes virtually all pathogens. Bottled water is now
almost universally available, but it may be of doubtful
provenance and adds to the mounting total of plastic waste
accumulating even in many remote locations where no
recycling is available.
A higher proportion of ultraviolet light penetrates the
atmosphere at higher altitudes, necessitating the use of an

effective sunscreen preparation and sunglasses with a high
degree of UV blocking.
Hand sanitiser gel, wet wipes and antiseptic wipes may be
useful, for example for personal hygiene when washing
or showering is not possible, for sanitising surfaces or
for cleaning hands before eating or after toileting (see
paragraph on sanitation and hygiene).
Health precautions and pre-existing medical conditions
Although many trekkers consult a health care
professional prior to travel, a substantial minority do
not, and when they do, the advice they receive is not
always appropriate.4,6 It is, therefore, advisable for
those contemplating a trekking holiday to consult an
experienced travel health adviser who is able to carry out
an individual risk assessment prior to giving advice on the
health precautions needed for the specific destination
and the activities to be undertaken. For many trekking
destinations, vaccines such as hepatitis A and typhoid will
probably be needed, and others may require discussion.
Precautions against malaria are unlikely to be needed in
high altitude destinations but many such trips may well
include visits to areas where malaria is more likely. The
adviser should also discuss precautions against nonvaccine preventable health risks and the importance of
obtaining appropriate health insurance. Some insurance
policies may not cover, for example, trekking above a
specified altitude or helicopter evacuation, which could
prove to be extremely expensive. This may come as a
surprise to trekkers used to the free mountain rescue
service that exists on the UK.
Age is not in itself a contraindication to trekking, nor is
the presence of a chronic medical condition, indeed many
trekkers carry such condition with them on trek,7 but
it is of great importance that these considerations are
discussed with the travel health adviser prior to travelling
and that they are made known to the trek leader. The
author has himself led many trekking groups including
those with medical conditions such as asthma, diabetes,
epilepsy and hypertension with no adverse events to
date. Many such trekkers may well be taking a variety
of medications for their conditions.7 It is important that
all pre-existing medical conditions are stabilised prior to
travel, that adequate supplies of medication are carried,
with spares in case of loss, that any medications likely
to be needed in emergencies or for exacerbations are
carried and labelled with instructions for their use, and
that the trek leader is made aware of any potential
complications and how to manage them. When carrying
drugs or medical devices such as syringes and needles,
auto-injectors, testing kits etc, it helps to avoid problems
at border crossings or ports of entry if a signed letter from
a doctor outlining the need for these items is carried,
together with a signed copy of a prescription for them. It
should also be noted that some countries ban the use or
import of certain medications in common use, so before
arranging to visit a country it is advisable to check with
its embassy or its governmental websites if any such
regulations apply.
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Staying Healthy on Trek

A trekker aged over 60 on the trail of Nepal

Food and Water
Trekkers’ meals are provided by a trekking cook if camping
or otherwise by lodges, teahouses or local restaurants. Many
trekking cooks are now trained in food hygiene and it is
important to use a reputable trekking agency with properly
trained cooks. Local restaurants and lodges have variable
standards of food hygiene, but many trekkers’ lodges provide
nourishing meals with completely satisfactory standards
of hygiene. On the whole, food that is freshly prepared,
thoroughly cooked and brought hot to the table will be
safe to eat, while raw foods including salads and unpeeled
fruit are less likely to be safe as water used to wash them
may have been contaminated. The author’s inclination is
to eat local-style food, which cooks have more experience
of producing, and to eat mainly vegetarian meals. In Nepal,
such items as garlic soup, good for rehydration, dal bhat, the
local staple of rice and spiced lentils, and vegetable momos,
small steamed and filled dumplings, are ideal meals for the
trekker. Local water supplies are seldom suitable for trekkers
to drink, but the use of a filter bottle will render them safe.
Chemical purification with chlorine or iodine is also possible
but leaves the water with a distinct taste. On camping treks,
the cook will supply boiled water, which is also available in
lodges, but needs time to cool before drinking. Fresh hot
drinks such a tea are safe to drink, and in Nepal ginger tea or
lemon tea are good thirst-quenching drinks.
Sanitation and hygiene
On camping treks the trekking crew will usually dig a toilet
hole (a pit latrine) and erect a “sentry-box” tent over it for
privacy, though more permanent hole in the ground toilets
may already be available on the campsite or in the adjoining
village. After using a camp toilet, it is socially desirable to
kick into the hole some of the earth excavated to form the
hole to cover one’s offering. Lodges tend to have more
permanent toilet facilities, more often than not out of doors
beside the lodge, seldom inside except in some newer
and more luxurious lodges. They too are of the squatting
variety with a hole in the ground which may have wooden
boards or two porcelain “footprints” alongside it. These
more permanent facilities may, however, may sometimes
have pools of contaminated water on the floor or faeces
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left by those who have been unable to aim properly down
the hole. This requires the trekker to be extremely careful
when lowering clothing and squatting. Some may have a
water tap and a bucket or jug to flush one’s offering down
to whatever lies below, sometimes the village compost
heap, or to pour water over the hand used in cleaning after
defaecation. Local customs involve not using toilet paper but
using the left hand, the hand not used to eat food, and the
use of toilet paper is considered distasteful. For this reason,
and because paper does not compost at the same rate as
faeces and may cause a blockage, toilet paper should not be
washed down the toilet. Sometimes a container is placed in
the toilet for used paper, otherwise it is the responsibility of
the trekker to dispose of it safely by burning or burying it.
In toilets dug for campers, paper may be put down the hole
as it will be filled in with earth when the camp moves on. If
defaecation becomes a matter of urgency during trekking it
should be carried out discreetly out of sight, well away from
paths or watercourses, preferably by at least 50 metres, and
the results buried. Any paper used may be buried or burned.
Whatever the nature of the toilet facilities, hand hygiene
after using them is of paramount importance in preventing
gastrointestinal infection. Some trekking crews leave
bowls of water containing a disinfectant such as potassium
permanganate outside the toilet tent and the mess tent
where meals are taken, but often the beneficial effects of
this are mitigated by the presence of a towel for use by
everyone. Far better is the use of personal hand sanitisation
with soap and water, hand gel or antiseptic wipes, though
wipes must not be put down the village or lodge toilet as
they do not degrade and may cause blockages.

for reasons of food hygiene, their face to make them feel
refreshed and their feet, possibly with the addition of what
are sometimes referred to as “pits and bits”, i.e. the axillae
to avoid unpleasant odours and the perineal area. In the
absence of water for washing, an acceptable substitute is
the use of wet wipes or antiseptic wipes on the same areas
but used wipes should be carried out on departure and
not dumped locally. Washing in a stream or river may be
possible when camping, and many local people wash in this
way or under a communal tap. If washing publicly, nudity
should be avoided; both sexes can wear a lungi, a loose-

fitting sarong-like garment while bathing, though wearing
underwear may be acceptable for men. Many lodges now
have showers, but for environmental reasons showers
whose water is heated by burning wood, kerosene or bottled
gas should be avoided and only those heated by solar power
should be used. Teeth should be cleaned only with water
that has been purified for drinking.

Part 2: Altitude problems
and practical and cultural
aspects of trekking

rate, however, and for a few outliers even this rate of
ascent will be too rapid, while outliers at the other end of
the distribution may be able to proceed more rapidly. The
problem with trekking groups is that itineraries involve
everyone in the group covering the same amount of ground
on the same day at more or less the same pace, so that
what is suitable for the group as a whole may still cause
symptoms in a few individuals. Anyone showing symptoms
should ideally remain at the same altitude until symptoms
resolve or go back down if they do not resolve. This may
involve considerable logistical problems for the trek leader
and crew, so that inexperienced or inconsiderate leaders
may encourage the affected individual to carry on upwards,
sometimes with disastrous results. A drug, acetazolamide,
can assist the process of acclimatisation but should not be
used as an alternative to a safe rate of ascent. It may be
advised if an individual has experienced AMS symptoms on
a previous occasion in spite of a safe rate of ascent or if the
nature of the terrain dictates a higher rate of ascent than is
usually advisable.

Altitude problems

Personal hygiene may be difficult to maintain on trek,
especially when camping. On organised treks in Nepal most
trekking crews will wake their clients in the morning with
hot tea followed by a bowl of warm water for washing.
It is difficult to wash the whole body thoroughly in these
circumstances and most trekkers will wash their hands

Figure 7: Namche Bazaar, Nepal at 3440 metres on the Everest
Base Camp trek

A village pit latrine in Nepal

The “de luxe” version

Problems associated with high altitude are uncommon
below an altitude of 3000 metres and virtually unknown
below an altitude of 2500 metres. The cause of such
problems is hypoxia caused not by a lack of oxygen in the
atmosphere as some believe, but by decreasing atmospheric
pressure as altitude increases, which reduces the pressure
driving oxygen into the blood through the walls of the
alveoli in the lungs. The commonest manifestation is acute
mountain sickness (AMS), whose principal symptom is
headache. Other symptoms include nausea or vomiting,
dizziness, loss of appetite, shortness of breath and fatigue,8
though these symptoms not accompanied by headache
are not likely to be due to AMS. AMS is best avoided by
acclimatising gradually, adopting a safe rate of ascent, which
is usually no more than 300-500 metres per day with an
acclimatisation day at the same altitude every three days.
Each person has his or her own optimum acclimatisation

This piece has been published in the Hardcopy of Travelwise:
Journal of BGTHA in January 2021 but has not been published
previously online.

High altitude cerebral oedema (HACE) and high altitude
pulmonary oedema (HAPE) are more serious complications,
fortunately occurring in only a very small proportion of
trekkers. Symptoms of HACE include severe headache,
vomiting, unsteadiness, unusual or irrational behaviour,
ultimately leading to confusion, drowsiness and eventually
coma. Symptoms of HAPE include severe breathlessness, not
resolving on resting, persistent cough which may eventually
produce frothy or bloodstained sputum, and cyanosis. Both
conditions may prove fatal if prompt action is not taken to
bring the individual down to a lower altitude, though drugs
such as dexamethasone for HACE or nifedipine for HAPE may
be useful while descent is being organised. The individual
may also be put into a portable pressurised chamber such as
the Gamow Bag, but rapid descent is still necessary.
It is well worth advising the traveller to check rates of ascent
before committing to a trip and to check if appropriate
medical assistance, supplies and, if necessary, evacuation
will be available in the event of altitude problems, other
serious medical conditions or major trauma. A private
prescription can also be issued for acetazolamide, and
for dexamethasone and nifedipine, with clear written
instructions for when and how to use them.
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Managing illness on trek
Other than everyday illnesses such as sore throats and
colds, diarrhoea is the symptom most likely to occur on
most treks.4,5 Most cases can be managed by rehydration
alone, and in adults’ water is adequate for the purpose,
though sachets of rehydration salts may be used in severe
cases. To have diarrhoea on trek, however, is an enormous
inconvenience and may delay the progress of the whole
group, so taking an antidiarrhoeal drug such as loperamide
is entirely appropriate in these circumstances. A private
prescription should be issued, and clear written instructions
provided. Apart from this, a simple first aid kit containing
an analgesic such as paracetamol, a non-steroidal antiinflammatory drug such as ibuprofen for muscular aches
and pains, throat lozenges and simple first aid dressings
will suffice for most purposes, in addition to any usual
medication and rescue medication for pre-existing medical
problems, all of which should be discussed with the travel
health adviser prior to travel.
Insurance
Adequate travel and medical insurance is essential and the
travel adviser should stress the importance of obtaining the
right kind of cover. The policy should cover any pre-existing
medical conditions, rescue and evacuation, if necessary,
by helicopter, and repatriation or travel to a third country
for treatment not available locally. Trekkers accustomed to
free mountain rescue in the UK by volunteer teams would
receive a huge shock if faced by the bill for several thousand
US dollars for a helicopter rescue in Nepal if uninsured. It is
also important to check if the whole of the itinerary will be
covered by insurance as some insurers place an upper limit
on the altitude covered.
On the move
In the interests of avoiding both AMS and undue fatigue, a
relatively slow but steady pace is advisable when on trek.
The pace should be such that frequent rest stops are not
necessary, as they tend to disturb the establishment of a
regular rhythm. Synchronising breathing with the rhythm
of the footsteps is important; the experienced trekker will
establish the most comfortable ratio of inspirations and
expirations to the number of paces on uphill, level and
downhill walking, and this will also be synchronised with
the use of the trekking poles. The correct use of poles is
as follows. First of all, the poles should be adjusted to an
appropriate length, so that when the grips are held in both
hands and the poles are vertical, the elbows will be at a
right angle, though when walking downhill the poles may
be adjusted to a longer length to avoid bending forwards.
The wrist loop should be adjusted to a length that enables
the hand to be placed through the loop and the hand to grip
both the loop and the hand grip together. This reduces the
necessity to grip the handle very tightly, as much of the load
is transferred to the heel of the hand via the loop, reducing
hand and upper limb fatigue. In normal walking, the right
pole is advanced at the same time as the left foot and the
left pole at the same time as the right foot. Paces should not
be too long and should be shortened when walking uphill
to avoid undue strain and fatigue. The poles should not be
placed too far ahead of the feet as they may exert a braking
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effect on level ground and increase energy expenditure;
they should not be placed too long a distance above when
walking uphill to avoid undue strain. When walking downhill,
the poles should be used in the same rhythm but placed a
little way ahead of the feet just before the feet are placed
on the ground as this will reduce the impact on the lower
limb joints. On very steep ground, either uphill or downhill,
it may sometimes be easier to place the feet diagonally or
at right angles to the line of slope rather than placing them
with the toes facing directly downhill. If there appears to
be a large step up or down it is advisable to look around a
little, as there may be a shorter intermediate step, often to
one side or the other. All these simple points will help to
make walking less fatiguing and avoid stumbles, twisting
injuries and falls. Although frequent rest stops should
be unnecessary if the correct pace is maintained, it is
completely reasonable to take a rest stop after every half to
one hour to allow stragglers to catch up and maintain the
integrity and unity of the group as well as to rest the limbs
and cardiovascular system.

Figure 9: Yaks on the trail in Nepal

On the trail in Nepal, it is polite to greet people with
the traditional “namaste”, spoken with the hands held
together as if at prayer. Although the majority religion in
Nepal is Hinduism, in the mountains the majority religion
is Buddhism, and the trekker is likely to encounter prayer
wheels, prayer flags and mani stones (stones inscribed with
the mantra “on mani padme hum”, either single or arranged
in walls) on the trail. Prayer wheels, mani stones and freestanding prayer flags on poles should always be passed
on the left so as to keep them on one’s right as a matter
of respect; It is quite acceptable for trekkers to rotate the
prayer wheels when passing them. Children may besiege
trekkers asking for sweets, pens or money, but begging
should not be encouraged by giving to them. If the trekker
wishes to help the local community it is far better to give to
the local school, hospital or clinic, or monastery. The trekker
may also encounter other beggars, some of whom may be in
genuine need; a good rule of thumb is to give only to those
to whom local people give, as they are likely to know who is
genuine, often those with obvious disabilities.

Figure 10: Porters crossing a suspension bridge in Nepal

Figure 8: Correct use of trekking poles

Swaying suspension bridges cause problems for some
trekkers and on at least one occasion the author has had to
guide a client over a bridge with her eyes closed because
of her fear. The simple answer is to walk on to the bridge at
a steady pace with a broad-based gait, i.e., legs a little way
apart, keep moving and go with the motion of the bridge if
it sways. Another hazard for the unwary trekker in Nepal is
the yak. Yaks carry large loads along trekking routes that are
also main traffic routes in mountainous areas. Many paths
travel along hillsides with an uphill slope on one side and
a steep drop on the other side. Here the rule of the road is
always to give way to yaks and to stand by the uphill side
of the path, as yaks give way to no-one and are likely to tip
an unsuspecting trekker off the downhill edge of the path.
The author had on one occasion to reduce the dislocated
shoulder of a trekker who was unceremoniously upended by
a yak.

Some cultural aspects of trekking
Advice has already been given in Part 1 on clothing, but
whatever clothing is worn on trek, shorts should not be
worn when visiting a local home, a monastery or a temple
in Nepal, and shoes should be removed before any such
visits. Any scanty or revealing clothing should be avoided in
holy places. Stepping over someone or pointing the soles of
one’s feet at a person is considered offensive; in a home or
attending a ritual at a monastery or temple, sitting on the
floor cross-legged is the norm, but if this is not possible, for
example because of restricted joint mobility, the legs should
be tucked under the body and not extended so as not to
point the feet towards anyone. Pointing with the extended
finger is impolite, and should be carried out with the whole
hand held flat. Gifts should be given or received with both
hands, not just one. The right hand only should be used for
eating, especially if invited into a home, as the left hand is
traditionally used for toilet purposes, and if eating with local
people food should not be shared from a single plate or dish.
The trekker will often be tempted to take photographs of
local people, especially children. It is polite to ask permission
before doing so if the person is the main object of the
picture and not part of a general scene, as some people
dislike being photographed. This may sometimes lose
the spontaneous appearance of a photograph but that is
preferable to giving offence.

Figure 11: A mani wall

Guides and porters
Trekking guides in Nepal are experienced mountain leaders
and may have been members of climbing expeditions. They
often, though not always, come from the Sherpa population.
It is important to note that the term “Sherpa” refers to a
distinct racial group originally from Tibet and based at high
altitude in the Khumbu region, and is not, as some people
seem to believe, a generic term for those who service an
expedition or trek. Porters may come from a variety of the
racial groups in Nepal and are not always high-altitude
dwellers, so they may be just as likely to experience altitude
problems as are the trekkers. Even if the trekker intends
to travel alone or in a very small group it is advisable to
hire a guide and porter(s). This provides local people with
much needed employment as well as providing the trekker
with companionship, improving understanding of the local
culture and giving an opportunity to learn a little of the
local language. Larger organised treks will employ much
larger crews including cooks if camping. Whatever the size
of the group the question of tipping will arise. By Western
standards, wages are low and trekking crews can reasonably
expect to receive tips to augment their income. The size of

39

tips should be calculated in a “pecking order”, with a guide
receiving the largest tip, and assistant guide or cook, if used,
the next largest, kitchen crew, if any, the next and porters
the smallest. Rates may range from, for example, $10-15 per
day for a guide to $5 per day for a porter. On commercially
organised treks the participants will be advised how much to
tip, and if a tour leader travels with the group the leader will
collect tips in advance and be responsible for distributing
them. Frequently spare items of clothing, footwear or other
equipment are collected at the end of a trek and distributed
among the trekking crew for use by them or their families.
Porter welfare is an important issue, though sometimes
forgotten by trekkers and neglected by trekking agencies.
The trekker should ensure that any porters being hired have
adequate clothing, footwear and shelter at night and be
adequately fed, and that lowland porters who experience
altitude problems or any porters with medical needs receive
appropriate care.
Trekking groups may include doctors, either as paying
clients, or appointed trek doctors or occasionally as leaders.
This raises the vexed question of whether or not to treat
local people encountered en route. On the whole this is
inadvisable, though it would be difficult not to intervene in a
life-saving situation. Handing out medications is inadvisable
as there is no opportunity to follow up their effectiveness
or observe any adverse effects. Recipients of medication
may have no concept of how, when or for how long to
take them, and may pass them on to others to treat other
random illnesses for which they are not indicated or may
even be contraindicated. Expectations may be falsely raised,
and locally available treatment or advice undermined. In
any event, the doctor providing treatment is unlikely to be
licensed to practise in Nepal or to be covered by medical
indemnity insurance. It is usually the responsibility of an
appointed trek doctor however, to take care of any medical
needs of the trekking staff including guides, kitchen staff and
porters.
Given adequate preparation and with due regard to
the principles outlined in these articles trekking in the
mountains give the participant an unparalleled experience,
witnessing the great beauty of the natural world in a totally
different cultural setting and meeting and living with the
amazingly hardy but loyal, warm and welcoming people who
inhabit these regions.
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Journal watch

SARS-CoV-2–Specific antibodies in breast milk
after COVID-19 vaccination of breastfeeding
women
Sivan Haia Perl MD; Atara Uzan-Yulzari, MSc; Hodaya Klainer, BSc; et al
doi:10.1001/jama.2021.5782
As part of Israel’s’ national
vaccination programme against
Covid-19, health care workers were
considered a priority group for
vaccination. Many of those included,
were breastfeeding women and were
encouraged to receive the vaccine. All
participants received two doses of the
Pfizer-BioNTech vaccine 21 days apart.
Breast milk samples were collected
before administration of the vaccine
and then once weekly for 6 weeks
starting at week 2 after the first dose.

The study found robust secretion
of SARS-CoV-2 specific IgA and IgG
antibodies in breast milk for 6 weeks
after vaccination. IgA secretion was
evident as early as 2 weeks after
vaccination followed by a spike in
IgG after 4 weeks (a week after the
second vaccine). A few other studies
have shown similar findings in women
infected with COVID-19. Antibodies
found in breast milk of these women
showed strong neutralizing effects,
suggesting a potential protective
effect against infection in the infant.

Journal watch

Risk of COVID-19 during air travel
Rui Pombal, MD1; Ian Hosegood, MBBS2; David Powell, MBChB3

JAMA. 2020;324(17):1798. doi:10.1001/jama.2020.19108

This article explains the risks of Covid-19 associated with air
travel. As depicted in the infographic, travellers are thought
to be at little risk from developing Covid-19 through the
circulated air provided on board a plane as statistics provided
confirm. Risk is thought more likely to come from contact with
other passengers who may be infectious, and the article goes
on to explain the steps airports and airlines have undertaken
to mitigate these risks.
Comments
As has been well established, the virus that causes Covid-19 is
spread either directly via the respiratory route or via surface
contact including hands. This article explains how the risk of
contracting Covid-19 during air travel is actually lower than
from an office building, classroom, train or supermarket.
Airlines and airports have implemented many strategies to
make airline travel as ‘Covid-19 safe’ as possible so hopefully
this will pave the way for even safer air travel once travel
restrictions are lifted.
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Comments
The JCVI published advice on 30
December 2020 in the UK, stating
there is no known risk in giving
available COVID-19 vaccines to
breastfeeding women. This relatively
small study seems to support the
benefits of vaccination at providing
some maternal protection to the baby
via breastmilk.

This piece has been published in the Hardcopy of
Travelwise: Journal of BGTHA in January 2021 but has not
been published previously online.
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Education

Insect bites and stings: Antimicrobial prescribing

World Malaria Day 25th April 2021

Published date: 22 September 2020

Malaria is endemic in 115 countries. A team of nine Pharmacist Independent Prescribers who work in travel health set
themselves the challenge of walking 1km for each of those countries. In addition to the personal challenge, they decided to ask
family, friends and colleagues to sponsor them, with proceeds being donated to the charity Malaria No More
https://malarianomore.org.uk/

This new guideline from NICE sets out an antimicrobial prescribing strategy for insect and spider bites and stings in
adults, young people and children aged 72 hours and over, including those that occurred while travelling outside the
UK. It aims to limit antibiotic use and reduce antibiotic resistance. It provides a useful infographic summarising the
recommendations and detailed guidance including advice for patients.
https://www.nice.org.uk/guidance/ng182

Working as a team, each of the pharmacists committed to
walking, running or cycling part of the distance, pushing out of
their individual comfort zones to raise awareness of malaria.
Together they covered 145km whilst raising £1438 for the
charity.
The group comprised of Jan Jones, Davinder Sandhu, Natalie
Masters, Meera Mistry-Keshwali, Edurne Garcia Cossio, Liz
Barker, Paul McFadden, Daniela Zanni (Hon Secretary of BGTHA)
and Tricia Armstrong (Chair of BGTHA).

Education

Good practice guidance for providing
a travel health service
In October, the Faculty of Travel Medicine
published a new guidance document for
use by all healthcare professionals working
to provide a travel health service. The long
eagerly awaited document defines standards
of care that are essential for the delivery of a
travel medicine service. It should be used by
health professionals to improve quality in their
service and identify professional development
areas. It provides a competency framework
and assessment tools, recommended training
requirements and many resources for both
the practitioner and traveller. This invaluable
publication is an essential resource for anyone
considering starting a travel health service or
for those already working in the field to ensure
their standards are maintained.

This piece has been published in the Hardcopy of Travelwise: Journal of BGTHA in January 2021 but has not been
published previously online.

https://rcpsg.ac.uk/travel-medicine/goodpractice-guidance-for-providing-a-travel-healthservice
This piece has been published in the Hardcopy of Travelwise:
Journal of BGTHA in January 2021 but has not been published
previously online.
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Personal view

A personal reflection
Danielle Ward Lead Travel Health Nurse, Nomad Travel Clinics

Book review

Setting up community health and
development programmes in low and middle
income settings
Reviewed by: Dr Mike Townend, MB, ChB (Hons), Dip Trav Med, FFTM RCPS (Glasg)
4th edition, edited by Ted Lankester and Nathan Grills. Oxford University Press 2019. ISBN 978-0-19-880665-3

23 March 2021 was deemed
National Day of reflection and
hasn’t the last year given us a lot
to reflect on!

about what could be done to fill our empty appointments
and started looking at other avenues such as occupational
health. We started offering PCR tests and I accepted that I
had to adapt at this point, even though it was a challenging
time for myself, as well as the business. I rose to the challenge and I feel proud that I persevered even though it was
difficult.

Moving into 2020, Coronavirus was in the news. I work in
a busy Travel Clinic and I remember saying to a lot of my
clients “ah it’s just flu, don’t worry about it”. How wrong
were so many of us! On reflection I had not realised at the
time how serious this was going to turn out. It really brought
home to me even more how important it is to effectively use
all the platforms I have to guide me, like TRAVAX, NaTHNaC
and Gov.uk to ensure the most recent advice is being translated to my clients. I found the Gov.uk site really helpful as it
allowed me to check the most recent advice regarding travel
restrictions and requirements. I began to feel quite anxious
at this point about my job as no one was travelling, so how
would travel clinics be able to survive.

3 September 2020, was one of the worst days of my life
as I had to say goodbye to my amazing dad. He had been
diagnosed with prostate cancer with extensive spread to his
spine, hips and other organs. Christmas 2020 was spent with
mum, the first one for both of us without that wonderful
man. We got through it.

Lockdown, Furlough (a word I’d never heard of), company
and country shut down.

At work I have had to adapt to the new challenges and
services being offered through the travel clinic but I am
embracing this new norm and moving forward stronger than
ever. PCR’s will be part of my travel consultations for the
foreseeable future. My travel consultations will now need
to also include discussions around Covid-19 and will provide
education and reassurance for travellers which is something
we will all have to adjust to.

My parents were staying home, and I took over the weekly
shop. Door stop chats and no physical contact, gosh that
was hard. It was June and I was finally going back to work.
I’d been furloughed for 10 weeks with the majority of the
time on my own, it hadn’t been easy despite the glorious
weather. I had come to realise what true isolation was and
it wasn’t a situation I wanted to be in again anytime soon.
I was lucky enough to had already grasped the technology
that allowed me to keep in touch with my family in Scotland
and New Zealand before the pandemic hit and felt grateful I
had colleagues to come back to.
My job had changed, no one was travelling. I thought

It’s now 2021 and we have a vaccine, I can’t wait for life to
get back to some sort of normality whatever form that maybe. What have I learnt about myself this past 18 months? To
quote an amazing feminist of the 1970’s. “I am strong, I am
invincible, I am woman”. For me this quote says a lot about
my personal and professional life.

Travel will hopefully resume, and when it does, these new
skills I have learnt, PCR’s, antigen test, test to release and all
services associated with Covid-19 will enable me to offer an
even more comprehensive service to my clients.
“Keep going”, my Dad would say, “you’ve got this!”

The editor and lead author of this book, Ted Lankester, is well known to many BGTHA members,
especially in his former role as co-founder of Interhealth. He is now the leader of the Arukah
Network, a global support network for people who serve their communities, and President of
Thrive Worldwide, an organisation that seeks to provide
clinical, learning and consultancy services to enable people
and organisations not only to live but to thrive. In the book Ted
and his co-authors set out the principles by which communitybased health care can be established, staffed, managed and
financed, with an emphasis on community participation
and partnership at every stage of the process. No aspect is
overlooked, including how to make the initial contact with a
community, how to establish its true health needs and how
to fulfil those needs using local resources, as well as working
alongside such hospitals, clinics and traditional healers as
may already exist in a community. Once the needs have been
established, the book contains accounts in great detail of how
to operate a community health service, monitor and evaluate
its effects and make the service sustainable into the future.
Practical advice is here at every stage, from how to set up an
immunisation clinic to how to construct a latrine.
Having established the principles of community-based health services, the book goes on to
consider the management of specific community health topics such as childhood malnutrition
and immunisation, maternal and neonatal services and family planning, and the management
of specific health problems such as diarrhoea, respiratory infections, malaria, tuberculosis and
HIV. Environmental health, chronic diseases, non-communicable diseases and mental health are
discussed as well as non-medical issues such as natural disasters and domestic abuse.
This book provides an essential and comprehensive guide for anyone involved in setting up or
managing community-based health care in a resource-poor setting, but its appeal is much wider
that that. Travel medicine cannot be separated from global health issues. For travel health advisers
it is essential that we understand the problems that exist in resource-poor settings to which our
patients travel, and that improving community health in such settings will inevitably, as a secondary
effect, benefit the traveller; but our responsibility is greater that that. As citizens of the world and
members of the same human race it is surely our duty to ensure that effective health care is not
the prerogative of prosperous nations only and that our goal should be a global levelling-up of
health care provision, which, after all, is the aim of what we refer to as “global health”, a term that
is included in the very name of the BGTHA. For this reason, I commend this book to anyone with an
interest in travel health or global health. It is clearly set out in highly readable English, with liberal
use of illustrations and tables. Each chapter is well referenced with additional recommended reading
and resources and many chapters finish with a useful summary.
This piece has been published in the Hardcopy of Travelwise: Journal of BGTHA in January 2021 but
has not been published previously online.
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Journal watch

Changes in the dynamics of dengue incidence in
South and Central America are possibly due to cross‐
population immunity after Zika virus epidemics
Trop Med & Int Health
Mugabe VA, Borja LS, Cardoso CW, Weaver SC, Reis MG, Kitron U, Ribeiro GS.
https://doi.org/10.1111/tmi.13526

This study tested the hypothesis that Zika virus (ZIKV)
immunity may protect against dengue virus (DENV)
infection, disease severity or human amplification, based on
analysis of epidemiological data that indicated a substantial
reduction in the frequency of laboratory‐confirmed dengue
cases following the Zika outbreak. It was observed in a
16‐year historical series that in all countries, the incidence
of dengue varied over time, with a general trend towards
an increase during the pre‐Zika period overall and for 11 of
the 20 countries. Following the peak of the first population
exposure to ZIKV in the Americas in 2016, the overall rate
of reported dengue cases in 2017 and 2018 in the countries
under study sharply dropped and was the lowest reported
since 2005. A statistically significant reduction in the annual
dengue incidence beginning in 2016 or in 2017–2018
occurred in 13 of the 20 studied countries, but, in 2019,
reports of suspected dengue cases increased across the
Americas. In Brazil, Dominican Republic, Guatemala and
Honduras, dengue incidence was over five times higher
in 2019 than in 2017 and 2018, and, in 2019, they had
the greater dengue incidence than in all previous years
throughout the historical series.

The authors concluded that the widespread decline in
suspected dengue cases recorded in 2017 and 2018 lends
further support to the hypothesis of ZIKV‐induced cross‐
species immunity to DENV. However, the cross‐protection
appears to be transient, lasting around 2 years. They stated
that long‐term, prospective follow‐ups of dengue reports are
needed to confirm (or refute) these findings, which could
have significant public health implications, in particular
regarding DENV vaccine development and application.
Comment
ZIKV and DENV are both flaviviruses, and this study appears
to indicate that there is some degree of cross-immunity
between the two. There is an interesting comparison here
with the current pandemic of Covid 19 caused by the SARSCoV-2 virus, in that previous infection with an endemic
coronavirus appears to protect at least against severe Covid
19 disease1.
References
1. Sagar M, Reifler K, Rossi M, Miller NS, Sinha P, White
L, Mizgerd JP. Recent endemic coronavirus infection
is associated with less severe COVID-19. J Clin
Investigation. https://doi.org/10.1172/JCI143380

In the news
Climbing Everest – a dangerous endeavour
Many more people are attempting
to climb to the summit of Mount
Everest. Some are successful, but
in the last 30 years the death rate
has remained about 1% of those
making the endeavour. This statistic
does not appear to be a deterrent,
for the number of climbers taking
up the challenge increases year by
year. Queues and long delays on
sections of high summit reaches now
increase the hazard, as climbers are
exposed for longer in the death zone.
2211 climbers started the climb for
the first time between 1990 and
2005 while the number increased to
3,620 between 2006 and 2019 – a
64% increase. An increasing number
of inexperienced mountaineers
are embarking on this hazardous
undertaking. Climbers are frequently
crammed on narrow precipiced ridges
and in winding queues in bottlenecks
in the death zone, where low oxygen
pressures and increased exposure
time to elements increase the fatality
risk exponentially.

In the news
Ebola vaccine success
An Ebola outbreak in the Democratic Republic of the Congo has been officially declared over; the first time the
country has been free of this deadly disease since 2018. The Congo has recorded 11 outbreaks since the Ebola virus
was first found in 1976 in what was then Zaire. 2250 people have died from the disease in the last two years. The
latest outbreak infected 130 people and killed 55. The response programme has been a major logistical challenge
in a country with a weak health system and resistance to vaccination and community support, with militia fighters
attacking health responders and villagers seeking vaccination. Health workers managed to vaccinate more than
40,000 high-risk people in communities dotted around the rainforest and in urban centres. Difficulties were increased
by the lack of a steady electric power supply creating difficulties for response teams trying to maintain the vaccine
at temperatures as low as -80°C – a logistic challenge which will face global workers endeavouring to roll out the
Covid-19 vaccine. Contact tracing and improved sanitation procedures developed in the fight against Ebola are now
being applied in the battle against Covid-19 in Africa.
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In the news

Climbing Mount Everest will
always remain dangerous as in
the higher reaches there is a very
high physiological threat to human
well-being. Researchers have
published in the Journal PLOS One a

comprehensive review of success and
death rates. Climbers attempting to
scale the mountain for the first time
are twice as likely to succeed now
however as they were 30 years ago.
A recent study has shown, a third of
mountaineers reached the summit
between 1990 and 2005 and this
doubled to two thirds between 2006
and 2019, according to researchers
from the University of Washington.
Everest success is now more likely as
most climbers carry adequate oxygen
canisters and fewer people endeavour
to reach the summit without oxygen
supplementation. Less than 200
people -since the days of Hillary
and Tensing (the first summiteers
in 1953) reach the summit without
supplemental oxygen, according to a
National Geographic report. There is
now an extensive system of fixed lines
(ropes attached the mountainside by
sherpas early in the season) which
make it easier for climbers to keep
footing and avoid deviations from the
most direct and safest route. More
accurate weather reports also mean
mountaineers can be better informed
when the best window of opportunity
exists. Increasing experience of
expedition leaders and high altitude
porters also help to boost success
rate.

Older climbers in particular are
much less likely to run into difficulties
compared with 30 years ago. A
60-year-old attempting the climb
between 2006 and 2019 had the
same chance of reaching the top as a
40-year-old climbing between 1990
and 2005. An increasing number of
women are now climbing Mt. Everest
with the proportion rising from 9.1%
to 14.6% in last few years, and data
shows that women have similar odds
to men of success and of death since
1990. The commercialisation of the
climb programme and the increasing
number of people on the mountain
has added to risk. Climbers are now
arriving on the mountain with intent
to reach the summit and having
virtually no previous hill/mountain
and climbing rock climbing skills. In
so doing, they put themselves and
Sherpa guides and porters into high
risk of health hazard. When people
are paying huge sums of money to
guides and commercial companies,
the incentive is always to push on
and upwards when wiser counsel
should prevail for retreat and wait for
another day.
This piece has been published in the
Hardcopy of Travelwise: Journal of
BGTHA in January 2021 but has not been
published previously online.

47

COVID toes - A clinical entity?

Review

Iain Macintosh BA (Hons) MBChB, MSSCh FBGTHA

Journal watch

Association of Plasmodium falciparum kelch13 R561H
genotypes with delayed parasite clearance in Rwanda:
an open-label, single-arm, multicentre, therapeutic efficacy study
Aline Uwimana, MD, Noella Umulisa, MD, Meera Venkatesan, PhD, Samaly S Svigel, PhD et al
DOI: https://doi.org/10.1016/S1473-3099(21)00142-0

This study enrolled 224 children aged 6-59 months across
three sites in Rwanda to look at suspected potential
artemisinin resistance in the treatment of Plasmodium
falciparum malaria. Partial artemisinin resistance is suspected
if delayed parasite clearance (i.e., persistence of parasitaemia
on day 3 after treatment initiation) is observed. In recent
years in southeast Asia, validated markers of artemisinin
partial resistance with Plasmodium falciparum kelch13
(Pfkelch13) R561H and P574L have been established which
have now been reported in Rwanda but no association with
parasite clearance has been observed.
All participants were treated with a 3-day course of
artemether–lumefantrine and then treatment response was
monitored for 28 days using weekly microscopy screenings
of blood samples for P falciparum. Mutations in Pfkelch13
and P falciparum multidrug resistance-1 (Pfmdr1) genes
were characterised in parasites collected from enrolled
participants. Mutations are implicated by the WHO in delayed
clearance of parasites. In two of the sites, approximately 15%
still had detectable parasites after three days – which
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fits with the WHO criteria for partial resistance.
The study concluded that there was evidence of emerging
artemisinin partial resistance in Rwanda. Although
artemether–lumefantrine remains very effective, vigilance
for decreasing efficacy, further characterisation of artemisinin
partial resistance, and evaluation of additional antimalarials in
Rwanda should be considered.
Comments
In South East Asia, especially Cambodia and neighbouring
countries, there has been growing resistance to artemisinin
compound drugs used in the treatment of malaria. Malaria
parasites are not always cleared from the blood in three days
as they should. Genetic mutations in the falciparum parasite
have allowed them to evade the drugs. If the artemisinin
drug does not clear the parasites in three days then the
partner drug comes under pressure and potentially leads to
resistance. To date resistance has been localised to South East
Asia, however, there has been growing concern that this could
spread to Africa. Further monitoring is required.

Skin manifestations of travel related disease are common
and frequently present in post travel health consultations. A
new entity may have to be included in differential diagnosis
of skin lesions on hands and feet in the returned world
traveller. “Long Covid” effects of Coronavirus 19 illness
are now presenting, and patients affected by the condition
are increasingly likely to appear for doctor and nurse
consultation. Health professionals will have to be aware of
rarer features of the disease and patient and personal
transmission risk. A novel phenomenon “Covid toes” has
been reported in recent research. Possible COVID-19
related skin changes have been
described, mostly urticaria, drugrelated eruptions, and chickenpox-like
vesicles.1 Cutaneous lesions referred
to as acute acro-ischemia have been
reported as a possible sign of SARSCoV-2 infection in adolescents and
children. Attention has been drawn
in COVID-19 infections to “perniolike” lesions appearing in patients,
with most affected people denying extended exposure to
cold environments. Pernio (also known as-chilblains) is a
condition where purple, tender bumps appear on fingers
or toes usually as a reaction to cold temperatures. Patients
often experience a burning skin sensation with pain and
tenderness, which tends to disappear after about 2-3 weeks.
They appear in mainly young children and adults.
Since the beginning of the current pandemic, ischaemic acral
lesions have been observed both in adults with severe forms
of COVID-19 and in younger, otherwise healthy patients.
In patients with severe COVID-19, these lesions present
as peripheral cyanotic lesions and appear to be secondary
to systemic consequences of the disease, particularly
thrombotic vasculopathy.1
The pattern of acral lesions is described as erythematous
purple, purpuric macules, papules, and/or vesicles. The
close temporal appearance along with the COVID-19
pandemic has suggested that the two are associated. Patients
who develop the pernio-like lesions of their feet may
be infectious, testing PCR positive for the virus. Others
may develop them somewhat later in the disease course,
when past the infectious stage of the virus. Researchers
have suspected that these lesions can be associated with
asymptomatic or mildly symptomatic COVID-19. There
is a potential risk of transmission of the virus, with health
implications for health professionals and in podiatric
consultation.

Virally-induced illness, rashes and eruptions such as
morbilliform (measles-like) and urticarial eruptions also
appear on hands and feet. Patients with COVID-19 are also
often on multiple medications including antibiotics. When
a rash develops it can be difficult to determine whether skin
findings are related to a medication or to the virus itself.
COVID toe presentations have been relatively uncommon
during the disease outbreak and there is controversy
over whether "COVID toes" are actually caused by this
coronavirus.
A study published in the British Journal
of Dermatology provides evidence in
support of the link.2 In most cases,
affected individuals test negative with
traditional COVID-19 tests involving
throat swabs and measurements of
circulating antibodies, but this study's
investigators found that the SARSCoV-2 virus that causes COVID-19 was
present in skin biopsies in children with
symptoms of “COVID toes”, despite negative results from
traditional tests. Analyses
detected the virus in skin's blood vessel endothelial cells,
as well as in the sweat glands. Electron microscopy in
one biopsy also found evidence of viral particles within
endothelial cells. The findings support a causal relation of
SARS-CoV-2 with COVID toes. Endothelial damage induced
by the virus could be the key mechanism causing these
lesions. Vascular damage could also explain some clinical
features seen in patients with severe COVID-19.
A report by Galván Casas et al confirmed that 29 of 71
cases of pseudo-chilblains were associated with severe acute
respiratory syndrome coronavirus 2 (SARS-CoV-2), noting
that this pattern is less commonly associated with virologic
confirmation.3 Another study by Fernandez-Nieto et al
reported that 95 of 132 patients with acro-ischaemic changes
had a chilblains pattern.4 Acral lesions often occurred later
during the course of COVID-19, and late-stage disease
testing was believed to partly account for low positive rates
of SARS-CoV-2 infection (2 of 11 patients).
However, in an evaluation of chilblains as a manifestation
of the COVID-19 pandemic, researchers questioned these
findings.5 An observational prospective case series aimed to
investigate the possible association between chilblains and
COVID-19.
In a series of young patients who had recently developed
chilblains, none of the patients tested positive for COVID-19
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on nasopharyngeal swabs, nor were blood immunoglobulin
IgM or IgG antibodies detected. Authors considered these
ischaemic, acral cutaneous lesions appeared not to be
directly associated with COVID-19.5 The concomitant
increase in reports of chilblains during spring, in conjunction
with the COVID-19 pandemic however suggests an indirect
link between these events. The authors hypothesise an
indirect consequence of the COVID-19 pandemic due to
imposed community containment and lockdown measures,
leading to lifestyle changes that are
considered risk factors for developing chilblains.
When questioned about lifestyles, all patients reported that
they had either been working from home or, were home
schooled since the beginning of containment and measures
reported were decreased physical activity and considerably
more time spent in sedentary body positions. Some patients
also reported increased consumption of recreational drugs,
herbal medicines, and/or energy drinks. Most patients
declared that they remained barefoot or in socks most of the
day.
In another case series of children and adolescents, the
clinical, histological, and laboratory test results were
compatible with a diagnosis of perniosis, and no evidence
was found to support the implication of SARS-CoV-2
infection. A relationship between acute acral skin changes
and COVID-19 could not be demonstrated.6
It is still unclear whether a viral cytopathic process or a
viral reaction pattern or other mechanism is responsible for
“COVID toes.” Further complicating matters are the lack
of confirmatory SARS-CoV-2 testing in some cases, which
instead rely on indirect evidence such as systemic symptoms
consistent with possible infection, cohabitation with an
individual with COVID-19, or serologic test results pointing
to the convalescent phase of infection. Clinicians must be
aware of the protean cutaneous findings that are
possibly associated with COVID-19.5

another clinical identity to consider in differential diagnosis
of peripheral skin lesions and an entity to be included in
personal and patient health risk assessment.
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Lifestyle changes imposed by quarantine, such as walking
barefoot in unheated homes, inactivity, and time spent
in sedentary positions, could explain research findings.
COVID-19 related or not, podiatrists may well see an
increase of pernio-like presentations due to behavioural
change, or changed public awareness and perception of
chilblains and possible associations with more serious
disease.
The association between acral skin disease “Covid toes”
and COVID-19 has yet to be proved. Other studies with
improved microbiologic tests or molecular techniques aimed
at demonstrating the presence of SARS-CoV-2 in the skin
may help to clarify this problem. The outcome of further
research may determine whether “Covid toes” presents

This piece has been published in the Hardcopy of Travelwise: Journal of BGTHA in January 2021 but has not
been published previously online.
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Pertussis vaccine - Understanding the
conflict between countries for travellers

Review

Derek Paul Evans FRGS, FRPharmS, FFTM RCPS(Glasgow), FISTM
http://dx/doi/org/10.21864/jbgtha.2021.192
Abstract
Pertussis booster vaccinations are regularly requested by
travellers visiting newly born infants in countries outside of
the UK. These travellers attend clinics requesting booster
doses of pertussis vaccine as there is a variance in national
policies. The UK has a policy of giving three primary course
doses and one booster, whereas many other countries require
two booster doses. The variance stems back to the change
from whole cell to acellular vaccines. Acellular vaccines
have evidence to support that over a period of time waning of
the effectiveness occurs. To improve the protection of newly
born infants two different policies have been suggested. The
UK policy is to vaccinate a pregnant mother in the third
trimester whereas other countries elect for an additional
booster dose and cocooning of the infant. Studies from
England suggest that vaccination of the pregnant mother is
85% more effective at reducing pertussis in the first eight
weeks of birth than postpartum vaccination. Other studies
reacting to cocooning show variable results in protection
from 51% for the first four months to no reduction in the first
six months.
Background
Private travel clinics routinely receive private requests from
travellers and healthcare professionals requesting pertussis
vaccine boosters. These are either for working abroad and
especially in paediatric units or attending family with newborn children. The current NHS policy is that as mothers are
routinely vaccinated in pregnancy then vaccination for other
people attending neonates is not recommended.1 With other
countries (including Australia and USA) requesting booster
doses of pertussis, a conflict of misunderstanding and standoff between national policy makers exists. This variance
causes concern for travellers attending neonates, as the
NHS policy does not allow a booster vaccination and leads
to referral to private sources who will use the vaccine offlabel to the licence. This review considers the evidence and
reasoning behind the the decision to request boosters.
Pertussis toxin is a major contributor to pathogenesis.
Secreted as an exotoxin it is a regarded as a strong
immunogen with the antibodies associated to it
demonstrating clinical immunity.2
Method
To complete a literature search review of Google Scholar,
QxMD and Cube Search engines. Additional information
sourced from national bodies representing public health

particularly in Australia and USA and specialist travel health
journals such as Journal of Travel Medicine and Travel
Medicine and Infectious Diseases.
Results
Pertussis is considered by WHO to be a disease of
developing countries. However, in developed countries
such as the UK, pertussis reporting is also increasing. The
statutory Notifications of Infectious Diseases (NOIDs) in
England and Wales shows the following data:
Table 1: Total Pertussis cases reported in first 10 weeks
and 6-month period of 2021 compared to previous 2 years
(17)

Pre-Covid the periodical and annual cases of pertussis were
rising. In 2020 the recorded increase was 72% greater than
the previous year.
A comparative review of the number of pertussis doses given
in a primary course of other countries was compared to the
UK. The UK primary immunisation course is to include
pertussis, with vaccinations given at two, three and four
months with a booster at three-five years (four doses in
total).3 By comparison, other countries include a fifth dose
usually given in adolescence. Of 44 countries reviewed, 32
(72.7%) indicated a fifth dose, including Canada, United
States and Australia. Within Europe, 20 of 23 countries
(86.9%) included a fifth dose of pertussis in their vaccination
schedule.4
Further review showed that the primary immunisation
schedule started at two months (range 6-12 weeks) with
three doses given over the initial six months (range 4-12
months) from birth. Paediatric boosters were included in the
vaccination schedule for 43 of 44 countries and were given
between 15 months and 10 years and an adolescent booster
between the ages of 11 to 16 years.5
Of the different types of vaccine available, acellular pertussis
was used North America, Europe, Africa, Middle East, and
Asia. The alternative whole-cell pertussis vaccine was most
widely used in Central and South America.4
One of the main points when considering the variance
in immunisation policy and schedules is related to
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understanding the aetiology and epidemiology of pertussis.
In a large Canadian study nearly 60% of older adolescents
and adults diagnosed with pertussis reported having a
previous vaccination with fewer than 10% having had prior
natural infection.5 A UK study showed that a lengthening
of the period between epidemics, was consistent with a
reduction in transmission that was seen when using whole
cell vaccines.6 This was realised following a change in
the early 1980s from whole cell to acellular vaccines. The
acellular vaccination was produced because of the common
occurrence of minor but burdensome local reactions and
the need for less reactogenic vaccines. The choice of which
pertussis vaccine to use was outlined in the WHO position
paper which suggests that following three doses of acellular
vaccine, protection may decline appreciably before the age of
six years.7
With the UK electing to use only acellular vaccine, studies
of the humoral immunity started to appear that showed
significant increases in antibodies but with substantially
differing levels to post immunisation between them. This
variation was analysed, and the results concluded that
manufacturing techniques were important in determining the
immunogenicity.8,9
With waning immunity reported in several studies using
acellular vaccine, a Swedish study first suggested that booster
doses were necessary.10 Further research in the United States
went further and found that Tetanus, diphtheria, pertussis
vaccine (Tdap) effectiveness after four doses declined from
69% during the first year to 9% by four or more years after
vaccination.11 A further Californian study comparing five
doses showed that efficacy declined with time from 98.1%
within one year to 71.2% five or more years later.12
As an alternative to boosting, countries such as the UK,
have a policy of vaccination in pregnancy. Studies of Tdap
vaccination in pregnancy show that the infant benefits from
high levels of transplacentally derived maternal antibodies
providing protection during the greatest period of risk and
before their vaccination programme commences. This was
supported by a study in England that determined vaccination
in the third trimester was more than 85% effective than
postpartum vaccination of the mother at preventing pertussis
within the first eight weeks.13
Discussion
With the transfer from whole cell to acellular pertussis
vaccinations a significant reduction in effectiveness was
seen after the initial three dose period. This led to the
recommendation of a fourth booster in the primary course in
the UK.
WHO estimate that there are >60000 deaths per year in
children under the age of five years, mainly in developing
countries and pertussis is an important cause of child
mortality. The UK changed to acellular vaccine in 2004
and introduced the maternal vaccination programme in
2016 following a resurgence thought to be due to waning
protection.14
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Other countries also experiencing waning protection with
acellular vaccine added a second booster dose to their
vaccination programmes, creating a difference in policy to
the UK. This conflict becomes highlighted when close infant
contacts wish to visit in another country. These receiving
countries have used the “cocooning” method of vaccinations
for travellers. The evidence to support this introduction is
controversial, as one study found a reduced risk of pertussis
by 51% in under four months15 and another found cocooning
did not reduce pertussis illness at all in infants age six
months and under.16 By comparison, the UK study was found
to offer better infant protection through mother vaccination in
pregnancy.
Conclusion
Pertussis remains a disease of concern for all countries in
infants under the age of six months. The move towards using
acellular vaccines raised the problem of waning protection
over time. Most countries adopted a primary course of
three vaccines plus a booster. The number of booster doses
varies according to the national policy which is globally
divided between vaccination of pregnant mothers in the
final trimester and inducing maternal antibody protection
and that of cocooning all close contacts with a second
booster. Despite evidence to suggest that cocooning may
not be effective, and vaccination of pregnant mothers is
more effective, national policies remain unchanged causing
concern for travellers.
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In a country like the UK where rabies is a distant
memory, it can be challenging to explain and educate
travellers about the risks in their destinations. But with
rabies present in destinations on every continent except
Antarctica,1 and the catastrophic consequences for a traveller
who contracts this almost-universally fatal
infection,2 effective advice and promotion of pre-exposure
prophylaxis for those travelling to high risk areas is an
essential component of the travel health consultation. We can
follow UK 3 and international1, 4 guidelines recommending
courses of pre-exposure rabies vaccination suitable for
travellers to endemic areas, although there are currently
some differences between the exact vaccination regime
recommended by different guidelines5 and this can present
challenges when advising travellers from different countries.
After advising the traveller, we metaphorically wave them
off into the sunset. What happens after this? How effective
was the advice given? Did we reduce the need for postexposure prophylaxis? Did they know when and how to seek
appropriate help while overseas and on their return? Were
they able to get appropriate post-exposure treatment if they
needed it? Raleigh International is a UK based organisation
deploying young people on expeditions to Costa Rica, Nepal
and Tanzania; all destinations where rabies is endemic. We
wanted to use our experience to explore these questions.
All our volunteers agree steps to mitigate the risk of
potential rabies exposure, including full pre-exposure
prophylaxis vaccination according to the Public Health
England (PHE) schedules prior to programme
commencement and strictly no contact with mammals of
any kind while on programme. This pre-travel advice is
reinforced once in the destination country at face to face
sessions with volunteer medics, who run through the specific
logistics and challenges of sourcing post-exposure treatment
at the destination. We emphasise that rabies is difficult to
diagnose in affected animals therefore if there is any doubt
about a wound inflicted by a mammal it will be treated as
a rabies exposure risk, as well as the well-known fact that
rabies is fatal in almost all known cases of symptomatic
disease. Most volunteers will also have received information
from their travel clinic or Practice Nurse about the risks and
how to prevent exposure too.

54

Raleigh’s medical team support those who choose to
volunteer with us from the pre-departure health advice, right
the way through their international travel until they return
home again. This gives us the opportunity to find out how
closely our pre-travel advice is followed during travel, and
how readily post-exposure treatment was available if needed.
We reviewed rabies exposure incidents on our expeditions
from January to September 2019 for travel to all three
countries we operate in.
Despite all of the advice provided about rabies, during the
data analysis period Raleigh recorded 30 potential rabies
exposures (out of 1554 total medical reports for the same
period). Of these 30 cases, 77% were attributed to UK
and International volunteers as opposed to nationals of the
country they were working in. We also found that these
exposures tended to occur towards the end of volunteers’
involvement in the programme. This could indicate that
travellers become more laid back about the potential risks as
their time and exposure to the new culture and environment
increase.
It is difficult to know if these 30 cases would have been
identified as potential rabies exposures had it not been for
their pre-exposure education. However a review of potential
rabies exposure incidents among military personnel in
Afghanistan in 2011 found that a significant number of
avoidable incidents occurred, and there were significant
delays before post exposure treatment was sought by those
affected, despite health briefs delivered pre-deployment and
at destination.6 This fits with our experience that the impact
of education may not last the full duration of travel.
When a potential rabies exposure occurs on expedition,
we identify those who require post-exposure prophylaxis
according the current PHE post exposure treatment
guidelines.7 Usually this involves arranging booster rabies
vaccinations, but occasionally rabies Immunoglobulin (RIG)
is indicated, and arranging this can cause particular difficulty
as one incident in Nepal demonstrates. A volunteer sustained
a cat bite and it was identified to require RIG as part of
their post exposure treatment. The volunteer medical team
called all the hospitals in the region locally to the volunteer,
Kathmandu region and the Kathmandu Valley, before
eventually locating a dose, in a pharmacy of a major hospital

in Kathmandu. The travel from the remote rural village to
the city made the volunteer reluctant to receive the treatment
but with encouragement they agreed to travel and receive all
the care required.
The volunteer had been provided with information at time
of pre-exposure vaccine, during the medical screening
process in the way of mandatory vaccine information, the
face to face training by volunteer medics and yet still there
was an encounter which lead to the recommendation of
RIG. Despite all of this and medical personnel on hand to
recommend, to arrange and cover the costs of the required
treatment there was still a reluctance to take this up.
Avoiding the need for RIG is a major reason why adequate
pre-exposure prophylaxis is important, as RIG is often not
readily available in destination countries.2
Several studies have shown that RIG can be the most difficult
component of post exposure treatment to obtain: a survey
of 920 patients presenting to GeoSentinal clinics in 2018
found that 64% of travellers with an indication for RIG
had not received it, despite the majority seeking medical
attention in the country where they were exposed.8 A review
of patients seen in Australian travel clinics in 2011 found
that while 62% were able to start post exposure treatment in
their destination country, only 14% had been able to obtain
RIG.9 Interestingly a report from a travel clinic in Singapore
in 2014 where RIG had been given in only half the cases
where it was indicated found that in the majority of cases
the barrier to receiving RIG was the cost of the treatment.10
As we found with our volunteer, even when treatment
is available, practical issues like cost and transport can
dissuade travellers from taking it up.
To return to the earlier questions about what happens after
travellers leave the travel clinic? How effective was the
advice given? Often travellers would not necessarily
recognise a potential rabies exposure. With the additional
face to face sessions Raleigh International provides we
can raise the group’s awareness and therefore increase the
likelihood of appropriate recognition. Despite this our data
suggest that volunteers’ awareness of risk reduces over time.
Did we reduce the need for post exposure treatment? It was
needed by a substantial number of volunteers, and in one
case RIG was required; we cannot tell how many
exposure events were prevented by volunteers following
advice to avoid contact animals. Did they know how to
seek appropriate help while overseas and on their return?
Volunteers on organised expeditions such as Raleigh’s can
follow in-house reporting procedures and treatment systems,
but for those who do not have the support of an organisation
behind them to find a clinic with the specific treatment they
require it getting access to full post exposure treatment
in a timely way in their destination country can be very
challenging or unachievable.
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For expedition providers, and all travel health advisors, it is
important to ensure travellers receive and importantly retain
advice about pre-travel vaccination, about how to minimise
the risk of exposure to rabies, and what steps to take if they
are exposed.
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INTRODUCTION
Malnutrition continues to be a major health burden in low
and middle-income countries.1 With its two constituents
of protein-energy undernutrition (PEU) and micronutrient
deficiencies, it is globally the most important risk factor for
illness and death, with hundreds of millions of pregnant
women and young children particularly affected.2 Apart from
marasmus and kwashiorkor, protein-energy malnutrition
deficiencies in iron, iodine, vitamin A and zinc are the main
manifestations of malnutrition in low and
middle income countries.3 Malnutrition is a major public
health problem throughout the low and middle-income world
particularly in sub-Saharan Africa.4
Malnutrition increases susceptibility to the severity of
infections and is a major cause of illness and death from
disease. It causes about 300,000 deaths per year and is
indirectly responsible for about half of all deaths in young
children. The risk of death is directly correlated with the
degree of malnutrition. Internationally sponsored food aid
can help address this problem and reduce disease, illness and
mortality.5,6,7
Food aid is defined as “help in the form of basic items of
food given to a country or region suffering from a food
shortage”,8 it is one of the main ways of addressing the 820
million people from low and middle income countries who
suffer from global malnutrition. Malnutrition causes much
global morbidity and mortality.4
This article assesses effectiveness of international food aid
in helping countries in East Africa, Ethiopia, Mozambique,
and South Sudan recover from crisis from literature review
resources. Sub-Saharan Africa is the most food insecure
area based on the Economic Research Service of the
United States Department of Agriculture’s annual ten-year
projection for 2028.9 Approximately 27.4% of the population
in Africa was classified as severely food insecure in 2016.9
Sub-Saharan Africa is the most food insecure area.10 Food
insecurity, as defined by the Food Agricultural Organisation
(FAO), “exists when people do not have adequate physical,
social or economic access to food”.11 Food aid has continued
to be an essential part of battling world hunger. However,
stagnation of undernourishment levels among low income
and rural demographics in Africa questions whether food aid
really is effective at helping countries in Africa to recover
from crisis.
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What is food aid?
A country can be provided with relief, programme, or
project food aid. Relief food aid is a short-term response
that delivers food aid directly to people in times of crisis.
Programme food aid is food imported from donor countries,
which is then sold at local markets. Project food aid is a
longer-term solution that targets specific groups and carries
out development work such as health care, establishing
water sources and education on farming practices. There are
different methods of delivering food aid. A ‘general ration’
meets the full needs of the targeted population. Therapeutic
or supplementary feeding targets certain vulnerable
demographics such as pregnant woman and people with
HIV. Food for work schemes employ populations as well as
feeding them.8
Where does it come from?
Main donors of food aid are the United States of America
(USA) and the European Union (EU) constituting roughly
two thirds of the World’s food aid supplies. The USA is
regarded as the most important donor as it is the main
contributor to the World Food Programme’s (WFP) fund.8
Problems with Food Aid
Food aid has the potential to save lives and reduce
morbidity, diseases, and illness by providing nourishment
in times of crisis to the most vulnerable. Negative impacts
arise from the economic effects of food aid on local markets
and economies such as dumping of subsidised surpluses on
to markets. Foreign aid has impeded economic recovery and
even marginalised the production of local farmers, leading to
domestic production of that country to reduce ‘dependency
syndrome’.12 This can perpetuate food insecurity and
reliance on food aid for decades. Some forms of food aid
can change the local diet, or the distribution of food aid is
left to locals rather than charities, leading to wastage and
unequal distribution.8 The EU commissions’ position is that
food aid, is not an appropriate instrument to create long-term
food security due to the risk of dependency. The EU have
also taken measures to incorporate food storage as part of
international food aid.8
Ethiopia
Ethiopia is one of the most food insecure regions in the world
and has been receiving food aid for the past 30 years.13,14
Eight and a half million people face food insecurity due to
political unrest and climate change.14

Mozambique
Mozambique has a population of 26.4 million and has
an estimated 3.1 million food insecure people.15 It has
suffered climatic disturbances, which destroyed crops and
infrastructure.14 Drought and pest infestations have crippled
national food production and decimated rural communities
that subsistence farm the land, and subsequently food prices
reached record highs in 2017. Throughout the 1980’s, 80% of
all food was imported as food aid.16
South Sudan
The World Food Programme has been present in South
Sudan since 1963.17 Out of its population of 11 million,
an estimated 6.1 million lack food security.8 Climate and
conflict are the main reason for food insecurity, with farming
and transportation nearly impossible due to blockaded roads
and destroyed infrastructure.
LITERATURE REVIEW
Mozambique
Emergency aid plays a clear and crucial role in saving
lives and limiting nutritional stress in acute crises caused
by conflict or natural disaster.18 Despite this, there is a
severe lack of evidence quantifying its positive impact. Late
arriving and inflexible relief does not allow regions to switch
from food imports to local produce, hampering recovery of
local economies. Mozambique has the potential for domestic
food security and to even be a potential exporter of food to
the central African region.19
Imported food aid ended up inhibiting the recovery of
Mozambique’s economy. Throughout the 1980's,
production deficit was increasingly covered by imported food
aid, with 80-90% of market grain coming from imports.20
The import of yellow maize negatively impacted the market
for the endemic white maize. Volumes of yellow maize food
aid strained the storage, transport, and distribution of the
grain. A third of the disrupted supply ended up on the local
market, plummeting the market price to half the former
price level. Selling of grain no longer became profitable
for the consignees. Some chose not to receive their quotas,
resulting in more wastage.19 The minimum producer price of
white grain became 70% more than the mean retail price.21
Relief food aid can potentially alter the price of the domestic
products being supplied, leading to dependence on food aid
deliveries and the neglect of domestic food production.8
Ethiopia
In the case of Ethiopia, food imports have eclipsed local
production. While providing cheap grain in the short
term, this has resulted in crippling dependency on these
imports.12 Extensive importing of food aid can foster
detrimental ‘dependency syndrome’ in the country receiving
it. Dependency syndrome occurs where farmers modify
social and economic behaviour in anticipation of food
aid.12 Importation of food aid has created a redundancy
for domestic food production as farmers are unable to turn
a profit. It can lead to further damaging effects such as
‘aspiration failure’ – lack of systematic pro-active effort to
better ones’ future.22 Prolonged relief aid can have economic

consequences. Economically, Ethiopia’s balance of payments
has been historically low, with an all-time low in 2016 when
there was significantly more money leaving the country’s
economy than entering it.23
Food aid sponsors have been criticised for not purchasing
food aid locally. In 2000, 1,074,000 tonnes of wheat food
aid were imported into Ethiopia in response to the drought
at the time. Only 59,000 tonnes were purchased locally.24
This resulted in a decrease in the price of wheat and reduced
net income for wheat-selling households in Ethiopia. While
wheat buyers benefited from the lower price, wheat sellers
suffered. The majority of poorer households are net sellers of
wheat; therefore, food imports may only benefit the wealthier
urban population.24
Ethiopia’s Productive Safety Net Programme (PSNP), 2004,
was created to ensure predictable food aid to severely food
insecure people.25 It covered 50% of Ethiopian communities
and provided food baskets for the most food insecure.
The scheme suffered from payment delays and regional
differences in implementation.26 Despite improved targeting,
only 22% of those who were food insecure received aid as
some districts or households in need were not selected.27.
The World Food Programme introduced an integrated aid
initiative: it assisted 1.4 million food insecure people by
creating assets for the poor using ‘food for work’ schemes.
It worked to reverse farmland degradation, increase food
distribution, and improve potable water supplies and
transportation access. There was a reduction in annual food
shortage from five to three months. Of the participants, 60%
reported an increase in the number of meals eaten per day,
84% reported a 150-400kg increase in crop production per
year per household and 73% had more money to spend on
education, health and clothing.14
South Sudan
WFP set up a planned response to provide emergency
assistance to 1.4 million people17 in the form of General
Food Distribution (GFD), targeted supplementary feeding
of children, school feeding and food-for-training schemes. It
was underfunded and faced issues in distribution of aid, with
the hijacking of trucks delaying deliveries.
Operation Lifeline Sudan (OLS) was created by the UN in
response to the second Sudanese civil war, which resulted in
the sovereignty of South Sudan. It was the first humanitarian
programme to provide aid to internally displaced, waraffected civilians within a sovereign territory, setting a
precedent for humanitarian assistance in following decades;
it received criticism regarding UN bureaucracy and political
weakness. The main aims of OLS was to provide assistance
to those affected by war, however, this did not transpire. The
north of Sudan was firmly under the Government of Sudan’s
(GOS) control and more difficult to access. UN-involvement
adjusted to the de-facto situation with access to the more
autonomous South and other non-government-controlled
areas at the expense of the northern populations, thereby
failing the UN humanitarian policy.28
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OLS was criticised for lack of neutrality by providing
more than just essential aid.29 Allocation and distribution
of food aid brings a profound effect on the social standings
of beneficiary communities and increases the power and
influence of those providers. On some occasions OLS aid
distributers did not observe local chieftaincy and kinship
systems, often bypassing local chieftains to work with
young, educated, English-speaking community members.29
Fears over food dependency syndrome developing led
to the transition from relief rations to the development
of agricultural projects. The OLS justified this shift to
developmental relief as driven by the changing fashion in
the aid world.28 The shift pushed the Dinka people of South
Sudan towards a reliance on highly exploitive and nonsustainable forms of agricultural labour.29
OLS was the first of its kind. Never has such as large-scale
humanitarian response negotiated access during an active
conflict, which allowed humanitarian assistance to reach the
most desperate at such a crucial time.30
DISCUSSION
Food aid in sub-Saharan Africa has worked with varying
degrees of success and unintended consequences. Food
aid impacts on host countries’ economics, politics and
communities and dumping of subsidised surpluses on to
markets cannot be encouraged as aid.8
The detrimental effects of no food aid at all, with
malnutrition and starvation is closely associated with
illness, disease, infant and maternal mortality, but no
matter how poorly managed, is essential and effective in
saving lives. Some instances of food aid have been more
effective than others and with each iteration, changes and
developments are occurring to make it more cost effective,
integrated, and impacting positively rather than negatively.
Economic implications
Economic hardship can stem from prolonged and
irresponsible importation of food aid into recipient
countries e.g. Ethiopia and Mozambique.12,19 Both
countries’ agricultural industries have been decimated by
drought and then subsequently by food aid flooding the grain
market, making farming unprofitable, having a detrimental
effect on their economies. They are now net food importers,
with around 6.7% of their imports being food and cereals
in 2018.31 Vast volumes of food aid were received without
proper infrastructure in Mozambique resulting in only a
third reaching local markets,21 which subsequently drove
the price of grain down dramatically leading to the cost of
production to be 70% more than the retail price. Ethiopia
faced the same issue, where net food imports destroyed the
market for local production leading to aspiration failure and
a form of structural unemployment, as farmers could nolonger profit from farming.
Irresponsible food aid deliveries are often the culprit of
dependency syndrome and can hamper economic recovery
for years after the initial crisis response. However, the
food aid sector has adapted over the years. Ethiopia’s

58

MERET initiative from 1997-2002 worked on improving
infrastructure and farming practices that provided Ethiopian
farmers with a livelihood, rather than just a lifeline, with
88% of people showing an overall positive increase in their
livelihood situation and 72% showing increased income
from sales of their produce.14 Schemes like that help lay the
foundations for the recovering agrarian economy which will
increase food security in the future, reducing dependency
syndrome and prolonging the positive effects of food aid.
In South Sudan, Operation Lifeline, the fear of developing
dependency syndrome paired with a lack of funding, led to
irresponsible withdrawal of food aid, which forced farmers
to highly exploitive and non-sustainable forms of agricultural
practices.29 Actions like these perpetuate food insecurity, as
unsustainable farming can lead to desertification of land and
overall crop failure.
Provision, delivery and distribution
Delivery and distribution can often limit food aid
effectiveness as aid cannot reach its destination. This can be
unpredictable and unavoidable when operating in an active
warzone. Donation shortfalls are out of the control of an
organisation and often result in the under provision of food
aid. In some cases, aid quotas are simply not met. Shortfall is
commonplace, e.g. Ethiopia, when the Household Economic
Approach only aided 22% of those in need.²⁷
Social, cultural and political effects
For global health reasons alone, food aid is a necessity.
However, often it can change social and cultural dynamics
in the recipient area, changing local diet and disrupting
local customs and traditions. Where possible, food donors
should purchase their aid food from the recipient country,
stimulating the local economy while preserving the eating
habits and culture. Cultural insensitivities by food aid
distributers can disrupt local power balances in villages e.g.
during Operation Lifeline Sudan.
CONCLUSION
Many problems are associated with food aid. They
emphasise the complex nature of international
endeavours to meet the challenge of food poverty and
starvation. Improvements in supply and distribution have
developed over time and it is no longer acceptable to simply
import surplus stock from more economically developed
countries. Planned initiatives seek to work on not only
feeding a nation in response to a crisis, but also creating the
framework for food security in future. However, in many
cases, this evolution is happening too slowly. Much of the
progress of recent decades has come from trial and error,
and totally effective food security schemes seem few and
far between. The process of food aid still needs assessment,
reappraisal, and informed responses to have the maximum
beneficial effect on a recipient country.ie: •
•

Meeting donation quotas would reduce shortfall and
allow NGOs to deliver a swift and appropriate response
Political strength from the UN and formations of
multi-organisation initiatives such as OLS would give
more political power to NGOs allowing action in all
circumstances

•
•
•

Integrated distribution would reduce the strain on
local officials and infrastructure, reducing wastage and
allowing more targeted food aid delivery
Reducing the amount of food imported and buying up
local stock where possible would preserve eating habits
and protect the agricultural sector
Providing programme aid such as food for work and
food for training would reduce aspiration failure and
dependency syndrome, thus strengthening local
farming against climate change.

Food aid is not a ‘one size fits all’ solution. In South
Sudan, decades of civil war saw next to no production
and infrastructure and a displaced population making the
situation highly complex. In Ethiopia, dependence on food
aid together with a weak economy and the addition of an
increasingly challenging climate made change difficult. In
Mozambique, the potential to be food secure was prevented
by a lack of infrastructure and a weak, import-led economy.
The withdrawal of food aid is just as important as its
implementation and organisations that lack the foresight or
funds to withdraw properly can leave a country weakened
and unstable.
Continuous claiming of food aid does not help the recipient
country in the long run. Evidence from previous food aid
initiatives have shown that steps must be taken to make
vulnerable countries self-reliant and resilient against the
increasing issue of climate change. Despite shortfalls,
international food aid to impoverished nations remains a
worthy objective.

A map of East Africa showing countries of South Sudan,
Ethiopia, and Mozambique
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