
immunocompetent, immunized pediatric traveler, if exposed to
certain environments, has an increased risk of pathogenic expo-
sure that can lead to respiratory infection. (See Table 7.) Travel
to developing countries exposes pediatric patients to pathogens
that are highly unusual in non-traveling pediatric patients. (See
Table 8.)

Symptoms and Signs. Infection within the upper respiratory
tract with non-travel-related pathogens and travel-related
pathogens will create similar symptoms. Common non-travel and
all the travel-related lower respiratory tract pathogens will create
considerable overlap in symptoms. The fever pattern may be of
help to distinguish malaria and Q fever. Cough that is prolonged
greater than 3 weeks suggests pertussis or tuberculosis. Blood-
tinged sputum suggests tuberculosis, pneumonic plague, psitta-
cosis, tularemia, or larval helminths.36 Extrapulmonary manifes-
tations may serve as clues. Malaise and headache are prominent
with influenza, lassa, psittacosis, coccidioidomycosis, typhus,
hantavirus, malaria, Q fever, and tularemia. Myalgias are promi-
nent in anthrax, influenza, hantavirus, lassa virus, coccid-
ioidomycosis, Legionnaires disease, tularemia, and typhus.

Palatal petechiae are characteristic of group A beta hemolytic
Streptococcus. Gray pseudomembrane exudates are characteristic
of diptherial pharyngeal infection. Other signs do not distinguish
pathogens causing upper respiratory tract illness. Inordinate toxic-
ity and dyspnea along with signs of multisystem involvement sug-
gest unusual pathogens such as lassa and dengue as the cause of
lower respiratory tract illness. Bronchospasm may be seen with
larval helminth invasion of the alveolar spaces. Lymphadenopathy
is prominent with plague, anthrax, Chlamydia spp., histoplasmo-
sis, tularemia, and typhoid. Hepatosplenomegaly is seen with
malaria, histoplasmosis and Q fever.

Laboratory Tests for Respiratory Disease. Travel does not
alter the need for laboratory testing. There is no need for labora-

tory tests for most upper respiratory tract infections. The CDC
and the American Academy of Pediatrics suggest diagnostic
testing for group A beta hemolytic Streptococcus in cases of
pharyngitis without accompanying cough or rhinorrhea. The
non-traveling pediatric patient with fever, tachypnea, and aus-
cultatory findings suggestive of pneumonia should have a meas-
urement of oxygen saturation. A chest x-ray is optional to con-
firm the presence of pneumonia. The post-travel evaluation of
the pediatric patient with pneumonia should include measure-
ment of oxygen saturation and chest x-ray. (See Table 9.) An
unusual radiographic pattern, such as effusion or cavitary lesion,
or extent, such as multilobar involvement, may lead to further
investigations. Hyperpyrexia, toxicity, and hypoxemia should
lead to further laboratory studies that include a CBC, thick and
thin and smear, chemistries, and microbiologic testing of blood.
Acute serologic titers are suggested. When there has been sig-
nificant exposure to tuberculosis, place a tuberculin skin test. If
influenza is a consideration, acquire a nasal wash. Liver func-
tion studies should be included if Q fever is considered. A coag-
ulation profile is warranted if lassa or hantavirus are considera-
tions. Urinary antigens can be sent if Legionnaires disease is a
consideration.

Life Threats or Disease with Public Health 
Implications

The history, physical examination, and laboratory investiga-
tions for patients seeking attention for post-travel care are geared
to detect the medical conditions that have implications for the
health of the individual and society.

For any pediatric patient who appears to have severe sepsis or
impending septic shock, treatment is multi-faceted and may
include supplemental oxygen, fluids and inotropes to support cir-
culation, ventilatory support, and broad-spectrum antibiotics.
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Table 6. Expected Hematologic Profile of Infectious Disease States in Febrile Travelers

DISEASES EXPECTED FINDINGS ACCOMPANYING

Shigellosis Excessive bands (> 1500/mm3) Leukopenia, leukocytosis
Salmonellosis 

Pertussis Absolute, relative Leukemoid reaction
lymphocytosis

Chlamydia
Tuberculosis Eosinophilia (> 450/mm3)        ———————-  
Parasites    
Helminths         

Viral hemorrhagic fevers Thrombocytopenia Neutropenia  
Rickettsial disease         

Hantavirus Thrombocytopenia Hemoconcentration      

Malaria Thrombocytopenia Anemia, normal leukocyte count


