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Migrants: a global and travel health crisis

I was contemplating commenting on the continuing 
migrant and refugee crisis in my editorial when I 
received some very pertinent thoughts from Eric 
Walker. As a result I have asked him to join me in 
producing this editorial.

WHO (2014) reports that there are 1 billion migrants 
in the world. They also state that 214 million are 
international migrants and 740 million are internal 
migrants with these numbers estimated to increase.

The ‘highland clearances’ in Scotland during the 18th 
century was an example of enforced and encouraged 
migration. 

Many immigrated to the UK from the Indian 
Subcontinent during the 1960s and 70s where paid 
work was more easily available and immigration was 
encouraged. Migrating in the past has many parallels 
today with those seeking refuge travelling by foot or 
embarking on dangerous sea journeys taking weeks 
or longer. Figures indicate that we are experiencing 
the biggest movement of people since WW2 crossing 
borders, countries and continents to seek sanctuary.  

Administrator : Roger Morley
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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



As healthcare professionals we may be involved 
in the collective health needs of this sizeable and 
sometimes transient population either as volunteers 
in refugee camps or as health workers in the receiving 
countries. Traffickers frequently have little concern 
for the health and safety of those they are moving 
around the world, often breaking local laws and 
ignoring immigration procedures. The refugees may 
meet lack of understanding and compassion at their 
destinations when the extreme psychological and 
often physical traumas they are likely to have endured 
are ignored. 

Their health needs are many and varied. Many are 
similar to those living in the receiving countries 
but there may be infections, for example, 
contracted abroad which need to be considered. 
The most common and potentially very serious 
problems relate to the reason why refugees and 

displaced persons have left their home countries and 
the stresses they have encountered both before and 
during their journeys. 

Cultural and psychological support is extremely 
important since they may have completely lost their 
homes and lost touch with close family members 
remaining in their home country being unable or 
unwilling to travel. Relatives and friends may have 
been killed or seriously injured. Assault is common in 
those on the move and away from the protection of a 
secure home and familiar surroundings. 

These are global and travel health issues. 

Mike Townend



Book 
review
Oxford Handbook of Expedition and 
Wilderness Medicine. Oxford University 
Press 2015. ISBN 978-0-968841-8

This is the second edition of the 
Handbook which was first published 
in 2008. It is edited by a distinguished 
and experienced team which includes 
James Moore, who until recently was Hon 
Secretary of BGTHA, and brings together 
the experience and expertise of over 50 
contributors. It begins with examining the 
scope of expedition medicine, including 
ethics and responsibilities and crisis and 
emergency management. There is a 
systematic outline of treatment in the field, 
and a section on psychological problems 
on expeditions. Environmental risks from 
climate, altitude, flora and fauna are 

discussed and there is a useful chapter on 
medical kits. Coverage of all these topics 
is comprehensive and concise and the 
index is equally comprehensive. The book 
is of a size that fits easily into a jacket or 
rucksack pocket and it has a durable and 
flexible cover that will withstand hard 
wear and tear. The typeface is small, 
but this enables an enormous amount 
of information to be contained in such 
a small volume. This is a book that will 
be invaluable to those starting out on 
a career as an expedition doctor, and 
those with more experience will also find 
much useful information in it, as will travel 
health advisers who may occasionally 
be consulted by expedition travellers or 
trekkers. It deserves a place not only in the 
possession of every expedition medic but 
also in the library of every travel clinic. 
Had such a book been available over 
40 years ago when I embarked on my 
first expedition it would have made my 
life and those of my fellow expeditioners 
very much easier and safer.

Mike Townend



3

Q&A
Question
A young woman is travelling shortly to South Africa, including the Kruger National Park. She had a 
splenectomy following trauma in 2006, and was subsequently given the following vaccinations by the 
hospital: pneumococcal, haemophilus influenzae B and meningococcal. She has no other significant 
previous medial history or allergies, and is not taking any medication. She is up to date with her 
childhood immunisations. What vaccination and malaria advice would you give her?

Answer
Vaccinations:

Pneumococcal: The PPV23 is recommended; a booster is required every 5 years for splenectomy 
patients

Meningococcal: She was probably given only MenC. She needs one dose of MenACWY. The need 
for boosters is not as yet established.

Meningococcal B: She requires two doses of MenB, at least one month apart. The need for boosters is 
not as yet established.

Haemophilus Influenzae B: She has had this, so no further boosters are recommended

Malaria:

As regards the Kruger National Park, the best advice for the splenectomy patient re malaria is “don’t 
go”. If she must go, she will need malaria chemoprophylaxis and strict mosquito bite avoidance (DEET 
50% applied twice daily).

Other advice

She should avoid dog bites not just to avoid rabies but also to avoid Capnocytophaga canimorsus 
infection (present in dogs’ gingival flora) that can easily prove a problem for a splenectomised patient, 
and may even be lethal. Apart from the vaccines you have mentioned consider also rabies vaccine 
and possibly Dukoral, not so much for protection against cholera but particularly for protection against 
ETEC travellers’ diarrhoea (an unlicensed indication in the UK). She also needs to have a splenectomy 
card in her documents, a Medic-Alert bracelet and to take penicillin prophylaxis.
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BGTHA welcomes a 
new Hon Secretary

Our Hon Secretary James Moore has recently resigned as Hon Secretary of BGTHA and a member of the 

Executive Committee due to his commitment to setting up and running the new Diploma in Wilderness and 

Expedition Medicine at the Royal College of Physicians and Surgeons in Glasgow. James has been an 

enthusiastic and efficient Secretary, and it has been a pleasure to work with him. We hope that at some time 

in the future James will be able to return to an active role in BGTHA, and we wish him every success in this 

new and exciting venture.

Our newly appointed Secretary is Katy Peters, the director and co-founder of 360 Health Limited, through 

which she runs private travel clinics in London. She is a nurse prescriber and travel health specialist with over 

8 years experience in tropical and travel medicine.

Katy has extensive clinical experience throughout the world including with Médecins Sans Frontières in the 

Democratic Republic of Congo as an outreach nurse, in Sikkim North East India working as a School nurse 

and The Bahamas in neonatal intensive care. Katy’s UK experience includes working in the Welsh Regional 

burns unit, general and neurological intensive care and practice nursing. Katy is involved in the education 

and training of travel health nurses and as a speaker for vaccine suppliers.

Katy holds a Bachelor of Nursing from University of Wales and a Diploma in Tropical Nursing from London 

School of Hygiene and Tropical Medicine. Katy holds a Post Graduate Certificate in Non-Medical Prescribing 

from London South Bank University. She has recently obtained the Diploma in Travel Medicine at the Royal 

College of Physicians and Surgeons in Glasgow. She continues to travel where possible with her 4 year old 

son Bear, recently returning from a month’s backpacking in S.E Asia.
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Onset of symptoms of Plasmodium vivax 
malaria: when is it most likely to occur?

A recent study reported in the BMJ1 investigated imported P vivax malaria in the UK. It found that the infection 
occurred predominantly in travellers who has visited friends and relatives in South Asia, and that the numbers of 
cases peaked between June and September. It found that the latent period from arrival in the UK and the onset 
of symptoms was also seasonal, being longer (median 143 days) for arrivals between October and March and 
much shorter (median 37 days) for arrivals between April and September. From these figures it appears that 
travellers arriving between October and March are most likely to experience the onset of symptoms  between 
February  and July, whereas those arriving between April and September are most likely to experience the 
onset of symptoms  between May and October. These two periods overlap during the months of May, June and 
July, when travellers from both groups are likely to experience symptoms.

A much earlier paper from Dr Eric Walker2 reported similar findings in travellers from India and Pakistan between 
1976 and 1982. He found that 80% of travellers developed symptoms between May and August, and that 
almost 80% of those developing symptoms within one month presented between June and August.

The peak transmission period for P vivax malaria in India is around and just after the monsoon rain, as might be 
expected from the breeding habits of mosquitoes which require the presence of water. The monsoon reaches 
southern India around the beginning of June, reaching   Mumbai approximately 1-2 weeks later and Delhi by the 
end of the month. By July it has reached most of India and Pakistan, and lasts until September. It is interesting 
to note that the delayed onset of symptoms in travellers returning from South Asia coincides approximately with 
the peak transmission period, and one could speculate that P vivax parasites are programmed to become most 
active during the period of time when, in their native setting, they are most likely to be taken up by Anopheles 
mosquitoes and transmitted to their human host.

Mike Townend
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A street in India during the monsoonAn Anopheles mosquito: the vector of P vivax



1 Can you identify this mosquito (genus and species)?           

       

 

 

 

2 In which country would you find these people?  

 

                                                                      

 

 

 

 

3 Can you name this skin lesion and its cause? 

 

 

 

 

 

4 Can you identify this mosquito (genus only)?  

 

 

 

 

 

5 Can you name this skin lesion and its cause? 

 

 

 

 

6 In which country would you find these houses? 

       

 

 

 

 

7 Can you identify this small creature? 

 

                                                                      

 

 

 

8 In which country would you find this monastery? 

 

 

 

 

 

9 Can you name this skin lesion? 

 

 

 

 

 

10 In which country would you find this temple? 

 

 

 

 

Picture quiz: Send your answers to info@bgtha.org to win a BGTHA memory stick 



Ridding the 
world of rabies
Sarah Cleaveland
Adapted from Hampson et al. (2015).

The distribution of the global burden of 
rabies (a) human rabies deaths and (b) 
per capita death rates (per 100,000 
persons).

While the world is still reeling from the 
challenges posed by the Ebola disease 
epidemic in west Africa, it is easy to 
forget the myriad of ‘invisible’ diseases 
that continue to exert a frightening 
death toll in these communities.  One 
of these diseases is rabies.  In the UK, 
we rarely hear about rabies, but latest 
estimates put the global death toll at 
close to 60,000 human deaths every 
year1 – about six times the number of 
deaths from Ebola.

Such a high death toll from a horrifying 
disease should be a concern.  But it 
raises barely a ripple of concern in 
the wealthy west largely because we 
have eliminated dog rabies, which is 
the cause of the vast majority of human 
rabies deaths, and we know that there 
are good vaccines that can save our 
lives if we are bitten.  It is the millions 
in poorer countries of Asia and Africa 
who bear the brunt of the disease, living 
in communities where dog rabies is 
still rampant and where access to life-
saving vaccines is unreliable.  

So why should we care? Rabies is only 
one of numerous tragedies afflicting 
the poor in Africa, another example 
of shameful inequalities in health care, 
another trigger for a rather hopeless 
sense of guilt.   

But even in the UK we cannot afford 
to be complacent. Dog rabies is also a 
problem that affects a large number of 
travellers every year.  For unvaccinated 
travellers, just as for people living in 
Africa and Asia, a bite from a dog 
becomes an anxious race against time 
to access life-saving treatment (post-
exposure prophylaxis, PEP) within 24 
hours of the bite.  

Travellers (and perhaps travel doctors) 
may not always be aware of the poor 

availability of PEP in many parts of 
Africa and Asia.  While human rabies 
vaccines can generally be procured in 
larger cities, the availability of vaccine 
in rural health facilities can be very 
patchy.  Rabies immunoglobulin, an 
important component of PEP to provide 
passive protection against the rabies 
virus, is almost non-existent throughout 
much of Africa.  So, while some form 
of PEP can be obtained, it is rarely 
possible to ensure completion of a full 
WHO-recommended regimen. 

Potential exposure to rabies is not a 
rare occurrence in Asia and Africa.  In 
a study of backpackers travelling to 
Thailand, 4% of people experienced a 
potential exposure from the licks or bites 
of unknown dogs.  Only few knew about 
the risks of transmission, for example in 
relation to a lick on unbroken skin or 
bites from animals that may appear 
healthy and only 18% had received pre-
exposure vaccination prior to travel2. 

For expatriates and travellers to rabies-
endemic areas of Africa and Asia, 
exposures often relate to encounters 
with puppies. It is understandable 
why people are tempted to rescue 
puppies from the street - an abandoned 
pup receiving no obvious care or a 
frightened, disorientated pup dodging 
busy traffic triggers an instinctive 
response to rescue and protect.  But this 
response carries risks, which should be 
well understood.  Even a small nip or 
a lick on broken skin from an unknown 
dog needs to be considered a potential 
rabies exposure and treated as a 
medical emergency.  A delay of even 
a few days in receiving PEP can be 
deadly, and there is an alarming naivety 
about the feasibility of 
accessing PEP outside 
the urban centres.   In a 
study of travellers who 
had sustained a high-
risk bite injury in Africa 
and Asia3, only 24% 
received both post-
exposure vaccination 
and immunoglobulin 
in the country visited.  
Many travellers have to 
return home to complete 
or obtain the full course 
of PEP, which places 
a burden on health 
services, even in rabies-
free countries.

Fortunately, these exposures have 
only rarely resulted in rabies deaths 
among travellers.  But the costs can be 
high – not only the financial cost to 
individuals and health services in home 
countries, but also the months of anxiety 
that follow a rabies exposure with an 
uncertain outcome.  These are the same 
uncertainties and fears that face the 
16 million people in Africa and Asia 
exposed to rabies each year. 

The solutions to the dog rabies problem 
are technically simple and well within 
reach.  The key element is mass dog 
vaccination, and we know that this can 
be achieved in all types of communities 
through straightforward campaigns 
– even in areas where it may seem 
impossible because so many dogs are 
roaming freely on the streets.  It takes 
organisation and hard work, but where 
campaigns are implemented effectively, 
we know dog rabies will decline very 
rapidly (>90% decline in incidence 
within 2-3 campaigns) and can even be 
eliminated entirely.   

The Global Alliance for Rabies Control 
(www.rabiesalliance.org) is working 
hard with partners in international 
human and animal health agencies, 
animal welfare organisations and 

Dog vaccination



with scientists, community leaders and 
educators to coordinate global efforts to 
eliminate human deaths from dog rabies.  
The goal is zero deaths by 2030 – an 
entirely feasible objective if campaigns 
can be started now.  

What will it cost?  The simple answer 
is that it will cost less to implement dog 
vaccination measures than to live with the 
high level of rabies and the high costs of 
PEP – both will continue escalate if dog 
rabies remains unchecked.   Currently, 
dog rabies costs almost $9 billion per 
year1.  Investing even a small fraction 
of this into dog vaccination would 
have major impacts on the incidence 
of the disease.  Latin America provides 
a guide, a region now on the brink of 
eliminating dog rabies as a result of 
investing $0.11 per person in mass dog 
vaccination campaigns1.  

In Africa and Asia, we now need 
concerted and coordinated action 
to match the achievements of Latin 
America.  To date, investments have 
focused on pilot projects that have been 
transformative in catalysing action, 
engaging stakeholders and leveraging 
government funding.  Success is building 
motivation and confidence, and we are 
now building out from pilot projects to 
implement regional strategies that link 
neighbouring countries.  There is no 
doubt that we could rid the world of this 
ancient scourge in our lifetime.  The time 
is now. 
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Local 
understanding 
and knowledge 
of Rabies- does 
this influence 
the traveller?
Derek Evans
So far this month I have had 3 cases of 
post exposure rabies directed to me from 
local GPs. The last one was a 50 year old 

lady who was bitten on 
the web of the hand by 
a monkey in Bali, without 
any pre travel rabies 
vaccinations. She was 
visiting a local monkey 
sanctuary where the 
monkeys were allowed 
the freedom to go into the 
jungle area and mix with 
the sanctuary animals. 
After the woman was 
bitten, the sanctuary 
staff washed the wound 
in water, applied iodine 
and covered the wound 
with a dressing, saying 
that there was no rabies 

present in any of their monkeys. The 
traveller continued with her holiday 
and 10 days later, with a swollen hand, 
presented to her local GP, who referred 
her to the local specialist travel clinic 
and not to the appropriate Public Health 

facility. 

This posed the question of the sanctuary 
staff. Were they trying to protect the 
reputation of the sanctuary and hence 
the income/revenue from tourists by 
not admitting to the potential rabies 
exposure or was this poor knowledge of 
the disease and its treatment?

A recent article in the BioMed Central 
Journal (1) reports from Ethiopia a study 
of 400 local people using a standard 
questionnaire who were assessed on 
their knowledge of rabies. The results 
showed that 67% thought the disease 
was fatal and 28% considered it to be 
treatable. Consumption of cooked or 
boiled meat from rabid animals was 
considered safe by 67% of respondents 
and 19% considered the raw meat to 
also be safe.

The need for immediate treatment 
after exposure was considered in only 
47% of all respondents and only 38% 
considered modern medicine as an 
appropriate treatment. Following dog 
bites only 30% practised washing the 
wounds as part of first aid.

As expected the conclusion reported that 
the local knowledge of rabies prevention 
and control in this area was poor and 
very limited. The need for increased 
education around prevention and the 
mode of transmission was highlighted 
in the survey as was improvement in the 
post exposure treatment.

Following several telephone calls 
my patient was advised by the local 
consultant virologist to initiate a 
post exposure treatment of 5 rabies 
vaccinations. RIG was not considered 
as the exposure was greater than 7 days 
previously, and the current policy that 
this is not used in primate post exposure.

This experience does highlight the 
need that at a pre-travel consultation 
the emphasis needs to be placed on 
the UK/WHO guidance for exposure 
that the traveller should not necessarily 
accept the word or advice of local non-
medical trained staff. Additionally as 
the UK is a rabies free country, should 
more emphasis be placed on educating 
travellers departing on the necessary 
action to be requested if potentially 
exposed to rabies at their destination?
Ref
(1) Digafe et al, BMC Res Notes, (2015) 
8:400

Dog registration
(Pictures from Serengeti Carnivore Disease Project)



NaTHNaC launches Travel Health Pro!

The National Travel Health Network and Centre (NaTHNaC) website has undergone a complete transformation and now sports 
a fresh and much modernised look. If you haven’t yet had the chance to explore, visit soon at www.nathnac.net 

With a new logo, the homepage comprises links to six key areas of NaTHNaC’s work. They provide access to the Yellow Fever 
programme, a list of Yellow Fever Centres, a News feature, the Telephone Advice Line for Health Professionals and coming soon, 
a Learning Zone. But the link to Travel Health Pro is perhaps the feature that we will be accessing most often. 

Travel Health Pro offers news and information by country on vaccinations, infectious and non-infectious diseases, malaria 
prevention, disease outbreaks…and more. Enter this portal and a news page provides recent stories about outbreaks and alerts 
in small Twitter-sized lozenges for quick and easy access. The menu bar across the top of the screen provides more detail and 
you can see diseases in brief, factsheets and a world overview (which is an intriguing new way to search for diseases, news and 
outbreaks). However, the country information button is the one I use on a several-times-a-day basis.

Country Information still offers the A to Z search function and once in an individual country page there are all the familiar sections 
of information organised by vaccines, malaria and other risks and news. It is the vaccines section which has undergone a really 
radical update. Instead of listing these alphabetically after Yellow Fever as in the old website, countries now have vaccines 
divided into sections: All Travellers, Certificate Requirements, Most Travellers, Some Travellers. This is similar to the CDC style in 
the US and I think it offers the following advantages: 

1. helps the health professional to structure their discussion with the traveller about vaccines

2. helps the traveller to prioritise their vaccine selection

3. contributes to reducing the risk of over and under vaccination.

Vertically on the right side of the country information pages are some more lozenges: the interactive Google map link is very 
helpful for locating where the traveller is going and is quicker than looking it up in an atlas; and the link to the Foreign and 
Commonwealth Office page for that country is really quick and useful too. I liked some features a little less – the tag cloud, whilst 
in vogue, isn’t useful; the weather lozenge isn’t interactive and again has little applicability – today it tells me the weather in India 
is 35°C but India is vast and has its own microclimates. There’s an Introduction lozenge that tells me the capital city, language 
and monetary unit but doesn’t link to any further detail, e.g. religious and cultural factors.

There are many more features worth exploring in this hugely improved NaTHNaC website and the best way is to just dive in and 
explore for yourself. Pick a couple of countries and types of traveller and find out what else it has to offer – and the photos and 
images are just gorgeous, a real visual feast for any busy travel health practitioner.



Update on Nima’s 
house

Readers of Travelwise will recall that in the last edition I made and appeal for funds 
to rebuild the house of Nima Kitar, a retired Sherpa guide with whom I had the 
privilege of working during my time as a trek leader in Nepal. Nima’s house was 
destroyed in the earthquake earlier this year, and I decided that to repay him for 
all the kindness he had shown and all the help that he had given to me, my clients 
and many other such groups the least that I could do was to help him to rebuild his 
house. Through the kindness and generosity of friends, colleagues and BGTHA 
members I have been able to send him a total of £3700, which I hope will go most, 
if not all of the way to rebuilding his house. My thanks and those of Nima and his 
family go to all of you who have contributed. 

I hope to visit Nepal in March next year for the Asia Pacific Travel Medicine 
Conference, and while I am there I am planning to fly out to the mountain airstrip 
at Lukla to visit Nima at his new home in Chaumrikharka. I hope to be able to bring 
back photographs of the new house so that I can show all my contributors what their 
money has achieved.

Mike Townend



The new 
Diploma in 
Wilderness 
and Expedition 
Medicine
An interview 
with James 
Moore

Q. We already have a 

Diploma in Travel Medicine and 

a Diploma in Mountain Medicine, 

and there are courses available in 

Expedition Medicine. Why do we 

now need a Diploma in Expedition 

and Wilderness Medicine?

A. The Diplomas in Travel 
and Mountain Medicine (DTM 
and DMM) cater for quite different 
groups. Whilst within the DTM 
there is a section on expedition 
medicine, the focus is geared 
towards clinicians in this country 
wishing to provide high-quality 
travel medicine advice. The 
DMM is another great course but 
aimed predominantly at those 
wishing to practice medicine in 
mountainous environments.  The 
new International Diploma in 
Expedition and Wilderness 
Medicine has been designed 
around the OUP Handbook of the 
same name. This course is geared 
towards enabling clinicians to 
have the skills and knowledge to 
deliver high-quality medicine in 
any expedition environment, from 
extreme altitude to the deserts 
and jungles, with maritime and 

subterranean included in the 
programme as well.

Q.  Can you outline how 

this new Diploma course was 

developed and validated?

A.  There are many 
commercial organisations 
providing expedition and 
wilderness medical training, 
throughout the UK and beyond. 
These vary in quality, duration 
and cost, and are generally good 
fun. However, it has become 
apparent that this sub-speciality 
was beginning to need a more 
formal qualification and a way of 
ensuring consistent quality and 
standards.  Since being involved 
in firstly contributing to, then 
editing the Oxford Handbook 
of Expedition and Wilderness 
Medicine, Dr Jon Dallimore and I 
have been developing this course 
in line with the book, as a way of 
achieving these standards. The 
course has been validated through 
Glasgow Caledonian University 
and successful candidates will 
be awarded a UK postgraduate 
academic diploma. From there, 
candidates will have the option to 
apply to continue on towards an 

MSc. The course has a 
home within the Faculty 
of Travel Medicine, 
at the Royal College 
of Physicians and 
Surgeons of Glasgow. 
Personally I think this 
is a wonderful place 
to house the diploma 
as the College has 
such a rich history of 
Expedition and Travel 
Medicine, with historic 
greats such as Dr David 
Livingstone as former 

Alumni 

Q.  Who is the course aimed 

at and who can enrol for it?

A.  The course is aimed at 
qualified healthcare professionals 
- Doctors, nurses, paramedics 
and other Allied Healthcare 
Professionals with an interest in 
this area.

Q.  Do would-be participants 

in the course need any particular 

qualifications, experience or 

level of physical fitness?

A.  Applicants should have a 
medical qualification at degree 
level. The course will have a 
significant outdoor component, 
which means a level of hill-
fitness is desirable. However, as 
an expedition medic one should 
always aim to keep relatively fit as 
if you cannot look after yourself 
in a hostile environment, you will 
struggle to look after anyone else.

Q.  Can you outline what the 

course will involve in terms of 

classroom sessions, distance 

learning, field work etc?

A.  The course is comprised 



of a mixture of residential 
modules, distance learning and 
coursework. Three one-week 
modules are based in the UK: 
Week one (Glasgow) covers 
expedition medicine history, 
global medicine and travel 
health. In week two (Glenmore 
Lodge) we will look at cold/
mountainous environments, 
including navigation and 
climbing skills. Module three 
will be based in the Southwest 
and centre around jungle and 
maritime expeditions. The 
final module will be based in 
Morocco, where we will look at 
high-altitude medicine, taking in 
one of the 4000m peaks in the 
Atlas Mountain range. We will 
then descend into the desert to 
look at some of the issues faced 
in that environment.

Q.  How long will the course 

take to complete and how much 

will it cost?

A.  The course will be 
completed between one and 
two years. The cost is £4000, 
but this will not include the 
residential costs associated 
with some modules.

Q.  Do you envisage that in 

the future, having the Diploma 

in Wilderness and Expedition 

medicine will become a 

prerequisite for acting as an 

expedition medic?

A.  I can see this being 
the case for a small number 
of expeditions, but I would 
not advocate this being a pre-
requisite for every expedition 
requiring a medic as the field 
is so varied and that response 

would rule out countless medics 
who are incredibly talented 
and capable. In addition to this 
course I have been working 
on some expedition medicine 
competencies. These will be 
published through the Faculty 
of Pre-hospital Care, at the 
Royal College of Surgeons of 
Edinburgh. These competencies 
will certainly help with individual 
career development and 
complement the diploma nicely.



Wanted: funny or thought-provoking 
travel clinic stories

Do you have any tales to tell from your travel clinic? I bet you have! Please 
share them with me – it’s for a very good cause.

If we can collect enough they will be produced as a booklet to raise funds 
for NECTM6 Charity Project. The NECTM6 travel conference will be held in 
London on 1 to 4 June 2016 and the Global Alliance for Rabies Control is the 
charity partner – please visit www.nectm.com  for more details. 

I’m looking for contributions of memorable moments from your travels or 
travel clinic experience – descriptions and anecdotes of anything funny, 
ridiculous, extraordinary, alarming or thought-provoking will do. For 
example, I’ve had to inject through some racy tattoos, advise a traveller 
who’d stuck himself together with superglue, answer some bizarre questions 
and had many ‘lost in translation’ moments.

So please will you share yours? Don’t include any patient or colleague 
identifiable data – no names or addresses, just the story. Travel-related 
jokes and copyright free photos such as foreign signs which translate 
hilariously will also be gratefully received. 

But I would like your name to compile a list of contributors and to say thank 
you. Please send them to me at info@talent4health.co.uk  

Thank you so much! Adrienne Willcox.
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