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Q & A’s for TCA members 
 
 
Medical issues 
 
QUESTION 
I have a traveler going to Machu Picchu, Cusco and Galapagos Islands. Do they need malaria prophyaxis ? 
 
 
REPLY 
The first thing to do is to look up Shoreland’s  Travax Online program and look at the malaria maps. Go through 
the travellers itinerary to see where they are going.  
 
In general, you will find that all the areas typically visited by tourists are either in the major towns along the 
coast, where there is no malaria risk, or otherwise well above 2,000m, where there are no mosquitoes and 
hence no malaria risk. Cusco is 3,500m, and Machu Picchu just 500m lower at 3,000m, so there is no need for 
malaria prophylaxis (something often given erroneously by many GPs using Medical Director). The Galapagos 
is of course pristine and of course there is no need for tablets there either. 
  
The only areas requiring malaria tablets are those going to the Amazon valley, which is just a few hundred 
metres above sea level. Typically, there are just 3 areas -  a 3 - 5 day boat trip out of Puerto Maldonado in Peru 
(via Cusco), the Napo river of Iquitos also in Peru, or Manaus in the very centre of the Amazon in Brazil. I 
usually recommend Malarone for short trips like this.  
  
I routinely open up the maps with travellers and go through their itinerary pointing out why they do or don't need 
for tablets for their particular itinerary. This is important as many are a bit uncertain, or may have been given 
incorrect advice previously, so I think it is important we give them very clear and unambigous advice.  
  
I've recently discovered that if you install 'Google Maps' on you desktop PC (free program), when you run your 
mouse over the area, the elevation reads out at the bottom of the screen.  
  
Please see the TCA Manual page 39 - Common Destinations and Notes for a useful summary of common trips. 
 
 

QUESTION 
What are your views on necessity for yellow fever for  tour group travelers doing the Peru / Bolivia, 
Inca Trail, almost all at altitude ?   

REPLY 
Your question is both important and topical. There are two responses, 1/ medical and 2/ legal, but in summary 
most travel health practitioners vaccinate travellers to these areas for both reasons. See also the current 
Australian situation  http://www.health.gov.au/internet/wcms/Publishing.nsf/Content/health-pubhlth-strateg-
communic-factsheets-yellow.htm This is likely to be updated at the end of this year to include ALL endemic 
countries regardless of destination, but with the decision left up to the travel health practitioner and their patient 
(personal communication) 
  
1. Medical 
Whilst the risk of getting YF at high altitude areas is certainly low, due to the relative absence of mosquitoes, 
low risk does not always equal high risk (eg ditto with Hep B). There have always been cases of YF reported in 
endemic countries, thus making them 'infected countries' as opposed to 'endemic' (ie risk with no recently 
reported cases). The risk is always there albeit low. For example, a few years ago Sao Paulo (a non-endemic 
area) in Brazil had an outbreak with consequence that 200,000 people had to be vaccinated. Another example 
of this is the Iguazzu falls area where according to David Freeman of the ISTM, sentinel monkeys are routinely 
found to have died from YF. This area is YF endemic on the Brazil side, but not on the Argentina side, obviously 
due to administrative differences.  
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The risks of disease from the actual vaccination are low, but real (see Shoreland's Travax Online and previous 
TCA communications for good review). Against the risk of vaccination needs to be weighed the serious risks of 
YF. According to a recent Promed Digest (see separate email), there have been 25 confirmed cases and 22 
deaths from YF in Peru so far this year, Peru is therefore both endemic and infected. I fully agree that if somone 
only goes to Lima, flies in to Cusco and stays up high, their risk is extremely low if any, and you could have 
a quite long consultation discussing risks and benefits, of this but the next section makes it a little more 
straighforward.  
  
2. Legal 
This is more 'black and white'. The Australian government currently requires a valid certificate of vaccination 
against YF for re-entry into Australia if the traveller has been in an infected country (this includes Peru, Bolvia 
and Brazil) within the last 6 days. Therefore all travellers to these areas need to be vaccinated in order to avoid 
1/ the risk of getting YF and 2/ going through an uncomfortable quarantine procedure on return to Australia. I 
believe this view has been taken because there is no way to assure governments where people have and have 
not travelled.  
  
If you believe the risk of vaccination is significant, as with the elderly and immune suppressed, you can sign a 
Certificate of Waiver (use the existing Certificate) but you need to warn the traveller they are not protected. I 
strongly recommend allowing the patient to make this decision and document it.  
  
 
 
QUESTION: 
Hi, I need some advice. 
Patient on Prednisolone 37.5mg reducing to zero mg on and off for 3 months.Mostly on though.  Now been on 
15mg for 3 weeks and about to reduce to 5 mg over next 2 weeks . Needs Yellow fever for Ecuador , stay in 
Amazon area in jungle for 4 days, in an eco-lodge, rest of trip in tourist areas or at altitude 
Due to leave in 4 weeks. 
  
1. What is the real risk of dissemination of live yellow fever vaccine?    
2. If we don’t vaccinate him , how real is his risk of yellow fever.? 
3 . If we don’t vaccinate him what is the format of a letter of waiver ? 
  
Thanks for your thoughts 
 
REPLY: 
This keeps coming up on the Promed listserve. As a general rule, daily doses of less than 20mg 
of Prednisolone is not thought to induce significant immune suppression, so vaccination would be OK.  
  
The risk is real but there are no absolute figures, this is a good example of the nature of travel health advice ie a 
discussion of risk vs benefit with the patient, allowing them to make the decision, and documenting this. 
Specifically, you need to discuss that he is taking a risk on going to a yellow fever area, that the vaccine will 
alleviate this risk, however there have been reported cases of disseminated viral illness with death in a handful 
of cases.  
  
The format of a waiver letter, should you and he decide to go this way, is to fill in the yellow fever certificate, 
sign and stamp it, and write in clearly legible letters "Vaccine contra-indicated due to medical reasons"  
  
A recent article, (Kitchener, S / Vaccine 22 (2004) 2103-2105) suggests the risk of viscerotropic and neurotropic 
disease with 'Arilvax' is approximately 1-2 per 1 million vaccinations, ie extremely rare, but frequent enough for 
us to see these in non-immunocompromised individuals. As you will be aware, there have been approximately 7 
deaths reported in the last few years, and in fact within the last few decades. Deaths are thought to be more 
likely in >60years. 
  
Immunocompromised individuals would include those on higher doses of prednisolone for extended periods, 
other immunosuppressants such as Imuran or methotrexate (which can also stop rabies ID from being 
effective), other transplant rejection medications, chronic disease, thymectomy etc 
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Suggest reading up Travax on this - it's quite good and sums up the opinions of the international leaders in this 
field.  
 
Subject: Re: YF vaccine and methotrexate 
 
QUESTION: We have a patient wanting to cease weekly methotrexate for psoriatic arthritis so that they can be 
given yellow fever vaccination. Does anyone have a reference for the time after ceasing methotrexate until 
immunesuppression ceases and returns to normal, sufficient to be given a live viral vaccine such as YF ? Ditto 
for time after chemotherapy ? 
 
US CDC ACIP Guidelines: http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5102a1.htm 
 
CDC Yellow Book, Health Information for International Travel 
http://www2.ncid.cdc.gov/travel/yb/utils/ybGet.asp?section=special&obj=hivtr 
av.htm&cssNav=browsecyb 
 
 
In the US the official guidelines (including the Pink  Book quoted below) clearly differentiate immunosuppressive 
therapy from cancer chemotherapy. So while the 3-month rule applies to chemotherapy, the ACIP guidelines 
mention only corticosteroids clearly stating okay to give 1 month after discontinuation.  However, the CDC 
Yellow Book specifically states 1 month for other immunosuppressives including MTX. 
 
In practice we stop the MTX, wait 1 month, vaccinate, then re-start the MTX 2-3 weeks later.  We work with the 
rheumatologist to be sure okay to stop the meds given the patients underlying disease.  By 6 weeks most 
patients are starting to have some trouble again with underlying disease and probably not practical  to stop 
these drugs for much longer. 
 
D. Freedman 
University of Alabama 
 
 
 
QUESTION 
I currently have a lady travelling to Brazil in 1 months time who is breast feeding a 6 month old child. She is 
meeting a friend in the Sao Paulo area, and only plans to do some limited travel South of there, and is happy to 
stay away from Iguasso falls and other yellow fever recognised areas.  I note the CDC do not recommend  the 
vaccine be given to nursing mothers.  Is there much involved in giving her an exclusion for this vaccine,  in the 
way of any specific documentation/paperwork needed,  and any problem on her return to Australia. The other 
question is whether Typhim Vi is considered safe and reasonable to give to a nursing mother. 
Thanks for your help.  
 
REPLY: 
This question raises many points. Briefly, based on both health protection and legal grounds, to go to this area 
she and the baby do require yellow fever vaccination, and she does need to be offered typhoid. An alternate 
suggestion is that she consider going when her baby is older and she has stopped breast-feeding. 
  
The longer answer is: 
  
Firstly, the overriding principle in all travel health consultations is the concept of 'risk vs benefit'. In today's 
medical consultation, we can rarely advise in a black and white way 'you do' or 'you don't' need something. So 
you need to have a discussion with her regarding risk vs benefit of going to a yellow fever area unprotected, vs 
extremely uncommon vaccine side effects. To put things in perspective, I usually tell people ALL things have 
risk such as driving a car, and the risks we are discussing in travel health are very much less than having a car 
accident. If this worries them, I suggest they rethink their trip ! 
  
Secondly, about 3 - 4 years ago, there was a huge outbreak of yellow fever in the Sao Paulo area and what you 
now see on the Shoreland Travax Online map was very different to now. This outbreak resulted in 1000's of 
people needing to be vaccinated and partly as a result of this, the Australian recommendations include ALL 
parts of Brazil including Rio as being part of an endemic country and therefore require vaccination to reenter 
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Australia within 6 days of leaving that country. (Interestingly, the USA does not require this.) Given that Sao 
Paulo was once infected, the same could happen there again or in any urban area at any time. So there are 
both health and legal reasons for vaccination for this area. 
  
Thirdly, yellow fever is an extremely serious disease with 40% mortality, and deaths continue to occur annually 
in unvaccinated travellers. The risk is real for both her and her baby. We would therefore routinely offer 
vaccination for her and for any infant down to 6 months old. In this case the baby will be closer to 7 months. If 
she does choose to go, she needs to decide between going unprotected or being vaccinated. Once again, the 
patient needs to make the decision. 
  
There is no contra-indication to giving typhoid Vi vaccine to lactating mothers - this is a precaution by CDC for 
theoretical grounds without any evidential basis. If the mum is going for 3 - 5 days, staying with a friend, top end 
resort, obviously her risk is low, but not zero. Once again, her choice. The baby is breastfed and therefore 
protected. 
  
The product information leaflet states yellow fever vaccine can be given down to 6 months, the baby will be 
older than this. 
  
Should you elect to write a waiver certificate, you would use the standard TCA Pocket Guide / International 
Certificate, fill in the demographics and write  "Vaccine contra-indicated due to medical reasons", sign and 
stamp. This does not always work if a customs officer gets tough, in which case the traveller may be offered a 
choice of vaccination at the point of entry or denied entry. This would admittedly be very unlikely if flying into 
Rio, however, will depend on the customs officer.  
 
To reiterate, this is a risk comparison between two very low but real risks – suggest you give the patient the 
information and let them lose sleep over deciding what to do rather than you !  
 
QUESTION: 
I have a 55 year old female patient who plans to travel to Africa and then on to Egypt. She is not travelling to 
any area classified by the WHO as infected or endemic, but is travelling to Zambia which Egypt lists as a 
country from which it requires travellers to have a valid YF vaccination certificate. I feel the risk of a side 
effect from vaccination is in fact greater than her chances of contracting yellow fever and don't want to give her 
the vaccine on medical grounds. 
  
Is this a valid reason to write "vaccine contraindicated on medical grounds" and is she likely to still be given a 
vaccine when she arrives in Egypt or be quarantined? 
  
  
RESPONSE: 
A good question. You are correct, Zambia is no longer listed as YF endemic by WHO and the risk of vaccine is 
greater than any benefit, however, we do hear about travellers being vaccinated in Egypt for both YF and 
meningitis at the airport. The Egyptian authorities regard any potential import of infectious disease as extremely 
serious, and this can cause quite a lot of upset upon arriving in Egypt.  
  
Medical exemption certificates may therefore be ignored, so you have the problem of potential risk of vaccine 
(which is really extremely small) vs being vaccinated or quarantined in Egypt, or at the very least a big upset at 
the airport.  
  
A difficult decision. In my view, if there is no evidence of immune suppression, then providing you have 
explained the (rare) risks of reaction to YF, then she needs to choose between being vaccinated or taking the 
risk of problems in Egypt. Her choice and her decision, not yours. 
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MALARIA 
 
QUESTION: 
What is the best malaria prophylaxis for 2 yr stay in PNG for missionary work ? 
no c/i for any meds. 
 
RESPONSE: 
Any of the three antimalarials on p 13 of the Pocket Guide would suffice, but Malarone would be too expensive. 
Doxy is fine - it is used by kids with acne for years without problem. 
Lariam is much easier - less tablets to take ! 
Both have been extensively used over long periods of time without any increase risk. 
None are 100% but do significantly reduce risk of falciparum, but you need to warn about the possibility of vivax 
which is a significant risk in PNG.  
Also suggest excluding G6PD deficiency prior to leaving in case they require treatment with Primaquine over 
there. 
If going off the track, consider emergency self treatment - see p15 of the Pocket Guide 
 
 
QUESTION: 
Jonathan, your thoughts on Malaria prophylaxis for a 33 yr old healthy bloke working in Port Moresby for 1 yr 
would be appreciated.  
 
RESPONSE: 
PNG is high risk malaria and is responsible for about 50% of the total number of malaria cases imported into 
Australia each year. Risk is also high even in Port Moresby so all the usual physical prevention factors should 
be advised as per the Pocket Medical Guide including 30% DEET skin protection, clothing impregnation with 
permethrin (take extra kits) which last 5 - 10 washes, regular spraying of rooms with aerosols, citronella candles 
etc and remaining indoors behind screened accommodation as well as the use of mossie nets.  
The reason to recommend malaria prophylaxis is to lower the risk of malaria as much as possible. On the basis 
of long term studies with peace corp volunteers and army personel, long term prophylaxis is absolutely fine for 2 
years or more with either Doryx or Lariam. There is inadequate info on Malarone for long term use but this is 
certainly an option for PNG as this medication offers some cover against vivax, but not the late (eg 3 month) 
presentations.  
Because a lot of the malaria in PNG is vivax, requiring treatment with chloroquine, and clearing treatment with 
primaquine, G6PD levels need to be requested and recorded in the patients Pocket Guide prior to going. This 
can save valuable time in allowing the immediate implementation of both treatment with chloroquine and 
terminal propylaxis with primaquine.  
 
For further information, see Shoreland Travax Online for malaria information and maps, and the chapters on 
malaria in the TCA Manual and the Pocket Medical Guide.  
 
 
 
QUESTION: 
What are you recommendation on this issue? 
The patient is breast feeding an almost 6/12 infant and going to India for 3 months in Chennai. 
There seems to be conflicting information in the resources I have looking in, “Manual of Travel Medicine” page 
160 2nd Edition “doxycycline, mefloquine and atovaquone-proguanil should not be used whilst breast feeding” 
but Travax website states seems to be OK to use mefloquine. Also given that this is OK for a child this age, is 
the extra that may be excreted an issue? 
Finally a handbook that I have from RWH pharmacy department on drugs and breastfeeding states “excreted in 
small amounts. Amounts excreted following single dose thought not to be harmful (approx 4% of maternal dose 
to infant). Due to its long half-life, it has potential to accumulate with the repeated dosing. Use with caution and 
observe infant for adverse effects. Any excreted amount would be insufficient for malaria prophylaxis in the 
infant.” 
Is chloroquine/proguanil the only other option? 
I would appreciate your thoughts. 
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RESPONSE: 
There is no conflict – you can use chloroquine and proguanil, or Lariam. I think the latter is more appropriate for 
children as the tablet can be crushed and given just weekly - a simpler regimen. This is as per WHO 
recommendations and also the TCA Pocket Guide. Dosages are in the WHO International Travel and Health 
guide.  
 Suggest you also read the articles on Pregnancy and Malaria in the TCA Manual ! 
 
 
QUESTION 
A frequent traveller to Indonesian Islands on surf trips asked yesterday about: 

1. Field Test Kits for malaria.  
2. ACT emergency treatment for malaria [ Arteminesin combination therapy]  

He uses the treated mozzi nets and common sense etc  
What is your advice with respect to his two questions? 
 
RESPONSE 
1. The Australian manufacture of the Binax malaria test kits no longer produce them due to problems with TGA 
and are not sure if they will be redoing them. We are able to get the test cards which have a 12 month expiry, 
and are currently investigating making these up ourselves. Estimate to be in the $100+ range based on 
previous costs. The kits will be 'off-label' ie not TGA approved, and on the basis of overseas studies should 
really only be given to travellers who have been shown how to use them before they travel. If your traveller is 
going to be within a few hours travel of a hospital or clinic able to diagnose and manage malaria, they really 
don't need the malaria test kits. We do recommend for people going way off the beaten track and they spend 
half an hour with the nurse to practice on expired cards.   
  
2. Malaria EST options are on page 15 of the Pocket Guide and you are able to draw the travellers attention to 
this when you give them this.  
You can use Riamet - 4 tabs as a single dose, then repeat 8, 24, 36, 48 and 60 hurs thereafter. Approved if 
over 12years, over 35kg. Avoid if history of heart disease esp arrhythmias (relative contraindication not 
absolute). This info is in the 2007 edition of the Pocket Guide but not in earlier editions. The cost of Riamet is 
about $100 with delivery from the usual TCA suppliers Clifford Hallam. 
  
I assume you have reminded him about prevention of mossie bites with Repel (30% DEET) and Permethrin 
clothing impregnation.  



Common Q & A for TCA members. Review October 08 

Rabies 
 
QUESTION: 
 I have a new patient coming in on Friday who was bitten in India a week or so ago.  I have not seen the 
patient before and have just now been contacted by his sister.  The exact date and nature of the bite are not 
known and he does not arrive back in Australia until tomorrow afternoon. 
 What does seem clear is that he has not been given Rabies Immunoglobulin (RIG) which is usually 
unavailable in India.  He was advised in India that he did not need it. He has been given 2 rabies shots, one last 
Friday and one on Monday and has been advised to get another this Friday.  I assume this represents days 0, 3 
and 7 of the post-bite course, meaning he was bitten on or before last Friday. 
 I can complete his post-bite course here but there has been at least one case of post-bite vaccination 
failure when RIG was neglected.  After having 2 active shots is it now too late to benefit from RIG?  If he should 
still have it is it available at the Royal Melbourne hospital? 
 Your advice will be appreciated.  
 
RESPONSE: 
Yes it's too late for RIG. It must not be used from the 8th day following the initial dose of rabies.  
 
Rabies IG is hard to get anywhere, hence the need to recommend pre-exposure prophylaxis more often, 
especially for India and Thailand. NB In Victoria, supply of vaccine and RIG is FREE from DHS for post-
exposure cases 
 
Suggest you read: 
- the article on rabies in the TCA Manual 
- the chapter on the Australian Lyssavirus in the current Immunisation Handbook 
 
 

Rabies - post exposure 
 
1. 5 x injections HDCV day 0, 3, 7, 14, 28 
2. IG should be given up to 7 days after the first dose of HDCV but not after day 8. (20IU per kg) 
 
Both these are free for post exposure cases and can be ordered by fax from: 
 
DHS VIC: Dr Ted Jamieson 
Fax: 9637 4186 
 
Supply the following information: 
- name of case 
- state exposure "post dog bite Thailand” 
- date of exposure 
-    vaccines required  eg 5 x rabies + IG.  
 

•         I do not know how to inject rabies vaccine intradermally to save costs to a 
family.  

  
We just ran a workshop on this at our recent conference, and are not likely to be doing 

another for a while.  
You use the same vaccine (CSL Rabipur is approved for intradermal use overseas) but 

rather than the full dose, use a 27G diabetic type  
syringe to give just 0.1ml given intradermally over the deltoid area. You raise a bleb, 

indicating that you are in the intradermal space, just  



Common Q & A for TCA members. Review October 08 

like giving a local anaesthetic injection to the skin. There is an excellent description 
including photos in the WHO publication  

http://www.who.int/rabies/en/WHO_guide_rabies_pre_post_exp_treat_humans.pdf   - see 
the section on pre-exposure vaccination and  

I've also attached some further info for you to read.  The dosage interval is the same - 0, 
1 & 21 - 28. You can book in one or more people on the same day. We charge $45 
per dose, so just two doses covers the costs of the vial, and you can do up to 7 or 8 
per vial. We suggest you allocate one day a week, and offer people the choice of 
being done on that day. As they need to return for further doses, it doesn't take long to 
build up a regular 'rabies day'.  

 
  
Re Altitude mountain sickness (AMS)  
 
QUESTION: 
Could you either advise or ask other clinics what advice you/they are giving about Diamox, either prophylactic 
or for treatment, including doses and quantity. 
  
I have been giving patients a copy of the info for travellers from Travax plus the relevant sections from the 
Travax medical library on treatment and prevention including table on doses (see below) and a prescription for 
Diamox 100 tablets (obviously excessive quantity but is the standard pack) and suggested they decide for 
themselves but generally for short trips would tend to only use for treatment. 
  
If we are recommending it, should we be dispensing smaller packs ourselves? 
  
Travax for Peru states: 

• Altitude illness is a risk throughout the Andean highlands; consider prophylaxis with acetozolamide for 
all travelers flying directly from Lima (sea level) to Cuzco (11,000 feet; 3,400 meters) or Puno (12,500 
feet; 3,800 meters).  

As most people seem to be flying in to Cuzco, what are you advising? 
  
I noted that the pocket medical guide lists a prophylactic dosage below treatment and also warns about 
masking symptoms (with “both these drugs” ie dexamethasone and acetazolamide) although Travax says that 
acetazolamide does not mask symptoms, so not sure if dexamethasone alone, acetazolamide alone or 
combined dexamethasone and acetazolamide mask symptoms. 
 
RESPONSE: 
Your suggestions are good. I virtually never dispense Diamox here for Cuzco etc, and have about one patient 
per year with symptoms. It is certainly useful for treatment, although it is important to advise travellers that 
descent is the safest option. We advise against breaking up the packs as the recommended retail price is not 
high (approx $15), relabelling and dispensing may cause problems medico-legally, and this may also cause 
shelf life problems.  
  
IN BRIEF 
- Diamox is rarely required for prophylaxis eg most clinics dispense it just 3 - 5 times per year 
- Discuss prophylaxis / treatment for people with known past history of altitude sickness who are going to areas 
3 - 4,000m 
- Discuss  prophylaxis / treatment for all going to 5,000m or higher eg Kilimanjaro, above Everest base camp 
- Discuss  prophylaxis for emergency workers with known past history of altitude sickness going in to high 
altitude with little time to compensate 
- Discuss  if going off beaten track for extended period through Tibet 
- Diamox may cause extremely unpleasant side effects including nausea & GI problems, parasthesia, polyuria 
(the med was used for glaucoma) 
- Diamox will not mask symptoms of altitude sickness – symptoms are altitude sickness unless descent proves 
otherwise 
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- For prophylaxis, the appropriate dose is half of the 250mg tab as this may avoid the unpleasant side effects. 
Treatment doses are higher but may then cause confusion with symptoms of AMS.  
  
In general, I tend not to give printouts to patients (unless they are OCD) as they become quite overloaded. The 
7 - 8 page country report and 50 page Pocket Guide with the chapter on AMS I think is enough. If they want 
more information, I suggest they go to our (TCA) webpage, then to 'Links' then to CDC, go to 'diseases', then 
'altitude sickness' 
  
NB Also see article in TCA Manual and review CDC and WHO sites information. 
  
The following is an excellent response from Dr John Scally, veteran of many trips to Nepal: 
 
Hi Jonathan 
  
I had to reply to this as it is close to my heart. 
  
I think Diamox is a very useful medication to use at high ( 3500 -5000m) to extreme altitude  (over 5000m) 
On 3 occasions I have been above 4000m at sleeping elevation and on 2 occasions above 5000m. For me on 
Diamox 500mg SR ( 1990 my first trip and this preparation is no longer available) I had some paraesthesia in 
fingers and toes which was a minor problem while on the last 4 trips I have taken 125mg bd with no side effects. 
Sleeping elevation along with rapid ascent is the determinant of onset of Altitude Sickness - "Climb High Sleep 
Low" 
  
On our last trip 6 of us took it and had no side effects. 
This trip involved a 10 day trek in Nepal in 2002 to a height of 4600m with the highest sleeping point at 4300 
and then back to Kathmandu where we flew to Lhasa 3600m and drove through Tibet several times over 
passes above 5000m and slept at 5000m near Everest base Camp at Rongbuk. 
No problems!    
  
The best thing about Diamox is that it stops periodic breathing / apnoea episodes which are normal at high 
altitude. 
This is why I first went on it on my first trip when I kept waking up one night at 4000m feeling that I could not 
breathe. My first thought was that it was Pulmonary Oedema (HAPE) however I realised not so and the next 
day started on it and could not believe the difference it made to my sleeping. 
There is a great graph about this in the chapter on Altitude in DuPont and Steffens textbook on Travel Medicine. 
  
I recommend it for 

• those are travelling to altitude and had AMS before  
• those who are travelling and worried about - it is dirt cheap and the bottle of 100 is enough for the group 

if appropriate and nobody is allergic to sulpha  
• those who are flying to high altitude directly eg Buenos Aires to La Paz or Kathmandu/ Chengdu to 

Lhasa  
• definite for Kilimanjaro which is 5900m and notorious for people running into trouble as the tours 

itinerary do NOT give them time to acclimitatize unlike trekking in Nepal where the ascent is more 
gradual and varied  

• I generally would not prescribe it for the Inca trail unless one of the above applies. I think the highest 
pass is 4300m but the sleeping elevation is lower and the trip is 4 days. ( People can still die but 
Kilimanjaro is a much bigger risk)  

 
TRAVELLING WITH CHILDREN 
  
Patient inquiry: 
To whom it may concern 
I am writing in regard to obtaining info for vaccinations for living in Pakistan. 
I am presently in Sydney where my wife has just given birth to a girl and we will be going back to Pakistan to 
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live -- where my wife has a job with the Belgian Gov. 
We have had conflicting reports in regard to obtaining vaccinations for our daughter who was born on 14 FEB 
2006. We leave for Pakistan on 4 April. 
Ergo, my questions are -- What vaccinations should we obtain for our daughter? And when should we get 
them? 
thankyou and regards 
  
Dr inquiry: 
Hi Jonathon, 
What are your thoughts? Apart form BCG perhaps at 6mths age would you suggest anything else? (HepA at 
2yrs?) 
I have suggested starting the 1st schedule at 6 weeks age about 31st March. 
 
RESPONSE: 
  
In India and Pakistan, BCG is given routinely on day 2 - 3 after birth, so you could give this now without needing 
to do a Mantoux unless the baby has been in contact with someone who has or may have TB ie from an 
endemic area.  
Routine Australian Vaccination Shedule could certainly start earlier as you have suggested. 
Hep A can be given from the age of 1 year either as Twinrix adult (2nd dose 6 /12 later) or as a monovalent.  
Rabies at one year, Typhoid could be given earlier than 2 years. 
Malaria prophylaxis.  
Advise parents that child is not fully covered so extra precautions are needed re gastro and malaria: - netting, 
permethrin, treated water, fluoride etc 
  
Ref: TCA Manual - Travelling with Children. Also refer patients to TCA website for sheets on travelling with 
children and especially ask them to read the chapter in the Pocket Guide on Travelling with Children.  
  
POLIO 
QUESTION: 
A patient had Polio as a child in 1955, and he is soon to travel to Bali.  Would he still be advised to obtain a 
polio vaccination? 
  
RESPONSE: 
Polio is a serious disease which frequently causes permanent paralysis and death. It is endemic in a number of 
countries noteably India, Pakistan, Afghanistan and Nigeria. It is epidemic in a number of other countries in 
Africa, and there have been sporadic reports through Asia. You may recall the recent case last year of the 
Pakistani man with polio on a plane from Bangkok to Melbourne, and they had to chase down all the people on 
the plane in order to vaccinate them. Luckily there were no further cases identified, although there easily could 
have been. 
  
The disease does not confer life immunity. Vaccination is extremely effective and safe. 
  
NHMRC advises vaccination for adults who are travelling to endemic or epidemic areas (see Shoreland), of 
which Bali is not one, so the vaccine is neither required nor a high priority. However, bearing the above in mind, 
we usually offer IPV (with Boostrix) to travellers to Asia as a 'one-time' dose if they have not had polio 
vaccination since they were very young.  
  
They then don't need another dose unless it is over 10 years and they are travelling to an endemic or epidemic 
area. 
  
I would imagine this guy would appreciate being offered vaccination and likely to take up the option ! 
 

QUESTION:   
Our stock of Vivotif arrived last week and has been put into circulation as I found several minutes today to 
create codes for our accounting system. 
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I've printed the CPI for the doctors to give out with the medication and am interested that you offer a 4 dose 
regime for the 5 years protection. 

Can you please advise when the 4th dose is administered and how you package the 4 dose regime? 

  
Reponse: 
All international travel health clinics dispense the 4 dose as routine - the 3 dose regimen only covers 1 - 3 (max) 
years, whereas the 4 dose regimen covers 3 - 5 years which is closer to the injectable Vi coverage. Both offer 
70% efficacy (similar efficacy to that of the influenza vaccine) although the oral vaccine offers both serologic 
and local gut immunity, thought by many to be better. RRP is $45 for both Vi vaccines, and $52 for the 4 
dose. We give the first dose in house and advise the patient to take each of the next 3 doses alternate days half 
an hour before the evening meal with a glass of water as per the PIs. Alternatively, you can just open up a 
packet and then add 1 cap to each of three boxes, making sure you label this as you do with the malaria or 
gastro meds etc. We also advise the traveller to take the caps straight home as these need to be kept in the 
fridge and not frozen or left out for too long. Warn them of the possibility of occ mild stomach discomfort. The 
caps cannot be taken concurrently with antibiotics and you need a few days apart from the oral cholera vaccine.  
  
 
 
QUESTION 
What is your recomendation for replacing noroxin with zithromax in gastrokits seing there is emerging 
resistance to noroxin ? 
 
RESPONSE 
Resistance to Noroxin has been described for some years, leading many international authorities to recommend 
replacement with alternatives such as azithromycin (Zithromax). This medication is available in Australia as 
500mg tabs either as a 2 or 3 dose pack. For travellers to destinations in SE Asia such as Thailand where 
quinolone resistance has been described, an alternative to consider is to replace Noroxin with Zithromax 
2 tablets as a single dose stat pack. This option are included in the new 7th edition of the Traveller’s Pocket 
Medical Guide. Please note that the quinolone resistance is not absolute, and so it remains appropriate, but it is 
likely that Zithromax will need to be increasingly be offered to travellers to Asia. Current prices mean that this 
option will increase the price of the Gastrokit by approximately $10. Please ensure you read the PI for 
Zithromax prior to prescribing and dispensing. 
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Dear all,  
  
For those of you who don't get or read the fabulous ISTM listserve, please see various communications initiated 
by Dr Andrew Mason, TCA Eltham (VIC) below FYI.  
Whilst interesting, and much paranoia abounds, the official position is that providing medical certification is 
provided, it is extremely rare that there have been any problems in the last 20 years with taking meds into any 
country. None of the responses to date document a single example. Of more concern are issues such as dress 
code and the use of alcohol in Saudi and other countries.  
  
Great question Andrew ! 
  
Jonathan 

 

Q. Dear ISTM members, 

It was mentioned a few months ago that Codeine is illegal in Saudi Arabia. If this is so, could a traveller get into 
trouble for carrying this analgesic (which is in some over the counter medications in Australia) into the country? 
Are there other countries where such problems could occur? 
What advice do you give to travellers who are taking narcotic painkillers? If they have a letter from their doctor 
listing these medicines have you known any traveller to get into strife at customs? 

Kind Regards 
Dr Andrew Mason 
Melbourne Australia 

  

1. I advise travelers who need opiates for pain control to stay out of developing countries. The medication could 
be confiscated regardless of container or physicians letter. 

Victor L Kovner MD FACP 
Traveler's Immunization Center 
7060 Via Mariposa Sur 
Bonsall, CA 92003 
www.medtravdoc.com 
(888) MED TRAV (633 8728) fax (760) 643 9399 cell (760) 522 5745 

  

2. A tablet and capsule called Secadeine is available over the counter at any pharmacy in Saudi Arabia 
containing codeine and paracetamol. 

  

3. As I have mentioned to the list before I did conduct a study a few years ago where we attempted to identify 
the requirements by different countries and this was published as a Poster at ISTM 2003 and later in my book. It 
was in fact very difficult to identify the true requirements in many countries despite WEB searches, letters, 
emails and phone calls to Embassies. For travellers it could be an impossible task. 

Dubai is in the United Arab Emirates and as far as we could ascertain a certificate was required from the Dubai 
Embassy for all prescribable medicines, and don't forget that what is prescribable in one country may be 
available over the counter in another. On the other hand we could not identify restrictions in Saudi Arabia itself 
other than concerning not carrying more than three months supply. However, one cannot rule out the possibility 
that there were further restriction we could not identify from available documentation. 
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The major problems are associated with Narcotics and Psychotropics and if you want to read the official treaty 
convention from the International Narcotics Control Board go to the site below: 

http://www.incb.org/incb/guidelines_travellers.html 

You will read that these are only recommendations and that in practice countries can institute any regulation 
they choose. 

A definitive WEB site would be very useful, although would need updating and monitoring. I plan to repeat my 
study over 2007/2008. 

In any case great care is needed when carrying narcotics and psychotropics, but my feeling is that cases of 
people running into serious trouble are rare and hence the 'headline news' 

Prof. Larry Goodyer 
Head of Leicester School of Pharmacy 
De Montfort University 

  

4. does anyone knows the departement in the UAE, who can offer these special informations (please have a 
look at our website, were we offer a list of departements especially for narcotic and psychotropic questions via 
http://www.mediscon.com/narcoticguide/index.html ). 

thanks for your help and kind regards 

Thomas Th.Schmidt, Executive Director mediScon worldwide,  
mediScon worldwide, International Institute for Travel and Health Kaulbachstr. 25 
30625 Hannover - Germany 

 Vaccinations and blood donations 

We have recently had some enquiries regarding the ability to donate blood after giving vaccinations and after 
travelling overseas. Below please find the official response from the Australian Red Cross and as taken off their 
site www.donateblood,com,au . Basically, plasma can still be used after even live vaccination. Blood is tested 
where relevant. Hep B vaccination causes technical problems with screening, so donation is delayed for one 
week post hep B vaccination.  
 
Best response is to reassure the traveller but ask them to contact Red Cross before hand. My only other 
comment is to recommend travellers defer donation until well after their return as they may need to hand on to 
what they've got in the event of an urgent medical need.  
 
Sincerely 
 
Jonathan  
 
 
 
Travel - I have travelled outside Australia. Can I still donate blood? 
In most cases, yes. However, travel to an area with a risk of insect-borne or animal-borne infections can result 
in symptomless infection that can be transmitted through blood transfusion. There are three areas of concern 
related to infection risks with overseas travel.  
These are: 

• Malaria risk  

• HIV risk  
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• Variant Creutzfeldt-Jakob disease (vCJD) risk 
Malaria risk: 
Malaria is the most common example of mosquito-borne infection and is prevalent in many tropical and sub-
tropical areas. To prevent transmission of malaria Australian Red Cross Blood Service tests will test your blood 
donation if: 

• in the previous three years you have visited an at-risk country; or  

• you lived in an at-risk country for six or more months continuously, at any stage of your life; or  

• you have ever had malaria 
Before we can test, four months must have passed since you left the at-risk country or recovered from the 
disease.  
Until you can be tested only the plasma portion of your donation can be used. This very valuable plasma is sent 
to be processed into plasma products (which do not transmit the malaria organism). 
After four months, testing is performed. If this test is negative, the donation can be used for transfusion. If the 
test is positive you will be advised and counselled. The small number of donors who test positive will still be 
able to make a valuable contribution with the plasma portion of their blood still being able to be used. 
HIV risk: 
Some overseas countries have a high prevalence of HIV infection among the general community. A person who 
has sex with a person who lives in one of these areas is deferred from donating for a period of 12 months in 
order to exclude the possibility of HIV transmission. 
Variant Creutzfeldt-Jakob disease (vCJD) risk  
Although the number of cases of vCJD (the human form of 'mad cow disease' or bovine spongiform 
encephalopathy) in the United Kingdom is declining, in the absence of a screening test, the full extent of 
exposure is not known. 
Since 2004, there have been a small number of reported cases of patients in the United Kingdom (UK) 
diagnosed with vCJD who have been infected through blood transfusion. 
Based on this information, and in the absence of a reliable screening test for vCJD in blood, the Australian Red 
Cross Blood Service has implemented guidelines to reduce the risk of vCJD transmission through blood 
transfusion in Australia. Currently we exclude people from donating who: 

• Have resided in the UK between 1980 and 1996 for a total (cumulative) time of 6 months or more, 
or  

• Have received blood transfusions in the UK since 1 January 1980. 
Unfortunately, because of the extensive time period covered by the deferral and the possibility of unknowing 
exposure to beef or beef products, it is not possible to exempt vegetarians who have resided in the UK for a 
cumulative period of six months or more during the risk years. 
The Australian Red Cross Blood Service is monitoring progress in the development of a reliable blood 
screening test for vCJD. Should this deferral policy be changed for any reason, please be assured that this 
information will be disseminated widely. 
 
Back to question 

 
Vaccination (hepatitis B) - I've had a hepatitis vaccination. Can I give blood? 
You should wait one week after receiving any type of vaccine for hepatitis B to donate. Hepatitis A is a different 
kind of vaccine and it is okay to give blood immediately. 
Back to question 
 
Vaccination - How long after I've had a vaccination (or flu shot, etc) can I donate? 
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It depends on the type of vaccine. Those made from 'killed/inactivated/recombinant' material generally do not 
affect eligibility. These include diphtheria, influenza (flu), hepatitis A, meningococcus, pertussis (whooping 
cough), pneumococcus, Q fever, tetanus, human papillomavirus (Gardasil) and others.  
The exception is hepatitis B. If you have received this vaccine, you should not donate for a week as it may 
interfere with our testing. 
Vaccines made from 'live/attenuated' material restrict our usage of your donation for a short period. For four 
weeks after your vaccination we can only use the plasma component of your donation. These vaccines include 
BCG (tuberculosis), measles, mumps, rubella (German measles), Sabin (the oral polio vaccine) and varicella 
(chicken pox). 
If you are unsure about your eligibility to donate after vaccination, please contact Australian Red Cross Blood 
Service on 13 14 95 and ask to speak to Medical Services.  
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Financial and legal issues 
 
QUESTION:  
 " Dear Jonathan, Dr 'X'  would like to know if you have had written confirmation from the HIC, in regards to 
charging an Item 36, for a Travel Consultation?  "  
  
REPLY: 
This matter has been responded to by the HIC and published in their quarterly review which was sent around to 
all GPs a few years ago. In general terms, the actual travel health consultations are covered under Medicare 
(see item 13.3.3 in the current MBS book). The item number will depend on both time and complexity.  
  
Hence for an INITIAL consultation for those practitioners following the standard TCA recommendations as per 
the 'Pre-travel consultation form' (see TCA Manual and website) involving taking a history, examining the 
patient (which does not need to be exhaustive), instituting a management plan, implementing management and 
20 - 30 minutes observation (which can be direct or indirect), item 36 would apply, and in some cases item 44.    
  
For SUBSEQUENT consultations, item 23 or 3 may be more appropriate, and in some cases item 36.  
  
The principal is to follow your normal process that you would do in general practice, and where you would be 
prepared to stand up in court and justify your actions. I am aware of one doctor who sees the patient for 5 - 
10 minutes, then hands over to the nurse to vaccinate and do everything else, for which the traveller is charged 
item 23 plus the nurse vaccination number 10993.  
  
Please note that Medicare item numbers cannot be applied to travellers being seen for work requirements such 
as pre-assignment medicals, regardless of who pays. However, if a patient presents to you on their own accord 
for health advice prior to travelling overseas, this can be claimed on Medicare. 
  
Finally, some members have approached Medicare, AMA, Medical Boards and the ATO etc in the past and 
have been given conflicting advice depending on the clerk they have spoken with, and resulting in a period of 
great confusion. So I strongly recommend you DON'T ask Medicare this question again !! 
 
 
QUESTION:  
We have had 2 patients last   week whose health funds have refused to  pay refund on malarone unless the 
patient buys it at the chemist with a script! These funds  were teachers health and medibank private- do you 
 know anything about a rule change  etc- doesnt  look good for us if  this is correct   
 
REPLY:  
Yes, Medibank Private are the ONLY company who refuse to pay unless dispensed at the chemist. (This 
applies to ALL GPs who dispense anything.)  
This has been in place for well over a year. We've fought back by ensuring every patient who uses them (not 
just travel) is referred to HICA who are a health insurance broker for advice on better value health insurance 
organisations.  
The advice HICA give is totally obligation and cost free (they receive a commission from the health insurance 
organisation). Our family have changed our own cover some time ago (to GMHBA) and we are actually in the 
black. The advantages include: 
- better Extras cover 
- significantly lower premiums 
- options of 'crash' cover with some  
  
HICA - Health Insurance Consultants Australia 
www.hica.com.au 
Tel: 03 9439 9888 
enquiries@hica.com.au 
  
They can send out some nice brochures to hand out to patients or leave in the waiting room. 
  
All insurance companies are covered by just 3 re-insurers world wide so there really is no reason to use 
Medibank Private. 
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QUESTION:  
When does GST apply to travel health items ? 
  
REPLY:  
This has been extensively discussed in the past and agreed to by the AMA and the ATO and of course by 
all TCA members. The general rule is that anything that can be bought over the counter is subject to GST eg 
bandages, Rid (please note TCA has now changed to Repel with 30% DEET), nets, and first aid kits without 
subscription medications included in the kits.  
  
Conversely, any subscription medications (defined as S3 or 4) or kits which include subscription medications 
are not subject to GST. (Hence the prevailing wisdom of including meds in the kits).  
  
So, for example, GST is charged on the TCA E2 kit and TCA Corporate kits, Gastrolyte and Loperamide.  
  
Conversely, GST is not charged on any vaccine, antimalarial medication, Noroxin, Fasigyn/Simplotan, Stemetil 
when sold separately or in combination as the TCA Gastrokit Basic or Advanced, or as the Combined TCA E2 
Gastrokit (Basic or Advanced) or Combined TCA Corporate Gastrokit (Basic or Advanced).  
  
NB Please see the TCA website for full information including prices on kits, in particular "Patient 
information on kits" and "Equip order forms". These are best opened up as 'pdf' files.  
 
 
QUESTION 
We have a patient who is in China for 2 years.  He is looking for a script for Efudix 20mg cream.  His plan is for 
his sister to fill the script then post it over to him.  Just wondering if you tell us whether this plan would cause 
any problems or whether he should be looking for something over there to use. 
 
REPLY:  
Thanks for asking this important question. The government have just sent out a major flier emphasising that it is 
absolutely illegal for people to carry medications overseas for the use of anyone. Apparently, it doesn't even 
matter whether this is a bona fide patient with an urgent medical condition, this is just not OK. Penalties for the 
offence include heavy fines and even jail.  
 
I'd suggest you advise him to get it over there, or otherwise fly back here to pick it up ! 
 
More information is available on the DFAT site. 
 
QUESTION 
Can we sell medial ‘kits’ legally ? 
 
REPLY:  
As you know, our clinic was recently visited by TGA (Therapeutic Goods Administration) investigators following 
a "complaint by a competitor" (whom we have subsequently identified). This was specifically to do with the TCA 
"Syringe Kits" which did not have a 'TGA number' and consequently have been withdrawn. Prescribing and 
dispensing any medical therapeutic item or 'device' which does not have a TGA number is illegal and can result 
in jail terms of up to 12 months for the responsible individual/s, and fines up to  $550,000 for individuals and 5.5 
million dollars for companies. This matter has now been fully resolved and no action will be taken against any 
TCA member, providing they comply with this legislation.  
 We have now had full discussions with the TGA and have confirmed the following, which we suggest you keep 
a copy of for your records.  
 1. Medical practitioners are definitely allowed to prescribe and dispense syringes and needles (as well as 
medications) as part of a consultation in accordance with current federal and state legistion. The latter may vary 
between states and we suggest you check with your local state health department. Victorian clinics need to 
comply with the Department Human Services regulations.  
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2. It is therefore quite legal to provide a patient with medications, or syringes. However, even through syringes 
have their own TGA number printed on the wrapper, once the syringes are labelled as a 'kit' or 'pack', the 'kit' or 
'pack' needs to have its own TGA number. Strange but true !  
 3. This also applies to the 'Gastrokit' which will be just "Gastro Medications". Ensuring the name of the 
individual medications appears on the receipt will allow travellers to continue to claim through their Extras 
Travel Health insurance. Members need to recognise that these individual medications are provided as part of a 
consultation. This is not a kit. 
 4. It is not acceptable to 'retail' ie promote the name of schedule medications in waiting rooms or publications.  
 
As a result, we have now removed the word 'kit' from the syringe and gastro kit labels, product information, kit 
content and instruction sheets and web site. We strongly suggest all clinics review their processes, discard all 
previous sheets and begin to use the attached immediately. This means the GastroKit will no longer be included 
as this is no longer a 'kit'.  
 
All Equip TCA kits - ie E2 and Corporate - have a TGA number and so comply with legislation. Syringes are 
supplied as part of the TCA Corporate kit or can be supplied by individual medical practitioners themselves.  
 


