
WORLD TRAVELERS 
 

GREATER NUMBERS OF IMMUNOLOGICALLY NAÏVE TRAVELERS 
VENTRUE ABROAD EACH YEAR AND MANY VISIT TROPIC NATIONS 
WHERE ILLNESS BURDEN IS LARGELY DUE TO POVERY, CIVIL UNREST, 
POOR HYGIENE, MALNUTRITION AND TROPICAL ILLNESS 
 
LIKELY CAUSES OF ACUTE SYMPTOMS ARE COMMON PROBLEMS ARE 
URTIs, DIARRHOEAL ILLNESSES OR REACTIONS TO STRESS 
 
INITIAL EVALUATION OF THE RETURNING TRAVELER: 
 
INDIVIDUALS AT RISK: 

• 64% of travellers report one or more illnesses while abroad, 26% are illupon 
return and 56% of those ill upon return develop symptoms after arrival 

• Travelers are at risk for certain infectious diseases based on the duration of travel, 
endemic exposure and pre-existing immunity  others at risk include 
nonvoluntary travellers (refugees and displaced persons) 

• Western travellers have an increasing risk of tropical illnesses as a result of 
increasing exotic, adventure-type travel to remote locations 

 
 

HISTORY: 
• Suspect imported disease in recent world traveller and DIRECT HISTORY 

ACCORDINGLY 
• Note previous medical conditions  age <5, elderly, pregnancy or diabetes 

renders patient less tolerant of tropical infections 
• KNOWING THE REGION OF TRAVEL CAN FOCUS THE DIFFERENTIAL 

DIAGNOSIS: 



 
• FOCUSED HISTORY: 

 
• SPECIFIC EXPOSURES RAISES RISK OF CERTAIN CONDITIONS: 



 
 

 
 
 
PHYSICAL EXAMINATION: 

• Imported disease should be suspected in the presence of HIGH FEVER, SIGNS 
OF HAEMORRHAGE, PROFUSE DIARRHOEA, SHORTNESS OF BREATH, 
SKIN LESIONS AND NEUROLOGIC DISTURBANCE 

 
 

LABORATORY TESTING: 
• Initial evaluation may include standard tests 



• In a clinically well patient in whom malarias treatment is not begun but malaria is 
suspected, obtain blood every 12-24 hours for repeat smears 

 
DISEASES COMMONLY ASSOCIATED WITH FEVER: 

• PATIENTS WITH A FEVER AFTER TROPICAL TRAVEL HAE 
MALARIA UNTIL PROVEN OTHERWISE 

• Common causes of febrile illness post travel are listed below: 

 
 
INCUBATION PERIOD: 

• The fever pattern is helpful because onset, pattern and duration can suggest a 
particular illness 



 
INCUBATION PERIODS SHOULD BE USED WITH CAUTION BECAUSE 
SOME DISEASE HAVE VARIABLE INCUBATION DEPENDING ON FACTORS 
SUCH AS HOST IMMUNITY AND THE USE OF CHEMOPROPHYLAXIS 
 
DENGUE FEVER: 

• The most serious tropical febrile illness after malaria 
• Suspect in those developing fever within 2 weeks of travel 
• Can be contracted more than once as each of the four strains confers no cross-

immunity 
• Transmitted by Aedes aegypti mosquito 
• Urban dengue in the Americas, Africa and Indian subcontinent  classic dengue 

presents with sudden onset (4-7 days) of high fever, headceh, N+V, myalgias and 
rash usually lasting days 



• SE Asia  haemorrhagic dengue fever  petechial haemorrhage 
indistinguishable from meningococcaemia. 

o Preferentially occurs among infants of immune mothers, children >1 
o Begins as classic dengue with fever and myalgias  after 2-7 days after 

pyrexia improves, lassitude, fatigue and shock develop with ensuing 
mortality >10%  features include pleural effusions, purpura, epistaxis, 
petechiae and marked thrombocytopaenia 

o If dengue haemorrhagic fever is left untreated, it rapidly evolves into 
dengue septic shock, which is often fatal  abdominal pain, severe 
emesis, mental status changes and alternating hyperthermia and 
hypothermia 

o Diagnosis of dengue and its severe manifestations is based on clinical 
findings plus serology (ELISA for IgM), lab anomalies (leukopenia and 
thrombocytopaenia) 

o Treatment is supportive 
 
TYPHOID FEVER: 

• Also known as enteric fever  a serious infection diagnosed in 2% of febrile 
travellers and caused by SALMONELLA TYPHI  once malaria has been 
excluded, typhoid fever is commonly the cause of a febrile illness lasting more 
than 10 days 

• Vaccination recommended prior to travel BUT IS ONLY 75% EFFECTIVE 
• Transmitted in dose-related fashion after food contamination by faeces or urine 
• After ingestion  bacteria adhere to small bowel mucosa, invading lymphoid 

tissues and disseminating by lymphatics to the bone marrow, gallbladder and 
spleen to reproduce in macrophages 

• CLINICAL FEATURES: 
o Fever with headache which progresses to HIGH FEVER WITH CHILLS, 

HEADCHE, COUGH, ADBOMINAL PAIN AND PROSTRATION 
o Diarrhoea may occur, but so may constipation 
o BRADYCARDIA RELATIVE TO FEVER IS CLASSIC 
o After several days, a pale-red macular rash may appear (“rose spots”) 
o Complications  small-bowel ulceration, anaemia, DIC, pneumonia, 

meningitis, myocarditis, cholecystitis and renal failure 
• TREATMENT: 

o Diagnosis is clinical and confirmed by blood, urine or stool culture 

 
RICKETTSIAL SPOTTED FEVER: 



• Transmitted by bite, body fluid or faeces of IXODID ARTHROPOD TICKS  
widely distributed globally 

• Great variation in severity 
 
SCRUB TYPHUS: 

• Caused by tick bite  rash may be absent but is characterised by a papule at the 
bite site that later become NECROTIC AND FORMS A CRUSTED BLACK 
ESCHAR 

 
 

LEPTOSPIROSIS: 
• Aka Weil disease  
• Follows mucous membrane or percutaneosu exposure to freshwater contaminated 

by LEPTOSPIRA INTERROGANS 
• Outbreaks common after flooding 
• CLINICAL FEATURES: 

o High fever after incubation period of 2-20 days 
o Associated with severe headache, chills myalgias and HEPATITIS (with 

or without jaundice) 
o Second phase  icteric or WEIL disease  lasts up to 4 weeks and is 

caused by circulating antibodies that lead to aseptic meningitis, renal 
failure, uveitis, rash and rarely  CIRCULATORY COLLAPSE 

o Isolation of leptospires form blood or CSF is diagnostic 
• TREATMENT: 

o Oral antibiotics in mild disease within first three days, IV therapy for more 
severe disease 

 
 
 



DISEASES COMMONLY ASSOCIATED WITH FEVER AND 
HAEMORRHAGE: 

o Among most feared tropical diseases are THE VIRAL HAEMORRHAGIC 
FEVERS  rare when compared to other febrile haemorrhagic infections 
(malaria, dengue, meningococcaemia, leptospirosis, plague, bnacterial sepsis 

o Meningococcus is the most common cause of acute haemorrhagic fever in 
temperate climates 

o In event of suspected viral haemorrhagic fever, institute control measures, 
including isolation in a negative pressure room with the use of high-efficiency 
particulate-arresting respirators with use of gloves and gowns 

 
CRIMEAN-CONGO HAEMORRHAGIC FEVER: 

o Tickborne-viral disease 
o Mortality ranges from 3-30% 
o Haemorrhagic period is short (2-3 days) 
o Thrombocytopaenia is common  patients may also have leukopenia, elevated 

liver enzymes, LDH and creatinine also ↑d 
o TREATMENT IS SUPPORTIVE  including treatment of coagulopathy 

 
YELLOW FEVER: 

o An acute zoonotic FLAVIVIRUS 
o Vasccination mandatory in endemic regions 
o Ranges in severity  haemorrhagic fever fatal in 20% cases 

o Most patients recover  but among others, fever remissions lasts a few 
hours followed by renewed high fever, vomiting, headache, back pain and 
shock, MOF and bleeding diathesis 

o CLASSIC PRESENTATION  triad of jaundice, black emesis and albuminuria 
 severe cases  hypotension, shock and metabolic acidosis with death within 7 
days after onset 

o Treatment generally supportive, with fluid replacement and management of 
haematologic complications 

 
LASSA FEVER: 

o Caused by an ARENAVIRUS  likelihood of travellers becoming infected is 
low because it is primarily a disease of rural communities where bush rats thrive 

 
DISEASES COMMONLY ASSOCIATED WITH FEVER AND CNS 
INVOLVEMENT: 

o Fever with acute mental status changes, headche, nuchal rigidity and focal 
neurological signs is associated with a number of serious infections 

 



o CNS involvement with fever in travellers returning from malaria-endemic regions 
requires emergency presumptive treatment for both malaria and bacterial 
meningitis 

o DDx includes  bacterial meningitis, TB, typhoid fever, rickettsial infection, 
rabies, viral encephalitides 

o JAPANESE ENCEPHALITIS: 
o Flavivirus in Asia and western pacific 
o Vector breeds specifically in rural rice paddies 
o Sudden high fever, headache, nuchal rigidity, vomiting and seizures 
o Variety of pyramidal and extrapyramidal signs may develop after fever 
o Treatment  IV fluids, electrolyte management, anticonvulsants and 

neuropsychiatric consult 
o Recovery may take months 

o CYSTICERCOSIS: 
o A systemic illness caused BY DISSEMINATION OF THE LARVAL 

FORM OF THE PORK TAPEWORM, TAENIA SOLIUM 
o Humans develop cysticercosis when they inadvertently ingest eggs from 

contaminated food or soil, or eat undercooked pork 
o CLINICAL FEATURES: 

 Infestation can occur in ALMOST ANY TISSUE but CNS 
involvement most important  seizures, obstructive 
hydrocephalus, meningoencephalitis, stroke, headache, visual 
changes 

 Non contrast CT  mass effect or hydrocephalus or calcification if 
inactive disease 

o TREATMENT: 
 ANTI-HELMINTIC AGENTS  PRAZIQUANTEL 

50MG/KG/DAY 
 Steroids to avoid inflammation as cysts involute 

 
DISEASES COMMONLY ASSOCIATED WITH CHRONIC FEVER: 

o Patients with chronic or relapsing fever beyond three weeks should first be 
evaluated for non-travel related illnesses 

o Tropical illnesses that cause chronic fever include protozoal infections 
(trypanosomiasis, leishmaniasis, amoebiasis and malaria), TB, typhoid and 
paratyphoid fever (see below): 



 
o HUMAN AFRICAN TRYPANOSOMIASIS (AFRICAN SLEEPING 

SICKNESS): 
o Transmitted by the aggressive TSETSE FLY 
o Malaise, rash, wasting and eventual CNS involvement occurs  

behavioural and neurologic changes, encephalitis, coma and death 
o ERFLORNITHINE AND SURAMIN ARE TREATMENTS 

o AMERICAN TRYPANOSOMIASIS (CHAGAS DISEASE): 
o Caused by T. cruzi 
o Rare among travellers 
o Casues an acute illness but can cause infection (asymptomatic) with 

complications years later involving heart and GI tract 
 Destroys ganglion cells depressing cardiac and GI function  

myocarditis, dysrhythmias, cardiomyopathy and sudden death 
 GI complications  megacolon or megaoesophagus 

o Treatment  NIFURTIMOX 
o VISCERAL LEISHMANIASIS: 

o Four clinical syndromes are recognised: 

 



DISEASES COMMONLY ASSOCIATED WITH ABDOMINAL OR URINARY 
COMPLAINTS: 

o COMMON AMONG WORLD TRAVELLERS 
 
SCHISTOSOMIASIS: 

o Infection with a blood fluke that affects >200 million worldwide 
o Short term travellers have low risk 
o Larvae are released into freshwater by snails 
o After inoculation  allergic and pruritic dermatitis that can last days  following 

4-8 weeks fever occurs with diarrheoa, hypereosinophilia and worms mature into 
adults in the venous blood and deposit eggs in selected body tissues (GIT and 
urinary tract) 

o Eggs stimulate vigorous immune response 
o PRAZIQUANTEL IS TREATMENT (20MG/KG)  70-85% CURE RATE 

 
DISEASES COMMONLY ASSOCIATED WITH ABDOMINAL PAIN AND 
DIARRHOEA: 

o Diarrhoea and gastroenteritis are the most common travel ailments  affect one-
half of travellers  common causes listed below 

 
 
 



 
AMOEBIASIS: 

o Caused by ENTAMOEBA HISTOLYTICA 
o Disease is most severe among young children, elderly and pregnant women 
o Incubation typically 1-3 weeks or longer for liver abscesses 
o CLINICAL FEATURES: 

o Alternating constipation and diarrhoea over 1-3 weeks  abdominal pain, 
fever, dehydration and weight loss 

o Extraintestinal metastases can infect liver (and rarely pericardium, lung 
and the brain) 

o Serology for elevated antibody titres almost uniformly sensitive for 
extraintestinal disease 

 
 
GIARDIASIS: 

o Caused by Giardia lamblia  infects the small intestine and biliary tree 
o Symptoms include abdominal cramping, flatulence and foul-smelling, watery 

diarrhoea without blood or mucous 
o Chronic infections cause weight loss and anaemia with lactose intolerance being a 

common complication 

 
 

CHOLERA: 
o An acute diarrhoea disease caused by VIBRIO CHOLERAE  epidemics occur 

after flooding with disruption of normal sanitation 



o Incubation is 2-3 days  symptoms result form sodium pump inhibition in GI 
tract  can cause profuse and usually painless watery diarrhoea (“rice-water”) 
and severe dehydration 

o Rapid fluid loss (>15L daily leads to shock and death without aggressive 
rehydration 

o Treatment is aggressive fluid resuscitation with PO rehydration solution or IV 
fluids and correction of metabolic acidosis and hypokalaemia 

 
PARASITIC HELMINTIC INFECTIONS 
 
SUMMARISED BELOW: 

 

 
 



 


