
One of the courses I enjoy delivering to both private 
and NHS staff is the travel health update. I adore 
meeting others with a similar passion to myself 
for this wonderful subject and I have to say, it’s 
one of my favourite courses to teach. A few hours 
just never seems enough to explore and expand on 
all the fascinating information there is (to be fair 
though, a week still wouldn’t be enough). But I do 
my best to squeeze in as much as I can.  

One of my time-maximising techniques is my 
labour-of-love travel vaccine quiz. This includes 
plenty of updates integrated into the automated 
feedback. If time is short on the day, delegates can 
take the link away and complete it later to find out 
what they need to read up on. It generally goes 
down very well, and it is rare that a respondent gets 
above 50% so clearly it highlights lots of useful 
learning areas. 

All responses are anonymously stored, and I 
want to share with you some of the results. This 
is not ‘proper research’, it’s just an informal quiz 
that happens to give me, and most importantly, 
delegates, an insight into where people need to
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brush up on. The responses make interesting 
reading and help me to plan for future courses, 
which are mainly informed by which questions 
people tend to get wrong.  So far, I’ve over 300 
individual participant answers to go on, which 
gives a good idea of common misunderstandings 
or mistakes people make in practice. 

Let’s start with this: 

A lot of people know very little about the 
vaccines they don’t provide. 

It seems obvious that if you don’t give a vaccine, 
you are not likely to retain much information about 
it. People are busy, they have a lot to do. But the 
basics are useful to know. For instance, 75% of the 
quiz respondents didn’t know that both tick borne 
encephalitis (TBE) and Japanese encephalitis (JE) 
vaccines have options for accelerated schedules. 
Assuming that these are staff working in settings 
that do not provide those vaccines, could this 
prevent them referring onwards if the traveller is 
short of time?
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Key points to know about this (in the UK anyway): 

•	 TBE: the first two doses are 28 days apart, 
but if time is short this can be reduced to14 
days. Both schedules have a third dose at 5-12 
months

•	 .JE: The two primary doses can be given in a 
week (day 0, day 7) instead of a month (day 
0, day 28) in those aged 18-65, and off licence 
outside of those age ranges.

•	 One should always go for the longer option if 
there is time. But it is good to know for those 
last-minute travellers who ask ‘Do I have 
time for the course before I go?’ or, ‘Should I 
bother?’.

Whichever vaccines we provide (or not) we need 
to discuss all available ones if we are performing 
a comprehensive travel health consultation. So 
it’s beneficial to know about schedules and doses. 
However, it’s not all about the vaccines – advice is 
the bread and butter of travel health and vaccines 
are the tip of the iceberg. I’m often confronted with 
complaints about ‘time’ (one of our biggest enemies 
in healthcare, the other predominant one being 
money) but I’m often heard saying “don’t shoot 
the messenger – it’s in all the guidance if you want 
to do an awesome job”. Demand the right amount 
of time to touch on everything the traveller might 
need to know – it is afterall an actual competency 
to do so (thank you, RCN).

I refer to two important guidance and competency 
documents here, both of which highlight the 
holistic, and therefore often time-consuming, 
nature of a travel health consultation:

RCN  Travel  health Nursing: Career and 
Competency Development (updated 2023) (https://
www.rcn.org.uk/Professional-Development/
publications/rcn-travel-health-nursing-uk-
pub-010-573) 

And the Good Practice Guidance for Providing a 
Travel health Service (2019) https://rcpsg.ac.uk/
travel-medicine/good-practice-guidance-for-
providing-a-travel-health-service )

No-one needs 15 hepatitis A boosters

In the UK the monovalent hepatitis A schedule is 
recommended on day 0 and another 6-12 months 
later for continued protection (which at the time of 
writing is said to give cover for at least 25 years).

However, a surprising number of quiz respondents 
didn’t realise that, although not ideal, we don’t 
have to start all over again if someone turns up 
later than 12 months for the second dose. This 
principle applies to most vaccines, with some, but 
very few, exceptions. A well-functioning immune 
system is fantastic. It will retain a memory of that 
first priming dose and pick right up where it left off. 
Yes, for that traveller who had a dose 5 years ago 
who may have had a waning or even unacceptable 
hepatitis A titre (although this can be debated too 
but that’s for another article), the second dose is 
about continued protection and will bring immunity 
right back up again, even if the second dose was 
delayed (Green Book chapter 17 p.10).

Incidentally, the notable exceptions to ‘not 
restarting’ if the primary schedule goes awry in the 
field of travel health are oral typhoid (Vivotif) and 
oral cholera (Dukoral).

I do wonder from the quiz answers how many 
people are walking around having been jabbed 
an unnecessary number of times with hepatitis A. 
And how many achy arms and financial resources 
would be saved if everyone followed the guidance.

Twinrix and monovalent hepatitis A: never the 
twain shall meet

Here’s a pie chart. Purple represents the incorrect 
answers.



Some quiz respondents have evidently been mixing 
(or thinking about mixing) Twinrix (hepatitis A 
and B combined) with monovalent hepatitis A, 
presumably unaware that there are differing hepatitis 
A potencies in each. Stick to one or the other is the 
Green Book’s advice, unless there really really isn’t 
any other option.

For example, those of us who have been working 
in travel health for a while will remember hepatitis 
A and B vaccine shortages several years ago where 
Public Health England (as the UK Health Security 
Agency was known then) temporarily advised; 
“anything goes – just get hepatitis A immunity in them 
in whatever way you can”. In shortage situations it 
is not uncommon to have to adapt practice slightly 
to accommodate supply constraints. This often does 
involve mixing different vaccine brands, going ‘off-
label’, or altering schedules temporarily. 

Sometimes, ‘learning’ involves the important role 
of ‘forgetting’ too, so we can always be performing 
the most up to date practice. I wonder sometimes if 
old guidance might be a culprit here.

TB or not TB? That is the question

BCG is often not administered in GP practices 
or even private travel clinics, therefore it’s 
understandable that practitioners don’t always 
know a lot about it. But BCG is one of the most 
widely used vaccines in the whole world. And 
active tuberculosis is HORRIBLE. It’s worth 
knowing a bit about. 

Quiz responses around TB indicate that there is 
some confusion about the recommendations. It is 
a complicated vaccination process and involves 
a very specific risk assessment too. These are the 
highlights I often share:

•	 You won’t be recommending BCG vaccination 
often due to the very specific criteria, but when 
you do need to, you REALLY need to. 

•	 For those situations, know now how to refer. 
Note that not all private travel clinics offer it 
due to needing high demand for the multi-dose 
vial it’s supplied in (and short window from 
opening).



•	 Know the interactions and recommended 
timings with other vaccines. For instance, if 
someone has had a fresh BCG you can’t give 
another vaccine in the same arm for three 
months. A very relevant thing to know if one is 
providing other vaccines. A good place to start is 
chapter eleven of the Green Book for looking at 
the recommendations for administering multiple 
vaccines concurrently. 

•	 Do a short course on TB to get a basic 
understanding, and at the very least read 
the Green Book (chapter 32) to get a decent 
background to base discussions on. 

•	 Don’t skirt over the tuberculosis section if it 
appears on the database for that country. Like 
with all the other vaccine-preventable diseases, 
it’s important to discuss disease risks, signs 
and symptoms with travellers visiting high 
endemicity areas, even if the traveller does not 
meet the specific criteria for vaccination OR you 
don’t provide the vaccine in your practice. 

It’s not all work and no play. Business travellers 
have sex too!

From the quiz data, there seems to be a general 
tendency to rank sexual health as a low priority for 
business travellers. One should never underestimate 
the risk of hepatitis B and other sexually transmitted 
infections in those rather safe-looking 5* business 
trips. It can be custom in some countries to offer 
a ‘sex gift’ to high-flying businesspeople. Or to be 
offered perhaps, a relaxing ‘massage’ with a ‘happy 
ending’. Sometimes travellers are allocated an 
attractive ‘concierge’ to escort them around town 
and ‘take good care’ of them.

Business travellers have days off too. As there is 
with ANY traveller, there is the risk of assault and 
rape. We should clearly not overlook the business 
traveller’s sexual health needs like people often do 
on my quiz.

Ticks Wanted! Dead or alive!

What do you do with a tick you just pulled out of 
someone’s armpit or your dog? 

I ask this question on the update courses. The answers 
are sometimes amusing – and brutal! ‘Stamp on it’, 
‘flush it’, ‘take a flamethrower to it…’ and so on. 
I wouldn’t want to be a tick around some of these 
delegates, that’s for sure. The answer I’m usually 
hoping for, is to send it off for analysis to help the 
UK government with their disease surveillance. But 
80% of the quiz respondents didn’t know about the 
UKHSA tick surveillance scheme. 

Ticks are responsible for a number of diseases, some 
of which are spread in the UK, including Lyme 
disease. Whilst we should always be cautious about 
handling ticks, the UK government encourages 
people who have found ticks embedded in 
themselves or their pets to post them off (carefully), 
dead or alive, for analysis. 

The UKHSA have been monitoring changing 
distribution patterns of ticks and tick-borne diseases 
in this way for many years. They also look at the 
carriage in deer too. Using this kind of surveillance, 
they have found a handful of suspicious cases in the 
UK already. In July 2019 someone who became ill 
after a tick bite in Hampshire was diagnosed with 
probable TBE. In July 2020, another person in 
Hampshire was diagnosed with high probability of 
TBE. Then a third case was reported in the UK in 
September 2022, swiftly followed by a fourth case 
in October 2022 after a visit to the North Yorkshire 
Moors. The latter two cases were positive to TBE 
via polymerase chain reaction (PCR) tests. TBE 
is evidently closer than we think when it comes to 
travel advice!

Could this vaccine hence be available on the NHS 
one day? Possibly. The JCVI have been discussing 
the use of the vaccine in relation to occupational 
health for forestry workers on the back of those 
cases (see JCVI minutes October 23). 



People often ask whether the vaccine for TBE 
protects against Lyme disease too. Sadly, it does not. 
However, a vaccine for Lyme disease may not be too 
far off. Phase 3 clinical trials on the Valneva VLA15 
vaccine for Lyme are estimated to be completed in 
2025. The surveillance scheme is closely monitoring 
this disease too so it might be worth considering a 
few ‘ticks wanted’ posters in the clinic waiting room 
to aid these important investigations. Some patient-
facing resources are available here.

Cholera vaccine is free! Catching it is too sadly.

The CQC stipulate that: 

“NHS GP practices are required to offer certain 
vaccinations for the purposes of travel, free of 
charge. The travel vaccines available on the NHS 
are provided because they protect against the 
diseases thought to be the greatest risk to public 
health, if brought into this country.” 

This is reflected in the GP contract too. The CQC 
go on to state that the free vaccines are for polio, 
typhoid, hepatitis A and cholera, and that “not all 
travel vaccines are provided on the NHS”.

Here is another chart from the quiz:

I often wonder why so many quiz respondents 
answer ‘false’ to the question of ‘cholera vaccines 
are free on the NHS’. It could possibly be because 
they are unaware of the reason why some vaccines 
are free, and some are not. It’s interesting to hear 
people’s attempts at guessing why this might be. 
Often one such guess often relates to how ‘common’ 
a disease seems to be. Data reported via NaTHNaC

tells us that there were an average of 15 cholera 
cases in returned travellers to the UK each year 
between 2015 and 2019. There were 17 cases in 
2018 and a couple of imported cases during the 
lockdown periods in 2020 and 2021, and back up 
to 17 cases in 2023. It is not particularly common 
in travellers then, and there hasn’t been what would 
be considered an ‘outbreak’ in the UK for over 100 
years. Cholera vaccination therefore isn’t frequently 
recommended, and generally considered low risk for 
most travellers. It’s easy to see why people assume 
it may be a ‘privately funded’ venture instead.

The WHO assesses the global cholera threat as 
‘very high’ with over 667,000 cases and 4000 deaths 
(likely an underestimate due to variable surveillance 
infrastructure) across the world in 2023. Thus, 
although only sporadically assessed as a risk for 
travellers, vaccination for cholera is still supported 
by the BMA to be funded by the NHS for those at 
special or occupational risk going to certain areas, 
or where vaccination becomes a condition of entry.  

So, as the CQC state, NHS travel-related vaccinations 
given in the UK broadly relate to public health, and 
perhaps HOW diseases are spread, rather than how 
LIKELY they are to be spread. These vaccines, 
therefore, are as much about protecting the UK from 
the traveller on their return, as well as the traveller 
themselves.

This is also why pre-exposure rabies vaccines are 
not ‘free’. Despite being deadly and high risk in 
a lot of places in the world, rabies carries a very 
low risk in the UK of human-to-human spread on 
return to the UK. This will generally only affect the 
traveller, not the rest of the UK.

BUT, saying that, here’s another quiz question that 
gets answered incorrectly about 45% of the time:

Rabies vaccine is always privately funded. Right? 

People are often surprised to hear that the answer is 
‘no’. 



A valuable NHS service is the post-exposure rabies 
consultation which can (and ideally should) be 
initiated through GP services. The schedule for 
post-exposure vaccines is easily sorted by calling 
the duty virologist at Colindale (or equivalent in 
Wales, Northern Ireland and Scotland). If practising 
in England the details are UKHSA Rabies and 
Immunoglobulin Service (Tel 0330 128 1020) or 
out of hours Duty Doctor (Tel: 020 8200 4400).

They post the vaccines out for free to the clinic the 
next day with a patient specific direction (PSD). 
There’s not even a great deal of thinking involved 
on the part of the advisor, it just involves passing 
information back and forth between patient and 
expert virologist. Private clinics may also offer 
this service to patients, although they can charge 
administration fees. All details for contacting the 
specialist virologists depending on the UK location 
are in the back of the Green Book chapter on Rabies. 
More information on the procedures can be found in 
the Rabies post-exposure treatment: management 
guidelines. 

Rabies can be a pernicious and stealthy disease with 
a 100% death rate for those who take their chances 
and wait for symptoms and are therefore too late 
for any treatment. All exposures in rabies endemic 
areas and also bat-bites anywhere including the 
UK should be treated with the assumption that 
rabies has been transmitted. This emphasises the 
importance of being able to advise on precautions 
as well as the vaccines. And like with the funding 
misunderstandings around cholera, it’s essential 
to know what the obligations are, particularly in 
relation to NHS service provision.

‘Drink bottled water’: The go to advice. Or is it?

Most (100% in fact) quiz respondents advise not 
drinking tap water. However, few realise the variety 
of options for safe water, tending to stick with 
the advice ‘drink bottled’. It could be suggested 
from this (and personal experiences seeing many 
travellers in the clinic) that travellers themselves 
may be thinking along the same lines, not realising 
there are other options. As a keen traveller myself 
here’s what I’ve witnessed with bottled water when 
I’ve been abroad:

•	 Dogs urinating on crates of bottles stored ‘out 
the back’.

•	 Rats running over crates (i.e. lids – the bit your 
mouth goes nearest to) and rodents do seem to 
have trouble controlling their bladders. 

•	 Bottles being filled from taps and re-sealed then 
sold again (they can look indistinguishable from 
factory-sealed bottles too).

•	 Leftover dregs from various bottles (removed 
from the bin, or vacated tables in cafes) being 
poured into a fresh bottle and re-sold.

•	 Shops being few and far between, and variation 
in opening times.

•	 People using bottled water to reconstitute 
formula feeds, which is NOT recommended due 
to the sodium or sulphate content possibly being 
too high in mineral water. 

•	 Lots and lots of plastic pollution.
 
Advisors are well-placed to encourage travellers 
to consider a variety of options for safe water that 
doesn’t just involve bottled water. Many resources 
can be given to travellers to help them decide on the 
best options for their circumstances. For instance, 
NaTHnaC and Fit for Travel provide traveller-
friendly factsheets. The CDC Yellow book is also a 
useful resource with further details about different 
methods.  



It’s clear there are one or two misunderstandings around, but 
there are, of course, always a whole load of correctly answered 
quiz questions too. Here’s one such example:

This allows me to gauge the areas that professionals 
working in travel health feel comfortable with, as 
well as not-so-comfortable with. So, it’s a learning 
curve for me too. Isn’t it interesting to see the gaps 
in knowledge in those giving travel health advice? I 
learn as much as the delegates do when I’m teaching 
a course. But the biggest reflection for me is that not 
everyone has the benefit of the focus enabled from 
working solely in a specialist travel clinic day in 
and day out. Travel health is, after all, just one topic 
of many that some professionals have to engage in 
in their day to day roles, particularly in the NHS 
setting. It’s a lot to keep up with, and the quiz has 
been helpful in showing me where the gaps are to 
support others to be the best travel health advisors 
they can be, all while keeping up in a sea of many 
other important roles and skills. 


