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

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

Services to members include:

• Research grant of up to £500

• Education Bursary of up to £300

• Four issues of Travel Wise per year

• Two issuses of the BGTHA Journal per year

• Reduced subscription to Travel Medicine and Infectious Disease

• Reduced fee for the BGTHA Annual Scientific Meeting

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

website

• Access to research groups

• Study days

• BGTHA FTM exam education busery £300

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

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

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

by joining one of the subcommittees or helping to organise BGTHA 

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

subcommittees include:

• Education

• Research

• Publications

• Conference organisation

• Links with other societies

Contact us
British Global and Travel Health Association

At this time of the year the thoughts of many of us are 
preoccupied with preparations for Christmas and the start of 
another year. Momentous decisions have been taken in 2016, 
among them the decision of the British people to leave the 
European Union and the decision by the American people to 
elect Donald Trump as their next President. I will not yield to 
the temptation to comment on either of these events, except 
to say that both of them carry with them a great deal of 
uncertainty for the future. Some effects of the British decision 
to leave the EU have already become apparent with the fall 
in value of our sterling currency and its effects on both trade 
and travel, and the Chancellor of the Exchequer’s Autumn 
Statement has done little to relieve the economic gloom. Sir 
Austin Chamberlain in a speech in 1936 referred to an “ancient 
Chinese curse” that said “May you live in interesting times”, 
though there is no evidence that such a curse ever existed in 
China. Whatever the origin of that much-quoted “curse”, it 
is clear that we are indeed living in interesting times and are 
likely to carry on doing so for the foreseeable future.

There are, however, glimmers of hope for the future. In this 
edition of Travelwise you will read a report on the Medsin 
National Conference in Glasgow, which Eric Walker, Anne 
Maclean and I were privileged to attend. Medsin is an 
association of medical students devoted to promoting global 
health. Although the invited speakers were all of high calibre 
and gave extremely thought-provoking presentations, what 
stood out for me was the students themselves. It was a 
pleasure to be among such a gathering of intelligent, articulate 
and caring young people whose aims in life are not confined 
to furthering their own careers, but who show such great 
compassion for those at home and abroad in circumstances 
less favourable than their own and such a desire to bring about 
an improvement in global health and wellbeing. Lest readers 
should be left with the impression that Medsin is composed 
of righteous “goody-goodies”, the students showed their love 
of life and their ability to have a good time in full measure at 
the social event which involved a ceilidh and the consumption 
of large amounts of alcohol between dances. Even your 
editor was tempted on to the dance floor for most of the 
dances, a decision that was regretted the following day when 
negotiating several flights of stairs to conduct a workshop on 
the second floor of the conference venue..

As Christmas draws near and we occupy ourselves with 
buying gifts and stocking up with food and wine, it behoves us 
all to consider those less fortunate than ourselves, whether 
observers of the Christian festival or not, who face the coming 
winter months without adequate food or shelter, on the 
streets of our own cities, in makeshift tents in refugee camps 
or on flimsy boats on the ocean. They are all human beings 
like ourselves, with hopes, aspirations and feelings like ours, 
and as such they deserve all the help we can give them.

I wish all members of BGTHA and all readers of Travelwise a 
happy Christmas and a peaceful New Year.

Administrator : Roger Morley
Email: info@bgtha.org
Telephone: 0845 003 9197
Postal address:
British Global and Travel Health Association
13 Burlington Street
Flat 5
Bath BA1 2SA

Patrons: Sir Christian Bonington CBE, Colonel John Blashford-Snell OBE, DSc (Hon),  Baroness Cox
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Q&A

Dr George Kassianos

Question: 
Contrary to what we have learned in the past, I have just heard that we do not need to expel the air bubble in 

a pre-filled syringe before injecting the intramuscular influenza vaccine. Is this advice correct?

Answer:
Yes, it is correct, unless the SPC of the vaccine you are using stipulates otherwise. The air injected at the end of 

the vaccine fluid into the muscle and needle track forms an airlock that prevents the vaccine from seeping back 

into the subcutaneous tissue and even onto the skin. In addition, this small amount of air clears the needle and 

prevents localised reaction. Further, in our attempts to expel air we also expel some of the vaccine, therefore, 

the dose we give is not full1. 

Another method is the use of the Z technique. This involves pulling the skin downwards at the point where the 

vaccine is to be given, the vaccine is then given and the skin is allowed to ‘spring’ back to its original position 

– see diagram.

Reference: (1) Public Health England Seasonal Influenza Vaccination with the inactivated influenza vaccine 

Information for Health Care Practitioners 2016/17 https://www.gov.uk/government/uploads/system/

uploads/attachment_data/file/567675/Inactivated_flu_vaccine__Info_for_HCW.pdf.pdf

 

Himalayan Kidnap.
Jane Wilson-Howarth. 
Eifrig Publishing, PO Box 66, Lemont PA 16851, USA

Paperback: ISBN 978-1-63233-100-7 Hardcover: ISBN 978-1-63233-101-4 Ebook: ISBN 978-1-63233-102-1

 

Jane Wilson-Howarth is known to many readers of Travelwise as the author of several books on travel health, all written with 
her own original and entertaining approach to the subject. Following her very moving memoir A Glimpse of Eternal Snows, 
reviewed in Travelwise, she then branched out into fiction in 2014 with Snowfed Waters. Her latest publication is in the field 
of children’s fiction, with Himalayan Kidnap – the first Alex and James Eco Adventure in Nepal. 

!6 year old Alex and his 12 year old brother James are asked to take a mysterious package to their parents, who are 
engaged in animal research in the Nepalese jungle. They soon become involved in a dangerous journey involving betrayal, 
wild animals, avalanches, deep and dark caves and kidnap by Maoist insurgents, as well as help from many Nepalis, 
including their young friend Atti. The story moves rapidly from one incident and escape to another, and is sure to hold the 
interest of young readers. Throughout the book Jane’s knowledge and love of Nepal, its people, its geography and its 
wildlife shine through the narrative, skilfully making it as informative as it is entertaining. The book includes a glossary of 
Nepali terms used in the text, as well as delightful illustrations by Betty Levene of many of the creatures encountered by Alex 
and James during their adventure.

Young readers given this book, whether in print format or as an ebook will devour it and will eagerly await the next of Alex 
and James’s adventures. 

Mike Townend



MEDSIN NATIONAL CONFERENCE, GLASGOW 2016

I was delighted when Eric Walker and Mike Townend 
invited me to assist at the Medsin National Conference at 
the state-of-the-art Education and  Conference Centre at 
the Queen Elizabeth II Hospital in Glasgow. Aptly entitled 
“Inspiring Change: Glasgow’s Call to Action”, this two 
day conference attracted medical students from universities 
throughout the UK. These students were refreshingly 
enthusiastic about global and travel health issues and the 
conference was extremely well organized.

The conference began on the Friday evening with a civic 
reception held in the Glasgow City Chambers overlooking 
George Square. All delegates were warmly welcomed, 
on behalf of the Lord Provost, and enjoyed a welcome 
drink and short tour of this magnificent historic building.

One of our principal aims at this conference was to raise 
awareness of the BGTHA and to encourage new members 
to join. We chatted to many very enthusiastic students, 
many of whom asked “What exactly is Travel Medicine?”. 
This prompted plenty of opportunity to give them an 
insight.
“Freebies” are always very popular and the copies of 
Travelwise, the BTHA Journal and memory sticks flew off 
the shelves!

Eric and Mike ran an excellent workshop entitled “Poverty 
in The Indian Sub-Continent”. Whilst Eric focused mainly 
on villages in rural India and a global approach to 
security and poverty, Mike also spoke about poverty, 
starting off in the UK and then in the parts of Nepal that 
the tourist does not normally see. Both speakers have 
many years of experience working in these areas, which 
came to life as they re-told their fascinating stories. Several 

of the students later told us that hearing these memorable 
stories brought these interesting topics alive.

Mike’s part of the workshop began by defining poverty: 
“There are basically three current definitions of poverty 
in common usage: absolute poverty, relative poverty and 
social exclusion.” (The House of Commons Scottish Affairs 
Committee http://www.bbc.co.uk/scotland/education/
ms/wealth/def_of_poverty/definitions.shtml). He split the 
delegates in to three groups and asked them to discuss 
these three definitions. One person from each group then 
gave feedback. This prompted plenty of discussion. Further 
group work followed on the causes of global poverty and 
on the effects of poverty on individuals, communities and 
nations.

Eric’s part of the workshop approached security and 
poverty from a global perspective. His many anecdotes of 
living and working in rural India brought the whole topic 
alive and prompted much interest and debate.
He explained how important it is to respect cultural 
differences, to cooperate with local people by avoiding 
an “us and you” approach, how not to underestimate the 
quality of local knowledge and expertise and to avoid 
becoming frustrated. His “take home” message was that 
ACTION – empathy, understanding and compassion is far 
more important than sympathy or pity.

There were three plenary 
presentations on day one, all 
of which were highly thought-
provoking.

The first, entitled “Poverty 
in the UK: The Biology 
of Poverty”, was expertly 
explored by Sir Harry Burns, 
Chief Medical Officer for 
Scotland from 2005-2014. 
Focusing on the effect of 
social conditions on health, 

he described how and why poor health and premature 
deaths can be attributed to poor 
living conditions. An advocate 
of the importance of early 
development for future health 
and wellbeing, he showed us 
a slide depicting the molecular 
biology of a cuddle. This study 
demonstrated how the release 
of 5-HT (5-hydroxytryptamine, 
an important neurotransmitter) in 
to the bloodstream, prompted 
by a cuddle, provides the 
mechanism to switch off the 
stress response.  I found this fascinating!
He explained that there is evidence that children brought 
up in orphanages or outwith a loving home are eight times 
more likely to develop problems related to drug-taking, 
alcoholism, violence, aggression and other mental health 
problems.

The second plenary session entitled “Medicine in Conflict” 
was presented by Richard Villar, a world-renowned ex-
SAS orthopaedic surgeon. His talk described many of 

the dangers and challenges of providing medical aid 
in war zones and areas affected by disaster.  It was a 
moving experience when he described how it felt to say 
“Goodbye” to his wife and family each time he left to go 
on a mission, knowing that, being realistic, it could be the 
last time. 

“Refugees and Asylum Seekers” was the title of the third 
plenary of day one, presented by Amal Azzudin and 
Dr Alison Strang. Amal, one of the “Glasgow Girls”, 
celebrities for campaigning against children being 
detained in detention centres, and against dawn raids 
to remove families seeking asylum, truly is an inspiration. 
Her talk poignantly told of her own experience arriving 
in Glasgow by bus, as an asylum seeker from Somalia. 
Her mother was pregnant with her younger sister and 
her father remained in Somalia. Amal very soon made 
friends at school and within the local community. One 
night, during a dawn raid, one of her best friends and her 
family were forcibly removed from their beds and sent to 
a detention centre. This enraged Amal and her classmates 
and they campaigned against this. 
Currently she works as a community development officer 
with the Mental Health Foundation, passionately making 
a real difference to the wellbeing and social inclusion of 
refugees and asylum seekers.

Dr Alison Strang is a leader in strategy for integrating 
refugees. She described integration as, “a two-way 
process that involves positive change in both the 
individuals and the host communities and which leads to 
cohesive, multi-cultural communities”.  Her main interests 
are the mental health and wellbeing of people affected by 
disaster and conflict. 

The Saturday Social began with The Syrian Supper 
Club provided by Kuche. Kuche is a socially engaged 
food venture aiming to promote healthy eating, cultural 
integration and to address social isolation.  Following the 
delicious food, Stravaig Ceilidh Band got everyone up on 
the floor for a real Scottish “shindig”!

All in all this was an excellent conference. I found it 
truly inspiring to be amongst so many enthusiastic and 
compassionate students prepared to take valuable time out 
of their busy lives to learn how they can make a difference 
to others.

Plenary 3: Poverty in the UK: the role of the NHS
The final plenary session on the second day o he 
conference had as its subject “Poverty in the UK: the role 
of the NHS”.
Dr Helene Irvine, a consultant in public health in Glasgow, 
spoke on the use of data to discover where the NHS is 
going wrong, stressing the importance of the wealth gap 
in determining health and comparing the effectiveness of 
some policies such as those on alcohol and smoking with 
the ineffectiveness of untargeted screening and health 
improvement messages. She pointed out the complex 
factors involved in the wealth gap, including physical 
and mental health problems, drugs, alcohol, education 
(or lack of it), homelessness and crime. She produced 
evidence to show the importance of pre-school education 
and that a shift in resources is needed, for example from 
specialist to generalist care and from NHS managers to 
more clinicians. Her evidence showed clearly that the 
inverse care law operates in the NHS in that elective 
services were dominated by the rich and relatively healthy, 
leaving the poorer and those more needy of care to 
rely on unscheduled attendances at acute services. She 
pointed out the importance of the “gatekeeper” function 
of GPs and showed that weakening of GP services by a 
reduction in their budget had resulted in overuse of acute 
services. She produced further evidence of the weakening 
of primary care in the reduction of the numbers of GP 
principals, practice nurses, nurse practitioners and district 
nurses. She was firmly of the opinion that wider availability 
of pre-school education and a strengthening of primary 
care services would be of great benefit.

Professor Graham Watt, Professor of General Practice in 
Glasgow, also spoke of the imbalance between specialists 
an generalists in the NHS, and stressed the importance 
of autonomy, mastery and purpose in giving not only job 
satisfaction but also life satisfaction. He pointed out the 
importance of multimorbidity, both physical and mental, in 
association with deprivation but also pointed out the that 
randomised controlled trials generally exclude subjects 
with multimorbidity, making it difficult to use evidence 
derived from them when dealing with patients exhibiting 
multimorbidity, which includes many of the more deprived. 
In addition, he was of the opinion that care of those 
with multiple problems is further impaired by the large 
number of different treatment “hubs” available to deal with 
their problems, which frequently had no communication 
between them, a problem that could be solved only by 
greater collaboration between and integration of services.

On the Sunday there were further workshops covering 
several very interesting and topical subjects so making 
choices as to which ones to attend proved very difficult. 

Anne Maclean
(with comments on Day 2 by Mike Townend)

Sir Kenneth Calman opening            
the conference

Sir Harry Burns addressing the 
opening plenary session

High spirits at the conference ceilidh

The BGTHA stand

Members of the Organising Committee at the Civic Reception in 
Glasgow City Chambers



The impact of Biocidal Product 
Regulations (BPR)

The BPR are part of a European Directive that regulates biocides (defined as any substance that repels, attracts or 
kills any living organism. This is to maintain a single set of standards that are currently not consistent when under 

national control.

The impact to travellers is that the biocides DEET, Picaridin and Citriodiol have been accepted and to be approved 
by the regulations whereas citronella oil and neem have failed. These products will continue to be available to be 

used to prevent insect bites.

   
                     

Fig 1: Some insect repellents containing the permitted DEET, Picaridin and Citronella 

The remainder of products (for example citronella oil, neem) will need to be withdrawn 
from the market (and in clinic sales) by the end of December 2016.

                        

Fig 2: Some insect repellents containing the no longer permitted citronella

The impact to the traveller does not end there. The concentration of DEET is also being restricted to a maximum 
concentration of 50%. This follows concerns relating to DEET on the skin and being systemically absorbed. As a 
consequence of this legislation, products containing greater than 50% (including 100%) of DEET will have to be 

removed from sale by the end of December 2016.

Additionally the age limits for use of DEET on children will also change and packaging will need to be modified. 

Where does this leave the traveller who regularly uses and requires 100% DEET? In the short term the highest 
strength of DEET will be 50% and this will need to be more frequently applied (according to the manufacturers 

instructions) than the 100%.

What lies ahead in the future? The biocide manufacturers are looking to apply modern technology and this 
already exists in products with micro-encapsulation.  In these products  lower levels of biocides last as long as the 
traditional concentrations. By applying the same technology to 50% DEET could provide the extended protection 

time that the 100% provided.
Derek Evans



SASTM hold this biennial congress in partnership with ISTM, 
it being their 7th regional conference. Held at the Boardwalk 
Hotel, Nelson Mandela Bay in Port Elizabeth, it was a warm 
and welcoming conference where I met friends and colleagues 
old and new from around the world. The theme was Travel 
Health Africa: the Boiling Point? So it was not surprising to find 
the concept of One Health a pervading influence throughout 
several of the sessions. Of course, it’s never possible to attend 
everything at these events but I hope the salient points noted 
below are of interest.

Rabies vaccine
Standing in a queue for registration I fell into conversation 
with Robert Steffen, Professor Emeritus of the University of 
Zurich. We talked about it being World Rabies Day and 
Robert explained a current area of research and policy he is 

working on. The hypothesis is that one dose of rabies vaccine 
before travel will prime the immune system, with 2nd and 
3rd doses each to be given preceding the next two visits to a 
rabies-endemic destination. If this schedule were adopted the 
potential advantages would include:
• Minimised or spread-out vaccine costs for travellers.
• A reduction in the use of immunoglobulin (HRIG) 
following a rabies-prone event, because the immune system 
was already primed to receive post-exposure vaccine.
• A cost saving to healthcare systems such as the NHS, 
who supply post-exposure HRIG.
• A limit to the demand travellers place on scarce local 

HRIG supplies in rabies-endemic countries, which reduces the 
availability and affordability of protection for local people 
living with a constant risk of rabies.
It was stressed that this is NOT an accepted practice and 
Professor Steffen is in discussions with WHO. Meanwhile, IM 
rabies on days 0, 7 and 21 or 28 is still the ‘gold standard’ 
we should be offering our travellers.

Psychological aspects of solo travel around Africa – the good, 
the bad and the ugly

Jolandie Rust is from Kempton Park, Johannesburg, and was the 
invited speaker at the Welcome session. At a very low point in 
her young life, Jolandie decided to cycle around South Africa, 
after which she circumnavigated the entire African continent 
by motorbike. This involved 28 countries, 45,000km, 18 

months, a couple of war zones, 
multiple muggings, one episode 
of flu, one broken ankle and 
no malaria – no antimalarial 
prophylaxis either! If ever there 
was a lesson in the need to 
include personal safety in our 
pre-travel consultations, this was 
it – although Jolandie would not 
have heeded a word!
Note to BGTHA: She was an 
inspiring guest speaker – quite 
unique, and I can recommend 
her for a BGTHA conference if 
funds allowed. http://www.
jorustadventures.com/jo-rust 

Education in TM – quo Vadis?
There were numerous speakers 
outlining how their country or 
organisation provided travel 
medicine education. Arguably, 
none had the answer to 
educating sufficient numbers of 
practitioners to meet the needs 
of the increasing numbers of 
international travellers. Thailand 
has a three year postgraduate 
programme to license doctors 
in travel medicine (including 
infectious disease management 
and research skills). Only a 
few doctors have graduated, 

leaving the majority of travellers reliant on GPs and a few 
ISTM-certified clinics.  A presentation from China highlighted 
this largest group of international travellers who are served 
by 35 travel clinics with 27 doctors who manage 1.2 million 
people a year for pre-travel vaccination. Many travellers also 
fall into the occupational health bracket, and there have been 
well-documented cases of malaria and yellow fever in Chinese 
international workers. Port hygiene is a dominant feature of 
Chinese TM services due to the amount of shipping traffic.

One Health
Veterinary pathologist Emily Mitchell has developed a One 

Notes from South African Society of Travel Medicine 
(SASTM) conference

Port Elizabeth, S. Africa, 28 Sept – 1 Oct 2016.

Health training course for doctors, vets and ecologists. She 
presented on stowaways and the spread of infections and 
illnesses as animals come into contact with humans via 
various modes of transport. It was a depressingly long list and 
examples included Ebola outbreaks in gorillas and chimps 
being a possible sentinel or warning for disease in humans, 
with deforestation and roads bringing apes and humans into 
closer contact. Shipping and travel by water has left products 
such a plastic, nickel and copper (from sunscreen) in the 
sea, adversely affecting microbes and algae – and the latter 
were stated to produce 60% of the world’s oxygen. Weather 
extremes as a result of human activity are thought to be related 
to thawing of arctic regions to the degree that anthrax has now 
been found in reindeer populations. The contrails produced by 
air travel are changing the microbiome of the atmosphere with 
as yet unknown effects.

Kevin le Roux, veterinary technician, KwaZulu-Natal leads 
a Bill Gates Foundation project to vaccinate dogs against 
rabies – 93% reduction in animal cases has resulted in a huge 
reduction in human rabies. He argues that vaccinating humans 
and using HRIG is not the answer. A fantastic presentation on 
One Health in action. The project model is to be extended to 
brucellosis too.
Note to BGTHA: another inspiring guest speaker I can 
recommend for a BGTHA conference if funds allowed.

 

Vaccine news
Professor Martin Haditsch heads a microbiology lab in 
Germany, and provided a wide-ranging session on vaccines 
for travellers. Notable points he made:
• Diphtheria re-emergence – two recent fatal cases in 
the Punjab (and more cases reported elsewhere in the world 
on NaTHNaC’s site since I returned).
• MMR – the ‘two shots for life’ may only be true for the 
measles component. There is some evidence that protection 
does not last for mumps.
• Pre-travel screening for varicella zoster virus antibody 
status should be mandatory for people going abroad on 
humanitarian missions so there is no “Trojan Horse” causing 
serious epidemics.
• Flu – new A strain detected in Africa, 2014.
• Pneumococcal vaccination for at-risk individuals – 
recommends using a conjugate first then a polysaccharide at 
least 8 weeks later for maximum protection.

Leo Visser, Professor of Infectious Diseases, Leiden University: 
• Cast doubt on long-term (20+ years) seropositivity of 
yellow fever vaccine following the WHO ‘one dose lasts for 
life’ policy of July 11 2016.
• There are currently 271 vaccines in Phase I, II, 
and III trials and 10% will make it to market. Of these 271 
vaccines, 117 are for new diseases for which we do not 
yet have a vaccine. Dengue vaccine for travellers is not 
promising because immunity wanes after vaccination and then 
any exposure to wild dengue virus results in severe disease. 
Astrovirus, E.coli, Zika and HIV vaccines looking more 
promising.
Note to Boots and HTL colleagues: so no shortage of work for 
us! I also took the opportunity to talk to Leo about monoclonal 

antibodies and vaccines – he recognises the same problems 
as us – how can we be clear about their interactions? Has a 
paper being published – I’ll look out for it.

Insurance
Noel Joseph of Travel Insurance Consultants gave an insurance 
company’s perspective on travel insurance:
• Most claims are made by the 60+ age group.
• Corporate travel into Africa presents a lot of very high 
cost claims.
• About 4% of claims are due to adverse events or 
illnesses on board an aircraft.
He argued that it should not be the traveller who searches and 
decides on a policy – it should be the insurance industry’s duty 
to ‘risk assess’ them and their trip, and advise on the level of 
cover accordingly.

Controversies in TM
A well-named session – very little consensus between a panel 
of experts on these topics:
• Do we apply WHO 11 July 2016 policy that yellow 
fever vaccine lasts for life or do we revaccinate and provide 
an international certificate in case the traveller is stopped by 
ill-informed border staff?
• Should we vaccinate someone with YF vaccine if they 
have an egg allergy? One expert said yes – have adrenaline 
ready – BUT this is strictly outside SPC and not advocated!
• Do we treat mild travellers’ diarrhoea with antibiotics? 
Those who said they would treat could not agree on drug of 
choice, strength or duration.
• Should a traveller to a malarial area for 1 week take 
antimalarials? No logical debate ensued!

Schistosomiasis 
Chris Appleton, WHO and Professor Emeritus, University 
of KwaZulu-Natal: Brazil made schistosomiasis a notifiable 
infection and this has resulted in a dramatic decrease in cases. 

Adrienne Willcox.

Jolandie Rust

Vaccinating dogs in Africa



Tibet: some personal 
observations
Whatever your religious beliefs, or lack of them, as a UK 
citizen you are free to hold and profess them publicly without 
fear of reprisal. Can you imagine, then, if having a photograph 
of the Archbishop of Canterbury or Pope Francis on the wall of 
your home would result in your being imprisoned and tortured? 
Or can you imagine being under the unwanted 
rule of a foreign power which spirited 
away the Archbishop of York or 

Cardinal Vincent Nichols, 
never to be seen or heard 
of again, and installed in 
his place a puppet of their 
own choosing ?

 
These events may 

seem unlikely to 
us in the UK, 

but for the 

inhabitants of Tibet they are an everyday reality. The leaders 
of Tibetan Buddhism, or Lamas, are identified at a young age 
as reincarnations of former Lamas, or Tulkus, by procedures 
including their ability to recognise items that belonged to them 
in their previous incarnation. The spiritual leader of the Tibetans 
is Tenzin Gyatso, the 14th Dalai Lama, but anyone in Tibet 
caught declaring loyalty to him or owning his photograph will 
be arrested by the Chinese self-appointed rulers of Tibet and 
subsequently imprisoned and tortured. When I visited Tibet, 
even in private conversations Tibetans were afraid to speak to 
me of the Dalai Lama by name. The second highest religious 
authority in Tibetan Buddhism is the Panchen Lama. The current 
Panchen Lama, Gedhun Choekyi Nyima, was abducted as a 
child by the Chinese in 1995, and nothing has been heard 
of him outside Beijing since then. In his place the Chinese 
installed Gyaltsen Norbu, the son of a Communist Party official, 
as Panchen Lama.

 

Tibet’s monasteries are the repositories not only of religious 
practice and teaching but also of Tibetan culture and learning. 
Since the Chinese invasion of Tibet in the 1950s, over 6000 
monasteries have been destroyed along with their precious 
contents, and many monks have been killed, imprisoned or 
tortured; it is impossible to know the precise numbers involved, 
but it almost certainly runs into many thousands if not tens of 
thousands. In addition to these direct attacks on Tibetan culture, 
there has been a huge influx of ethnic Han Chinese into Tibet, 
to the extent that they now are thought to outnumber ethnic 
Tibetans. Chinese is now the official language of Tibet and 
if one walks around the streets of the capital Lhasa, as I have 
done, all the signs are in Chinese. 

Some monasteries still remain open, but in many cases with 
greatly reduced numbers of monks, and some of the damage 
done to monasteries has been repaired, but my impression 
was that this was more for the benefit of tourists than out of any 
respect for Tibetan culture. Pilgrims still carry out their clockwise 
circumambulation of the Jokhang temple in Lhasa, prostrating 
themselves as they go, accompanied by their whirling prayer 
wheels and the scent from juniper incense burners; the monks 
still debate noisily at the Sera Monastery; prayers are still 
chanted at the Shigatse Monastery; but the Potala Palace, 
once the home of the Dalai Lama, is now a museum and many 
of the priceless handwritten Tibetan scripts, thangkas (religious 
paintings) and figures of the Buddha and other artefacts housed 
in the monasteries have been destroyed. 

China’s stranglehold on Tibetan religion and culture is further 
tightened by the fact that since 2007 the Chinese government, 
officially atheist, has declared itself to be in control of all 
matters concerning reincarnation via its State Administration for 
Religious Affairs. This means that China will in future choose 
reincarnate Lamas and not Tibetan Buddhists themselves, and 
the next Dalai Lama, like the Panchen Lama, will be a puppet 
of the Chinese regime. In view of this the Dalai Lama, whose 
position is clearly stated, that choosing his successor is the sole 
prerogative of Tibetan Buddhists, has suggested that he will 
not reincarnate and will therefore be the last Dalai Lama. The 
Chinese, who have long vilified the Dalai Lama, have stated 
that this position constitutes a blasphemy, and that he will 
reincarnate, presumably in a form considered suitable by the 
authorities in Beijing.

The latest episode in China’s attack on Tibetan Buddhism is its 
assault on the Larung Gar Buddhist Academy, a huge complex 
of Buddhist teaching and where many thousands seek personal 
peace, practice meditation and study Tibetan Buddhism. 
Earlier this year the Chinese announced that Larung Gar was 
to be drastically reduced in size and ordered the monastery 
to reduce its population of tens of thousands to five thousand. 
Without warning, bulldozers moved in and began to demolish 
the homes of monks and nuns. In addition to this enormous 
reduction in size of the Larung Gar complex, CCTV is being 
installed to keep the monks under surveillance and Communist 
officials in greater numbers than the monastic authorities are 
being added to the administration, along with severe restriction 
on religious studies.

 

 His Holiness the 14th Dalai Lama

Over 20 years ago I was leading a group of trekkers in 
Nepal along the Everest Base Camp trail, starting not from the 
usual point at the Lukla airstrip but from the roadhead at Jiri, 
about a week of additional trekking. We had a “rest” day at 
Junbesi, and a group of us walked up the hill to the Thubten 
Choling Monastery, where we were granted an audience 
with Trulsik Rinpoche, the High Lama of the monastery. The 
Rinpoche (“precious one” or “jewel”) had spent his days as a 
young monk at the Rongbuk Monastery in Tibet, close to the 
Everest Base Camp on the Tibetan side of the mountain. The 
Rinpoche was an impressively serene presence and we spent 
a fascinating hour with him, during which he told us of the 
British climbers whom he had met at Rongbuk between the two 
World Wars, and proudly showed us a gold half sovereign 
that one of them had given him. He then spoke with sadness 
but no anger or hatred about the presence and behaviour 
of the Chinese in his country. As we left he made a simple 
request: “Please tell the world what China is doing to my 
country”. I hope that by writing this I am continuing to fulfil his 
request, and that you who read it will 
do likewise.

 
Fig 6: Trulsik Rinpoche, Thubten Choling Monastery
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Fig 5: Larung Gar

Fig 4  Pilgrims at the Jokhang Temple, Lhasa

Fig 3: Potala Palace, Lhasa

Fig 2: Tashilumpo Monastery, Shigatse



A very brief encounter with a stranger 
on a runway in Heho airport in 
Myanmar in March  2015 has resulted 
in an amazing year of adventures to a 
monastery school  and clinic, and soon 
the opening of health education  facility.
The Monastery Orphanage and school 
is outside the tourist area, 3 hours by 
open canoe. There is no public transport 
to it. I had had no communication with 
it before I flew out to help set up the 
clinic in November 2015 and I didn’t 
know whether they wanted me or were 
expecting me.   I was welcomed and the 
result was the most amazing experience 
of my life; I could say life changing. It is 
an oasis of a community of children with 
no TV or internet just calm serene friendly 
happy  monks, children  and teachers 
and only adults have  mobile phones 
and only for less than a year.

On 19th November 201 at 4am I 
wake in the clinic where I am sleeping 
at Phaya Taung Monastery in Southern 
Inle Lake. It is pitch dark but there is 
a magical hum of children’s voices 
meditating in the monastery pagoda 
next door. At 4.15 they start gently 
chanting. Looking outside quiet figures 
of children move around between 

accommodation houses, and the 
pagoda. They see me and whisper 
“Mingalaba”(good morning) and 
giggle. I go back to sleep and 
wake again nearer 6am with the 
sound of the children’s exercises 
class in the large field area next 
to the pagoda, led by a martial 
arts teacher. I watch the amazing 
sight of about 700  happy children 
doing 30 minutes of stretching  
exercise as the sun rises. They 
are perfectly in lines with all the 
boys on one side girls the other. 
A younger boy watches from the 
side then gradually just joins in.  
No coercion, no raised voices 

just smiles and giggles seems to be the 
way of getting everyone to cooperate 
and live in harmony looking out for 
each other. They follow the teacher’s 
demonstration and hold stretches for the 
count of 10. 
 
At 6.30am breakfast the contented 
children help themselves to massive 
bowls of rice, the first of 3 meals of 
rice each day. They happily do their 
appointed chores. This allows this 
community of almost 1200 children, 
at this school in a remote monastery to 
function smoothly.  Then they run off to 
school for the day. Coming back at 4pm 
the little boys wash their own school 
clothes and themselves and have a play 
water fight before playing football and 
volleyball.
HOW did FATE (that I did not believe in 
until now) lead  non-religious me to be in 
a monastery?

I ended up here after finding that from 
the departure lounge at Heho Airport, 
after security, you can sit on the runway. 
So I did. In March 2015 when I was on 
holiday there was only one other person 
on the runway, using his computer tablet. 
We very briefly chatted as he spoke 
English. Feroze Dada  told me to read 

his book “Children of the Revolution”  
and emailed me a link, but not before 
commenting on my email address  that 
I should not have let him know I was 
a doctor. It turned out that this Mayfair 
tax accountant was building a clinic for 
the school and local village but had no 
medical staff. He had laid the foundation 
stone  for the clinic the day before! 

 After reading his book I discovered he 
had come across the monastery and the 
great senior monk  five years before. 
Since then he has set up a charity (www.
inletrust.com,) introduced computer 
classes (originally solar powered) and 
set up a water purification and bottling 
plant which supplies the children and 
villagers with clean water - Ko yin 
Water. Selling bottles of water to tourists 
helps make money to feed the children 
at the school.  One bottle = one meal.
In November 2015 I arrived with 
Isabella a French doctor who has 
worked on other projects in India and 
Myanmar for10 years and comes out 
once a year to her charities projects, 
She had been to the monastery once 
before and shared concerns of the ease 
and availability of drugs in markets 
and village shops and the dispensing 
by poorly qualified health workers in 
Myanmar. 
 
Some local “medicine men” are taught 
to inject everything with IV infusions, 
drugs or IM injections, but have little 
knowledge of simple prescribing and 
health education.  My medical training 
left me more than uncomfortable with 
suggestions of dexamethasone injection 
for colds, testosterone injections for 
teenage girls with period pains and 
atropine injections for colic. 
 
The first priority was to try and find a 
properly qualified nurse to visit the clinic.  
Isabella had the idea that we should 
go to Samkar an hour away by boat 
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because she wanted to go to the market 
and a particular shop in the village.  She 
admitted later she did not know why 
she wanted to go there.  Fate again.  
Reaching the shop we met a senior 
retired medicine man who was able to 
put us in touch with a retired nurse in a 
neighbouring village. 
 
30 minutes later by boat we meet a 
delightful semi-retired nurse and head 
women of her village who agreed to 
run a clinic one day a week at the 
orphanage, paid by Inle trust supporters. 

Sadly due to  the ill health of her 
husband she was only able to continue 
until June 2016 but she helped direct the 
Health Assistant to good practices. The 
next step was to support nurse training 
for two of the students. At my second 
visit in March16  we managed to get 
four students started  on a 6 month nurse 
assistant course 5 hours away at the 
local private hospital. 

In May 2016   Feroze visited again 
and suddenly the foundations for a nurse 
assistant teaching room are being built 
to open in January 17 and taking up to 
50 students for theory of nursing before 
going to Taunggyi for hospital training.
There is a massive medical education 
opportunity here in the monastery and 
in November 2015 we started with 
cleaning of shared shaving equipment 
for little novices’ heads that was cross 
infecting all the novices’ scalps with 
ringworm. Simple advice for reducing 
the scabies shared by little monks living 
in close quarters meant by March’s visit 
I saw only one ringworm  head and 
that was on a new entrant novice, just 
arrived from a village and on 
treatment. 

On our first visit we ran clinics 
for the week we were there 
and saw mostly coughs, 
rashes, constipation (from rice 
diet), dry eyes and posture 
problems from studying 
hunched up over books 
on the ground. Also a few 
infected wounds along with 
a few more serious problems 
(cardiac murmur and a 
possible benign malaria).
I fell in love with this family 
of 1200 children, and their 
head monk, who welcomed 

me with intelligence and love and with 
whom I think I can share my knowledge 
and experience to give them a help 
in their life adventures.  I have been a 
guest at two Shan weddings and have 
been involved in ceremonial laying of 

the first bricks of the boys’ toilet block 
and girls shower and a massive village 
party to open the clinic.  The monk has 
also sent me out on trips to visit remote 
villages as a guest, not  as a doctor, but 
to let me see where the children come 
from. Children can be residential at the 
monastery  (free board, lodging,extra 
tutoring and religious education) if their 
village does not have a school and they  
attend the  local government school.
 
It is now only a week until I leave again 
with 2 other medical colleagues for 
a few weeks to work with the health 
assistant  to devise flow charts for 
managing simple problems seen in the 
population of children emphasising using 
advice, education,  traditional medicines 

and less western medicine. 
We will be working with the health 
assistant and a local pharmacist and 
a traditional medicine practitioners, so 
after this visit one paracetamol tablet 
and one Amoxil capsule for headache 

may be a thing 
of the past. 
My aim is with 
the monastery 
staff to teach 
the high school 
students good 
health advice 
and simple 
treatments and 
this information 
can then filter 
back to their 
villages through 
the children.  
The widespread 
access to 
western 

medicines that are used inappropriately  
may then be put in perspective and local 
knowledge spread good practices.
 Asking the head monk if he did not fear 
western consumerism, social media and 
computers  and selfish me-me blame 
culture he replied: “ We cannot stop 
progress but we must take the best of the 
west and keep the best of our traditions”
I would like to apply this great ideal to 
health knowledge. Watch this space.

Jane Dunbar

Inle leg fisherman

Rice 3 times a day

head monk



The clinic building

Boat transport to Samkar

The nurse - step one of 
staffing complete

The monastery school

Novice monks

Opening of the clinic

Samkar Market


