
against yellow fever and hepatitis A and B is extremely effective.
Vaccination against Japanese encephalitis, cholera, and typhoid
confers approximately 70% protection. Meningococcal vaccines
against serotype A, C, Y, and W-135 may prevent disease acquisi-
tion in high-risk areas.  

During travel, compliance with preventative food and water
counseling may need reinforcement. Lapses in personal
hygiene and dietary precautions are common.8 In malaria-prone
regions, ask if the patient has been outdoors at night, worn long
sleeves and pants, used insect repellants including nn-diethyl-3
methylbenzamide (DEET spray), and used bed nets and win-
dow screens sprayed with permethrins. If the person has been
camping, has he or she disturbed excreta or plantings? Has
there been any occupation or cleaning of a previously vacant
abode infested with animals?

Chemoprophylactic regimens may be taken before, during,
and after travel to markedly decrease the risk of infection. A per-
fect example is prophylaxis against malaria. The physician needs
to inquire about the degree of compliance with any chemothera-
peutic regimen. Those medications taken incorrectly may not
reduce specific risks for disease processes relevant to the particu-
lar area visited. Use of prophylactic antibiotics to prevent travel-
er’s diarrhea in pediatric patients is controversial.3 Antibiotics
may shorten the length of symptoms, decrease complications,
and improve severity of diarrhea in association with travel. How-
ever, antibiotics use to prevent traveler’s diarrhea may not be
effective antimicrobials against the specific enteric bacterial
pathogen encountered, and they afford no protection to other
viral enteric pathogens. Loperamide, used to provide sympto-
matic relief in adults for traveler’s diarrhea, may precipitate
colonic perforation and bacteremia for children, particularly in
those younger than 2 years of age. A better agent to treat diarrhea
in children is bismuth salicylate, which has antimicrobial and
antisecretory properties and is safe even in infants.9

Travel Itinerary. The most important risk factor for travel-
related illness is the area visited. Information should be obtained

about all destinations, stop-overs, and side excursions. The travel
destination may be high, intermediate, or low risk for likelihood
of exposure to infectious diseases. High-risk destinations include
developing regions of Africa, Latin America, Asia, and the Mid-
dle East. Intermediate-risk destinations include southern Europe,
Central America, South America, and the Caribbean Islands.
Low-risk destinations include Canada, Australia, New Zealand,
Japan, northern Europe, and the United States.10

Some infectious diseases of travelers, such as tuberculosis or
hepatitis, have a worldwide distribution. Other infectious dis-
eases are prevalent in certain climates. For example, enteric
fever, dengue fever, malaria, and amebic liver disease are more
prevalent among travelers to tropical regions. Within a specific
country, certain locations harbor uncommon pathogens. For
example, certain locations in Africa predispose travelers to yel-
low fever, or hemorrhagic fevers due to lassa or ebola.11

It is difficult for the emergency physician to be knowledge-
able on global infectious disease patterns. Further, it is unlikely
that emergency physicians would monitor geographic and tem-
poral trends in infectious diseases, particularly those diseases
that are rarities in non-travelers. Resources are available for this
information in both the printed and online formats. Table 1 lists
several resources for a global perspective on the spectrum and
relative frequency of specific infections encountered during
travel.

The second question of interest relating to travel itinerary is
the duration of stay. As a rule, the more time in an endemic area,
the more likely the risk of acquiring a disease. The converse is
also true. For many diseases, the critical period is known. For
example, acquisition of tuberculosis generally requires greater
than 2-months’ exposure in a region with endemic tuberculosis.
The dates of arrival and departure from a specific area are also
important for assessing disease likelihood. A disease state in a
symptomatic patient may be ruled out by a timeframe that is
outside the known incubation period. (See Table 2.) As exam-
ples for febrile and diarrheal illness, arboviral infections, the
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Table 1. Resources for Global Perspective in Infections in Travelers

BOOKS WEBSITES

Report of the Committee on Infectious Diseases (“Redbook”), www.cdc.gov/travel. (“Blue sheet”) The National Center
American Academy of Pediatrics, Elk Grove Village, IL, for Infectious Diseases and Traveler Health provides
27th ed, 2006 health-related information on specific regions of the

world and on local epidemics
Wilson, M.E., A World Guide to Infections: Disease Distribution, 

Diagnosis, New York Oxford University Press, 1991 www.istm.org/geosentinel/main.html. GeoSentinel, a 
system of the International Society of Travel Medicine

and The Centers for Disease Control and Prevention

www.tropnet.net. Trop Net Europ, the European network
on imported infectious disease surveillance

www.travel.state.gov The U.S. Department of State
travel warnings


