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

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

Services to members include:

• Research grant of up to £500

• Education Bursary of up to £300

• Four issues of Travel Wise per year

• Hard copy and on line issues of the journal

• Reduced subscription to Travel Medicine and Infectious Disease

• Reduced fee for the BGTHA Annual Scientific Meeting

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

website

• Access to research groups

• Study days

• BGTHA FTM exam education busery £300

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

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

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

by joining one of the subcommittees or helping to organise BGTHA 

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

subcommittees include:

• Education

• Research

• Publications

• Conference organisation

• Links with other societies

Contact us
British Global and Travel Health Association

Once again, the spectre of famine is haunting parts of the African 
continent. 

Kofi Annan has warned that one of the world’s gravest but least visible 
humanitarian emergencies is unfolding in north east Nigeria. Nigerian 
leaders and aid agencies are warning the region is drifting towards 
famine conditions in some areas. Save the Children has warned that the 
lives of 75,000 children are at risk. The agency has called on aid donors 
gathering at a crucial UN humanitarian appeal meeting in Geneva. 

On 20 February 2017, the United Nations declared a famine in parts of 
South Sudan and warned that it could spread rapidly without further 
action. The World Food Programme reported that 40% of the South 
Sudanese population (4.9 million people) needed food urgently, and at 
least 100,000, according to the UN, were in imminent danger of death 
by starvation. UN officials said President Salva Kiir Mayardit was blocking 
food deliveries to some areas, though Kiir said on 21 February that the 
government would allow “unimpeded access” to aid organizations. 

The United Nations aid chief warned on Thursday that Yemen was sliding 
deeper into humanitarian crisis and could face famine this year that could 
affect 6.2 million people. The country has been engulfed in war since 
March 2015. According to the UN Under Secretary for Humanitarian 
Affairs the conflict in Yemen is now the primary driver of the largest 
food security emergency in the world, and that if there is no immediate 
action, famine is now possible in 2017. About 14 million people, nearly 
80 percent of the entire Yemeni population, need food aid, and at least 2 
million people need emergency food assistance to survive. The situation 
is worst for children with some 2.2 million infants now suffering from 
acute malnourishment. 

The World Health Organization (WHO) has warned there are just 
two months left to avert what would be Somalia’s third famine in 25 
years. The last one, in 2011, killed nearly 260,000 people. Last week, 
the government declared a national disaster as drought continued to 
ravage the country. According to the WHO, more than 363,000 acutely 
malnourished children and 70,000 severely malnourished children are in 
need of urgent, life-saving support.

The reasons for the situation are many and varied. Nigeria is a potentially 
oil-rich country, though its GDP has been hit by falling oil prices and 
attacks by militants on its oil production facilities, and has been further 
disrupted by the activities of the Boko Haram militant Islamists, resulting 
in widespread displacement of populations. South Sudan has been in the 
grip of civil war and ethnic conflict since its secession from its neighbour 
Sudan. Yemen is also in a state of civil war, and the Saudi-led coalition 
has added to the problem by its military intervention and widespread 
bombing. There has also been a long-standing civil war in Somalia, and 
though some progress towards stability has been achieved, the activities 
of the Al Shabab insurgents are still causing many problems. 

It is a sad reflection on the state of the world that although our planet is 
potentially capable of producing enough food for the needs of the whole 
of the world’s population, famines are still occurring. Although climatic 
conditions such as floods and droughts are responsible for some of the 
problems in some areas, by far the greatest problems arise from human 
activity. Whilst we are unable as individuals to influence the actions 
of foreign governments and militant insurgents, we can and should 
be lobbying our politicians to maintain and, where possible, increase 
appropriate aid to our fellow human beings in desperate need. We can 
and should also support non-governmental organisations seeking to feed 
the hungry by giving them financial support. While it is acknowledged 
that poverty and hunger exist in our own communities and should be 
challenged and alleviated, it remains a fact that the suffering people of 
Nigeria, Yemen, South Sudan and Somalia exist in a state of poverty and 
hunger that is unimaginable to us and goes far beyond that experienced 
by anyone in our society.

Mike Townend

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

Patrons: Sir Christian Bonington CBE, Colonel John Blashford-Snell OBE, DSc (Hon),  Baroness Cox
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Q&A
There have been some changes to the recommendations as regards to the 
Japanese b encephalitis vaccine. Can you please explain the schedules 
and dosage currently recommended?
 

Answer
There is only one licensed Japanese b encephalitis vaccine in the UK, namely Ixiaro. This 
is available in a 0.5 ml suspension for injection in a prefilled syringe. It should be given 
by intramuscular injection. If the patient has thrombocytopenia or a bleeding disorder, the 
subcutaneous route may be used but a suboptimal response may result when the vaccine is 
given via this route.

Adults
In adults (18 years and over), the vaccination schedule is two doses of the vaccine at 0 & 28 
days. If there is a risk of re-exposure, a 3rd dose (booster) can be given at 12 to 24 months. 

Further booster dose can be given 10 years after the first booster to travellers aged 18 to 65 
years. Duration of protection is uncertain in elderly persons (over 65-year olds), therefore, a 
booster dose (third dose) should be considered before any further exposure to Japanese b 
encephalitis virus.

Where there is a need for a rapid schedule (no time to complete the course) and the traveller 
is aged 18 to 65 years, the primary course can be given at 0, & 7 days. 

With both schedules (usual and rapid), primary immunisation should be completed at least 
one week prior to potential exposure to Japanese b encephalitis virus.

Children
The schedule of vaccination for children differs as regards to the dose used while the timing 
is the same; 0 & 28 days. Children aged 2 months to less than 3 years should receive half 
of the usual dose, e.g. 0.25 ml, while children aged 3 to 18 years should receive the usual 
dose of 0.5 ml. In order to achieve a 2.5 ml dose, push the plunger stopper up to the edge 
of the red line on the syringe barrel, indicated by a red arrow.

Children can receive a booster 1 year after the primary course if they remain at risk. We 
currently do not have data for long-term protection of children and the need for further boosters. 

Where there is a need for a rapid schedule (no time to complete the course) and the traveller 
is aged 12 to 18 years, the primary course can be given at 0, & 7 days.. 

With both schedules, primary immunisation should be completed at least one week prior to 
potential exposure to Japanese b encephalitis virus.

Some travel trends
The international travel market is booming. 66 million UK residents left the UK in 2015. This is growing at a rate of 3.7% 
per annum.  

The growth is fuelled by the reducing cost of air travel making it easy for UK residents to afford holidays abroad. Also there 
is an increase in travellers visiting friends and family suggesting that immigration has an impact on number of travelers per 
year. Nevertheless the main reason people travel is to go on holiday which represents the reason for 60% of all travellers 
leaving he U.K.  Interestingly business travel growth has slowed down since  2008 and growth has been slow to recover - it 
represents the reason for travel in around 13% of all travellers leaving the UK. 

There has been a large increase in travel outside of the EU in recent years. 18 million (24%) of all travellers leaving the UK 
go to destinations outside of the EU. Non EU destinations are more common with Londoners making up 28% of all non Eu 
travellers but only 15% of all travellers from the U.K.  

The non EU travel is likely to continue to rise as European destinations have become more expensive in the wake of Brexit. 

Of course there is always seasonal variation as demonstrated with May - July increase in number of travellers with an August 
peak - the busiest month for overseas travel. This is expected and in line with the U.K. school holidays. There is evidence that 
this trend is levelling off with winter months seeing an increasing amount of foreign travel. 

Another growing trend is the rise in the older traveller. They are going to increasingly exotic locations - 25% of travellers to 
destinations outside of the EU are over 50. 

Travel medicine services need to think closely about the needs and risks of this cohort. They are already more likely to be on 
a medication and be suffering from a co morbidity. Travel risk assessments need to be particularly focused on the individual 
medical and medication history and use this to prioritise information which will be most beneficial to the traveller during a 
travel consultation. 

Please note all statistics are taken from the International Passenger Surgery 2015 
  

 Travellers’ destination: 

  ·       18 million travelers a year go to destinations outside of the EU
  ·       28% (5.4 million) of visits outside the EU are from travelers who live in London
 
 Age of travellers: 
  ·       25% of travellers from the UK travelling outside of the EU are over 55
  ·       30% are between 16-34.
  ·       40% are between 35-54

  Reason for travel: 
  ·       64% of travelers go for holiday

Dr Lizzie Tuckey MBBS, FRCS, BA 
Director, London Vaccination Clinic



Profile
Larry Ivan Goodyer

The personnel of the BGTHA Executive Committee have changed considerably since Travelwise 

last featured profiles of its members. In this edition we begin a series of profiles of the current 

Executive Committee, beginning with its Chair and Deputy Chair

Chair: Professor Larry Ivan Goodyer  BPharm, MPharm, PhD, MRPharmS, MFTM RCPS (Glasgow), 

FISTM

 

He is currently a professor of Pharmacy Practice at the School of Pharmacy at De Montfort University,  

Leicester. Since 1990 he has been working for Nomad clinics and pharmacy, which specialises 

in the medical provision for those travelling overseas, from large sponsored expeditions to private 

individuals.

Prof. Goodyer is called upon to give advice to both members of the public and the medical 

profession. He lectures and undertakes research on many topics related to travel medicine and 

regularly contributes to a variety of books, journals and magazines

Top travel tips

I have always carried a small plastic dropper bottle of 2.5% tincture of iodine. Although its use 

for purifying water has been banned under EU regulations, this is not because it is dangerous but 

because it is not licensed for this use. Iodine is a useful surface antiseptic for treating minor cuts and 

grazes, and a drop or two dropped on to a leech will quickly make the blood-sucking nuisance 

drop off; the iodine can then be used to clean the site of the bite to prevent infection. Some people 

experience skin sensitivity to iodine and should not therefore use it. In view of current EU regulations 

I cannot recommend iodine for water purification, but you may wish to exercise your own little 

version of Brexit in this regard! Better still, carry an effective micro-filtration water bottle such as Pure 

Hydration’s Aquapure Traveller, which will enable you to drink water from any source without having 

to wait for any chemicals to work.

Mike Townend

Pack a door-stop the next time you travel – you know, those rubber wedges to prop open a door. 

Mine is actually wooden and features a beautifully carved bird at one end. I bought it in Borneo 

and use it to wedge under a hotel room door (which almost always open inwards), at night. The 

wedge prevents anyone with a master key or lock-pick from being able to open your door to rob or 

assault you.

Adrienne Willcox

In this new feature we intend to pass on to our readers some tips that other travellers have found 

useful. We would like to invite readers to pass on their own tips by email to info@bgtha.org, putting 

Travelwise in the subject line

New guidelines for treating infections
Overuse of antimicrobial drugs has led to many problems, but used in a targeted manner, these 

drugs are still essential in many situations. New guidelines for their use in primary care, endorsed 

by the RCGP, have recently been published and are available at 

https://www.gov.uk/government/publications/managing-common-infections-guidance-for-primary-

care. 

Users will find the summary tables a particularly useful aide-memoire.



Book review
While I’m Here. 
Iain McIntosh
 
ISBN 978 1 7845 84 22 3. Kindle version available from BGTHA website at £2.99 with 10% 
off for members Paperback available from www.fast-print.net/bookshop at £5.95 including p&p, 
also from bookshops and  Amazon

The author, Iain McIntosh, will be very familiar to BGTHA members through his work for the 
Association from its inception and to a wider audience for his writing and teaching, particularly 
on travel health and care of the elderly, over many years. With “While I’m Here” he has ventured 
into fiction, though I strongly suspect that there is more than a hint of autobiography in the text. 

The book follows the career of Allan Welman from the dramatic events of his first day as a GP in a 
small Scottish town and the surrounding countryside through to the modern era of general practice. 
On the way he encounters a wide variety of personalities among his patients, and deals with 
situations ranging from unexpected childbirth to traumatic amputation in a road traffic accident. 
The “heart-sink” patients, the hypochondriacs and the frankly delusional all beat a path to his door, 
as well as the stoics, the “salt of the earth” characters, the feckless and the simply evil. As I read 
this book I was struck by the fact that Iain appeared to be writing, not only of a world with which 
he was very familiar, but also of one which struck many chords with me from a similar period of 
general practice in a small Cumbrian town and its hinterland.

In these days of targets, box-ticking and increasing political interference in primary care, readers 
will enjoy this fictional account, based on personal experience, of what I am sure will become, if 
it is not already, regarded as the golden era of general practice.

Mike Townend

It has been with huge interest and enjoyment that I have read this excellent book –which reflects 
a full and committed life spent practicing medicine in a community where the author was clearly 
an integral part.

This book embraces modern history and the need for medicine to address social deprivation, 
industrial related disease and chronic ill health with a limited armamentarium of effective drugs. 
It highlights the many highly individualistic patients who came under his care. The eloquent 
description of these interfaces are flavoured with humour, insight and sensitivity and make for an 
excellent, unique and readable book, which I found both interesting and enjoyable. The many 
interesting stories and asides make this book of multifaceted interest – and reflects more than three 
decades of selfless life by a perceptive and caring professional

C C Smith MA MB FRCP

Travellers’ tales
As I left the tent in gathering darkness to head off up 
the glacier, all I could see was a swirl of snowflakes 
in the cone of light from my head torch. I had been 
this way many times in the daylight carrying loads 
and was confident of reaching the fixed ropes in the 
dark, but suddenly my feet slipped and I began to 
slide away down the glacier. Immediately my winter 
training in Scotland paid off and I arrested the fall 
with my ice axe. I lay there panting for breath in 
the newly fallen snow for a few seconds and then 
slowly dragged myself to my feet. I had a sudden 
feeling of panic, as the fall had disorientated me. It 
was now completely dark and I could no longer see 
the comforting orange glow from the hurricane lamp 
in our tent. I was alone at night on a Himalayan 
glacier in falling snow. It was my first experience of 
mountains other than those in Britain and the Alps, 
and by now I was feeling pretty scared. What on 
earth was I doing here?

I had set off from the UK two months earlier with five 
other climbers in a Land Rover which had eventually 
brought us to the Garhwal region of northern India 
to attempt the first ascent of the 6931 metre peak of 
Kalanka in the Garhwal Himalaya. About ten days 
ago, after a five day walk-in from our roadhead at 
Joshimath, we had established our base camp and 
a few days later established advance base here 
on the glacier. Ropes had been fixed on the steep 
slopes leading up to Shipton’s Col to make ferrying 
loads easier, and a camp had been established by 
four members of the team on the other side of the 
col from which the assault on the face of Kalanka 
would begin. 

 

The reason for my foray into the darkness was that 
two climbers had planned to come back over the col 
that day to carry more loads over on the following 
day. When they had not arrived as the light began to 
fade we began to worry about their safety, and I set 
off with my emergency kit, food and spare clothing 
to look for them. Now, after my fall and losing my 
bearings, in addition to worrying about them, I had 
begun to panic about my own safety. It was then 
that I had the nearest thing I have encountered to 
a spiritual experience in the mountains. Suddenly, 
a profound feeling of peace and wellbeing came 
over me and I knew at once that all would be well. I 
set off up the glacier again with renewed resolution, 
and soon saw the twinkling of head torches 
descending the fixed ropes. I quickened my pace 
to reach the equipment dump at the bottom of the 
ropes and soon made contact with the missing two. 
I am still not sure who was the more relieved, them 
or me. It emerged that the fixed ropes had been 
iced up, making the descent much more difficult and 
prolonged than usual.

As we turned to make our way down the glacier the 
clouds lifted and the moon came out, illuminating a 
scene of indescribable beauty as the snow-covered 
glacier stretched out below us. Once again the 
familiar orange glow of the tent appeared, and soon 
we were all enjoying the comfort of warm sleeping 
bags and hot soup. My premonition of peace and 
wellbeing had indeed been fulfilled.

Mike Townend

This is the first in a series of Travellers’ Tales. We 
invite members to submit their own experiences 
for inclusion in future editions. Please email your 
contribution to info@bgtha.org, putting Travelwise in 
the subject line.

Shipton’s Col

Changabang

6864m
Kalanka

6931m



Humanitarian Work 
in Greece
I was a bit anxious when the reality of what I’d 
signed up to sank in. I’d decided to retire as a 
GP partner and told Doctors of the World I was 
available to work with them from September 
until Christmas. Nathalie, my DotW contact, 
responded to my offer to volunteer for four 
months with, “It is quite intense. We suggest 
six to eight weeks.”
I wondered how much of a euphemism 
Nathalie’s “quite intense” was. 
I was going to work in two poorly resourced 
clinics in refugee camps in northern Greece 
providing primary health care to Syrian and 
Afghan migrants. As departure day loomed, I’d 
started to consider how deskilled I’d become 
during my last 15 years as a GP in the city 
of Cambridge.  For years now we’ve been 
discouraged from doing anything practical 
and recently one of my GP colleagues had 
been severely reprimanded for removing a 
lesion that had surprised everyone by turning 
out to be a squamous cell carcinoma.
Then when I noticed vitamin K ampoules on 
the list of medicines used in the clinic, that 
made me worry some more. Was I expected 
to deliver babies? The last baby I’d delivered 
had been in 1989. I was certainly deskilled in 
the obstetric department. And then there was 
my failing physique. Would my arthritic knees 
and back allow me to cope with a full-on job? 
The only way I was going to find out was to 
give it a try.
Then suddenly I was in Thessaloniki in a minibus 
full of people who had introduced themselves 
and kissed me but whose names and roles 
I’d already forgotten. I was reminded that I’d 
be working in one of two refugee camps. I 
was dropped at Oreokastro camp where 
mainly Kurdish refugees lived in tents inside 

a decommissioned car factory. The team of 
Médecins du Monde Suisse along with the 
Greek branch of MdM had been allotted a 
small bare room in the corner of the factory 
and another in the toilet block were most of the 
medicines were locked away. We navigated 
through a throng of waiting patients – all the 
men were smoking - and into the small bare 
room which contained two examination 
couches, a table, a few shelves and little else. 
 

Figure 1: Oreokastro camp with tents
The room already seemed overcrowded. A 
colleague paused his assessment of a pregnant 
woman to introduce himself, as a cardiologist. 
“This woman is in labour,” he said, “so we 
are sending her into hospital.” They were 
putting up a drip and emanated that calm 
efficiency clinicians have when dealing with 
serious situations. Meanwhile my mind was 
in overdrive as I considered… Drip? Why a 
drip? Was this an antepartum haemorrhage? 
Toxaemia? Had she had a fit? Vomiting? Was 
she dehydrated? And a cardiologist doing 
obstetrics? I tried to sneak a peek at the patient 
around the inadequate screens but she didn’t 
look as if she was in shock.
I probably stood for a moment looking and 
feeling useless, then asked the assembled 
company, “Shall I see a patient then?” 

People looked enthusiastic and, with the help 
of one of the Arabic – English interpreters, 
ushered a young lad to the other examination 
couch. He had bacterial tonsillitis. Easy. I 
approached the medicine shelves in search 
of penicillin. There was a good range of 
tablets and syrups on display, nicely arranged 
into antibiotics, antihistamines, things for the 
bowel, medicines for long-term conditions like 
diabetes and hypertension but no penicillin 
and no erythromycin either. I looked again. 
Quite of a lot of the medicines were labelled 
in Greek. Some helpfully had packet inserts 
written in German too. I speak neither and 
was a bit vague about the Greek alphabet 
too. I found some clarithromycin and made a 
mental note to ask about medicine availability. 
Later I found out that we were only allowed 
to distribute medicines bought in Greece and 
sometimes certain drugs just weren’t available.
That first week I was in a state of perpetual 
bewilderment but MdM’s set-up was excellent. 
An experienced nurse would greet each patient 
on arrival at our little clinics and made a quick 
assessment of need. Patients who were very 
unwell were pushed ahead of others. Small 
children were also given priority. Some patients 
were sent away with a few paracetamol. 
Things flowed efficiently and I saw patient 
after patient after patient after patient…. I 
hadn’t worked so hard in decades. Indeed in 
that first week in early September there was 
hardly time to gulp down enough water to 
keep properly hydrated in the heat. I slept at 
least 12 hours each night. My back ached a 
bit but it motivated me to return to my physio 
exercises and these plus a few paracetamol 
sorted those symptoms. 
 

Figure 2: The author (on left) with colleagues
MdM clinics provide health care for several 
thousand refugees and often I was the only 
doctor. I realised quite quickly that I needed to 
adapt my consultation style. Many of our Syrian 
patients had been used to ready access to 
specialists and high tech investigations. Lots of 
people told me they’d had a “disc” diagnosed 
in Syria ten years before and they “needed” 
another MRI. In Britain, and in the camps too, 
patients commonly have more faith in scans 
and MRIs than in the opinion of an experienced 
doctor and while this is understandable I 
always try to direct patients away from tests 
towards improving their lifestyles. Some were 
mightily unimpressed when I tried to show 
them a few back-strengthening exercises. The 
other challenge was that the refugees had 
been accustomed to buying medicines over 
the counter that in the European Union would 
need a prescription. They liked to go to the 
pharmacy to buy antibiotics whenever they 
had a cold. 
Early on in my time working in the camps a 
man attended the clinic with his infant daughter. 
She had been coughing all night for several 
nights. She wasn’t unwell and continued to eat 



well. Her cough was the problem. He had 
scrounged some medicine from a neighbour; 
this had improved the cough but it had run 
out and he wanted more. The child was 
smiley, had no fever and her chest was clear.  
This population expect medicine so I was 
ready to give him a cough mixture, in the full 
knowledge that NICE doesn’t recommend 
it. I asked the name of the medicine he’d 
already started. He said he’d have to bring 
the bottle from the tent. He was irritable. He 
hadn’t slept for a few nights – because of the 
coughing. He stormed off leaving his infant 
on the examination couch. 
He returned with Augmentin syrup. I started to 
explain about antibiotic resistance and how 
an antibiotic wouldn’t help the cough but 
how it might add diarrhoea to his daughter’s 
illness. He was furious. He snatched up his 
daughter and strode out remonstrating loudly 
while I was still trying to explain what else I 
could offer.
While I was seeing other patients, I became 
aware of shouting outside. The man was 
back with a group of his friends. They were 
threatening to smash up the clinic. A week 
or two before my arrival, another patient 
had been dissatisfied with a different doctor 
and a group of men had thrown rocks at the 
clinic. The refugees and clinicians inside fled 
and when the team returned the next day they 
discovered that all the windows had been 
smashed and the medicines were strewn over 
the floor. On a separate occasion, refugees 
had also trashed the storage containers 
where their food was kept. When groups of 
men became angry, it seemed that all logic 
was lost.
Our interpreters were amazing though 
and managed to calm things down a bit. 
Then one of the community leaders arrived, 

asking for our side of the story. It transpired 
that the father had told everyone that I’d 
refused treatment for his baby daughter 
and that was what had incensed them all. 
I was able to explain my logic and offer a 
bottle of sedating cough-suppressing syrup. 
I emphasised the sedation that the syrup 
would achieve, everyone calmed down and 
the mob dispersed. 
A few days later, the father was back in the 
clinic and I felt a little nervous of what he 
might want this time. It was about another 
child who was quite unwell with a high fever 
and productive cough. Magnanimously, I 
offered antibiotics saying, “This child is ill 
– she needs antibiotics. How is your little 
daughter?”
“Fine.” He mumbled.
“I’m glad to hear that.” I said putting on my 
friendliest face. He was my most challenging 
patient by far but I said “no” further into all 
future consultations. I also wondered how 
often the men in the camp had experienced 
a woman saying “no” to them. Not often, I 
suspect.
The tense times were few during my time in 
Greece. I saw a lot of patients – my record 
for a day was 69 but we had days off and 
since refugees could call an ambulance 
if they needed to there was no on call 
commitment. Local hospitals struggle to offer 
a clinical service as doctors are hardly paid, 
if paid at all due to the austerity situation but 
they took referrals from us. 
Many of the patients had the same spectrum 
of illness as we are used to seeing in General 
Practice in the UK and it was gratifying to learn 
that experienced British GPs are superbly 
well trained for the role I filled. My Greek 
colleagues were not only less comfortable 
with dealing with the full range of illness, 

they were also used to doing a full clerking 
and some wrote a page or two of notes even 
for straightforward upper respiratory tract 
infections. I saw lots of skin infections and 
diarrhoea and respiratory symptoms. I had 
to give a Mantoux or two. I did have to stitch 
up a big double laceration in someone’s arm 
but I didn’t have to deliver any babies and 
the experience felt worthwhile. The refugees 
have suffered both in the conflicts and since 
fleeing their bombed homes. Most feel stuck 
in Greece and are keen to move on to 
start trying to rebuild their lives. Many are 
separated from other members of the family. 
Some don’t know whether husbands and 
sons are alive even. Many of the refugees 
have lost everything, including hope. I was 
keen to demonstrate that some people care.
One of the hugely rewarding aspects of 
volunteering with Doctors of the World / 

Médecins du Monde was working with a 
great cadre of humanitarians. It was such a 
privilege.
Nathalie had been right. The work was 
intense and ultimately exhausting. That is why 
DotW continue to look for experienced GPs 
to work on their projects. So if you feel like 
life in clinical practise serving our pampered 
population is becoming too predictable, I’d 
recommend some time as a volunteer. It resets 
your ideas about what is important in life. 

Jane Wilson-Howarth from mid 
September until early November posted a 
series of blogs about her work while she was 
in Greece and they can be found at www.
wilson-howarth.com/blog. 



Vaccine
information
 

Name of the product
Boostrix®-IPV suspension for injection in pre-filled syringe
Diphtheria, tetanus, pertussis (acellular, component) and poliomyelitis (inactivated) vaccine (adsorbed, 
reduced antigen(s) content)

Therapeutic indications
Boostrix-IPV is indicated for booster vaccination against diphtheria, tetanus, pertussis and poliomyelitis of 
individuals from the age of three years onwards (see full product details).
The administration of Boostrix-IPV should be based on official recommendations.

Dosage and method of administration
A single 0.5 ml dose of the vaccine is recommended by deep intramuscular injection preferably in the deltoid 
region. Boostrix-IPV may be administered from the age of three years onwards and may be considered 
during the third trimester of pregnancy. For the use of the vaccine before the third trimester of pregnancy, 
see section full product details. It may be administered to adolescents and adults with unknown vaccination 
status or incomplete vaccination against diphtheria, tetanus and pertussis as part of an immunisation series 
against diphtheria, tetanus, pertussis and poliomyelitis. Based on data in adults, two additional doses of 
a diphtheria and tetanus containing vaccine are recommended one and six months after the first dose to 
maximize the vaccine response against diphtheria and tetanus (see full product details).

Boostrix-IPV can be used in the management of tetanus prone injuries in persons who have previously 
received a primary vaccination series of tetanus toxoid vaccine and for whom a booster against diphtheria, 
pertussis and poliomyelitis is indicated. Tetanus immunoglobulin should be administered concomitantly in 
accordance with official recommendations.

The safety and efficacy of Boostrix-IPV in children below 3 years of age have not been established.

Contraindications

• Hypersensitivity to the active substances or to any of the excipients listed in the full product details or to 
neomycin or polymyxin.

• Hypersensitivity after previous administration of diphtheria, tetanus, pertussis or poliomyelitis vaccines.
• Boostrix-IPV is contraindicated if the subject has experienced an encephalopathy of unknown 

aetiology, occurring within 7 days following previous vaccination with pertussis-containing vaccine. In 
these circumstances, pertussis vaccination should be discontinued and the vaccination course should 
be continued with diphtheria, tetanus and poliomyelitis vaccines.

• Boostrix-IPV should not be administered to subjects who have experienced transient thrombocytopenia 
or neurological complications (for convulsions or hypotonic-hyporesponsive episodes, see full product 
details) following an earlier immunisation against diphtheria and/or tetanus.

• As with other vaccines, administration of Boostrix-IPV should be postponed in subjects suffering from 
acute severe febrile illness. The presence of a minor infection is not a contraindication. 

Full product details
For full product details  go to http://www.medicines.org.uk/emc/medicine/28679

Practical Action, previously known as 
Intermediate Technology, grew out of the 
work of the economist E F Schumacher, the 
author of “Small is Beautiful”, rated by the 
Times Literary Supplement as one of the 100 
most influential books written since World 
War Two. To quote from the charity’s website, 
“Practical Action uses technology to challenge 
poverty in developing countries. We enable 
poor communities to build on their skills 
and knowledge to produce sustainable and 
practical solutions”. In this article we feature 
two of the types of projects in which Practical 
Action is actively involved.
Stopping the ‘Killer in the Kitchen’
Smoke from indoor kitchen stoves and fires 
kills more people each year than AIDS, 
malaria and TB combined in the developing 
world – that’s over 4 million – and most of the 
victims are women and children. In countries 
like Nepal, people rely on open fires in their 
homes to cook the family’s meals and heat 
the home. The smoke causes a myriad of 
health problems including eye infections and 
respiratory diseases. But these deaths can be 
prevented with simple, sustainable solutions.
 

Figure 1: A traditional stove in Nepal

Development charity Practical Action works 
in rural areas of Nepal helping the poorest 
to access and install simple smoke hoods 
which remove up to 80% of the toxic smoke 
produced by fires in the home. The installation 
of a smoke hood has dramatic effects on 
improving the lives of the poorest.
 

Figure 2: A re-designed stove with a smoke 
hood
Whilst Practical Action works directly with those 
suffering the worst effects of smoke inhalation, 
it also works with governments and other 
agencies to scale up the approach beyond 
its own projects. The Nepali Government 
in particular has an ambitious target for all 
homes in Nepal to be smoke-free and the 
Global Alliance for Clean Cookstoves aims 
to provide 100 million clean-burning stoves to 
households in Africa, Asia and South America 
by 2020.
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Figure 3: A smoke-free stove in Peru

The charity has also developed fuel-efficient 
stoves to reduce smoke and the amount of 
wood that is required to cook and heat the 
home. In some parts of the world cheap liquid 
petroleum gas (LPG) or biogas produced from 
animal dung can even provide families with 
clean, energy-efficient ways to cook without the 
risks of smoke. The charity’s ‘Stop the Killer in 
the Kitchen’ campaign has raised millions for 
families affected by the problems associated with 
indoor smoke pollution. For more information 
visit www.practicalaction.org/smoke. 

Comic Relief sanitation project in Kisumu, 
Kenya.
Nakuru is the fourth largest town in Kenya 
and the capital of the Rift Valley province. The 
current population of Nakuru is estimated at 
600,000 of whom 190,000 live in the slums 
of Rhonda and Kaptembwo. Currently, less than 
10% of residents here have access to sufficient 
sanitation facilities of adequate quality. The 
main sanitation facilities are simple pit latrines. 
On average 37 people share a latrine, but in 
the worst cases a single latrine is shared by more 
than 200 people. Due to poor construction, low 
coverage, poor maintenance, improper use and 
dilapidation, open defecation still happens. 
Women have problems disposing of sanitary 
waste for themselves and children.
 

Figure 4: This Kenyan woman and her family 
share these two “hole in the ground” toilets with 
12 other families

These conditions form the perfect environment 
for diseases and poverty to flourish. Children 
have multiple illnesses which has a detrimental 
impact on their health, development and 
education. Our work aims to help them realise 
what the community can do to address the 
problem themselves.
What is needed is a solution which lasts and 
becomes part of normal life. Development charity 
Practical Action is adopting a Community-led 
Total Sanitation (CLTS) approach to help trigger 
residents and landlords alike to take action. The 
ultimate aim is to create access to sanitation 
and hygiene facilities for all, and to ensure that 
everyone in the community effectively use and 
look after their toilets.
 
Figure 5: New toilets using harvested rainwater

Although the Municipal Council have set by-laws 
requiring all landlords to provide on-site sanitation, 
there is little incentive for the landlords to invest in 
their properties because the tenants are very poor 
and can only afford low rents. Providing landlords 
with access to loans and toilets appropriate to this 
situation will enable them to meet the sanitation 
requirements whilst still keeping rents affordable. 
To do this the charity is working with landlords, 
financial institutions and the private sector to 
develop new, affordable credit schemes and loan 
cost-recovery plans.
Practical Action works with 140 community health 
volunteers, at least 100 artisans, and at least 20 pit 
emptiers who are all critical to making the system 
work effectively. These workers provide a critical 
public service and yet currently face a myriad of 
problems. They lack both finance and awareness 
of appropriate technologies for sanitation. They 
suffer stigma and discrimination. Providing them 
with training to provide the services the community 
requires is a key part of this project. It will improve 
their own health, will enable them to provide an 
essential service to their community and raise their 
status.

 

Figure 6: Building a new toilet block that will 
generate biogas for cooking

By the time the project is completed there will be no 
open defecation or flying-toilets in 4 out of 6 zones 
in the settlements (8 villages out of 13) and 60% 
of residents will have access to adequate on-plot 
sanitation and hand-washing facilities. For more 
information please visit http://practicalaction.
org/urban-water-sanitation-waste. 
Examples of two other types of project  being 
undertaken by Practical Action are the installation 
of solar panels in Zimbabwe which provide 
electricity to irrigate drought-hit land and aid 
local businesses and clinics to function, and the 
construction of dams, underground reservoirs, 
terraces and community forests to combat the 
effects of drought and desertification in Darfur, 
Northern Sudan.


