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* Review WHO NTD List
* Explore NTDs emerging in the U.S.

* Gain confidence in recognizing and managing
tropical diseases in the returning traveler
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Definition of Neglected Tropical
Diseases (NTDs)

* Neglected Tropical Diseases (NTDs)
— Poverty-linked
— Low priority for research

population



WHO List of NTDs =

Protozoans: Chagas disease, African trypanosomiasis,
leishmaniasis

Helminths: dracunculiasis (Guinea worm),
echinococcosis, foodborne trematodiases,
leishmaniasis, lymphatic filariasis, onchocerciasis (River
blindness), schistosomiasis, soil-transmitted
helminthiases, snakebite, taeniasis/cysticercosis

Bacterial: Buruli ulcer, leprosy, noma, trachoma, yaws
Viral: chikungunya, dengue, rabies
Fungal: mycetoma, chromoblastomycosis

Other: scabies (ectoparasites), snakebite envenoming
https://www.who.int/health-topics/neglected-tropical-diseases#ttab=tab_1



Mosquitoes

Disease Vectors

B

Malaria
Chikungunya
Dengue
Japanese encephalltls

Lymphatic filariasis (elephantiasis)
Rift Valley Fever

West Nile

Zika

https://ourworldindata.org/malaria



Disease Vectors

Snails
— Schistosomiasis
Sandflies
— Leishmaniasis
Simulium Black Flies
— Onchocerciasis River Blindness
Bazaar fly (Musca sorbens)
— Trachoma
TseTse flies
— African Trypanosomiasis
Triatomine bug
— Chagas disease (American Trypanosomiasis)
Water fleas (cyclops copepods)
— Dracunculiasis (Guinea Worm Disease)




Other Disease Vectors/Reservoirs
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Rats

Fruit bats

Mammal bites
Unpasteurized dairy

Soil, Contaminated Water



NTDs Emerging in the U.S.

Chagas (American Trypanosomiasis)

Leishmaniasis
Chikungunya and Dengue
Leprosy

Hookworm

(Rabies and Scabies)

https://a-z-animals.com/blog/diseases-commonly-carried-by-amadillos/



https://www.cdc.gov/chagas/about/index.html
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Beatty, et al., 2025

From trypanosoma cruzi parasites often from

triatomine insects
Chagoma “Romana’s sign” Q
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Dx:

— Acute blood smear or PCR

— Chronic antibody detection (EIA and immunoblot to
confirm)

Tx: antiparasitics (benznidazole or nifurtimox)
No vaccine, prevention= avoiding bugs

Autochthonous human cases in 8 states

— Beatty, et al., 2025 suggesting we now label this as
“hypoendemic” in the U.S.

https://www.cdc.gov/chagas/about/index.html

https://inbios.com/chagas-diagnostics/



Leishmaniasis
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https://www.npr.org/sections/goatsandsoda/2023/11/01/1209681147/

leishmaniasis-sand-flies-tropical-disease-endemic-north-america-united-states

Leishmania parasites from sand flies

3 forms: cutaneous, mucosal, or visceral
— Cutaneous in southern U.S. '
Dx: Skin scraping or biopsy, PCR
Tx: Amphotericin B, miltefosine

v
https://onlin

No vaccine, prevention= avoiding bugs
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https://www.npr.org/sections/goatsandsoda/2023/11/01/1209681147/

Chikungunya

2025 U.S. chikungunya cases* reported to ArboNET

Data are preliminary and subject to change. Data are current as of January 13, 2026.

US States US States US Territories US Territories
Locally Travel- Locally Travel-
Year acquired associatedt acquired associated
2025 1 466 0 0

*Includes confirmed and probable disease cases
tIncludes cases acquired through other routes (e.g., laboratory transmission)

Year

2014

2015

2016

2017

2018

2019

2020

2021

2022

2023

2024

*Includes confirmed and probable disease cases

US States
Locally
acquired

12%
1F
0

0

0
0

0

US States
Travel-
associatedt

2,799

895

248

156

116

192

33

36

81

152

199

US Territories
Locally
acquired

4,659
237
180
39

8

0

0

US Territories
Travel-
associated

51

0

1

fIncludes cases acquired through other routes (e.g., laboratory transmission)
FLocally acquired cases reported from Florida in 2014 and from Texas in 2015

* During 2006—2013, an average of 28 people per year in the United States
tested positive for recent chikungunya virus infection. All were travelers
visiting or returning to the United States from affected areas in Asia,

Africa, or the Indian Ocean.

* https://www.cdc.gov/chikungunya/data-maps/chikungunya-us.html



Travel associated dengue cases by year, 2010 - 2024

All dengue cases by jurisdiction of residence in US states and
3,000 e I l g l l e territories, 2025
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* Limited local spread of dengue has been

reported in Florida, Hawaii, Texas, Arizona,
and California.

*  https://www.cdc.gov/dengue/data-research/facts-stats/historic-data.html



Chikungunya vs. Dengue
RNA viruses from Aedes aegypti and albopictus
mosquitoes

CHIKUNGUNYA

Pathogen: Togaviridae alphavirus

DENGUE

Pathogen: Flaviviridae flavivirus
(4 serotypes: DENV-1, 2, 3, 4)

SIMILARITIES

Vector: Aedes mosquitoes
(primarily A. aegypti, A. albopictus)

- Transmission: Mosquito bite _ %

Incubation: 3-7 days (range 2-12)

Incubation: 4-7 days (range 3-14)

Symptoms: Sudden high fever, severe
& debilitating polyarthralgia (joint pain,
often bilateral & symmetric in
hands/feet), joint swelling, rash,
headache, muscle pain, nausea,
fatigue

Chronic symptoms: Persistent or
relapsing joint pain for months/years
common

Symptoms: High fever, severe headache,
retro-orbital pain (pain behind eyes),
severe muscle & joint pain (‘breakbone
fever'), rash, mild bleeding (nose/gums,
petechiae, easy bruising), leukopenia

~

7l 3
' & Global distribution: Tropical and @
subtropical regions ‘
p g
Initial symptoms: Acute febrile illness,

high fever, headache, muscle pain, joint
pain, rash, lethargy, nausea/vomiting

Severe symptoms: Dengue Hemorrhagic
Fever (DHF), Dengue Shock Syndrome
(DSS) with plasma leakage, fluid
accumulation, severe bleeding, organ
impairment, potential fatality

Treatment: No specific antiviral;
supportive care (rest, fluids, pain relief -
acetaminophen preferred, avoid
aspirin/NSAIDs)

Prevention: Mosquito
control, avoiding bites

Complications: Rare neurological, eye,
heart issues; rarely fatal

Immunity: Lifelong for specific serotype,
short-term for others; subsequent
infections with different serotypes
increase risk of severe dengue

Immunity: Infection believed to
provide lifelong immunity

Image generated by Google’s Nano Banana Pro



Chikungunya vs. Dengue

Chikungunya virus
+ Approximately 3 in 4 people infected
vaill develop disease.
+ Incubation: 3-7 days (range: 2-12 days)
+ Acute symptoms typically resolve within 7-10 days.

+ Persons at risk for severe disease include neonates
exposed intrapartum, older adults, and persons with
lying medical condi

+ Infection is thought to confer lifetime immunity.
+ Risk areas: http://veww.cdc.gov/chikungunya/geo/index.htm]

Is it Chikungunya or Dengue?

Chikungunya and dengue are viruses most commonly transmitted by Aedes aegypti and Aedes albopictus mosquitoes.
ne who lives in or has traveled to an area where chikungunya or dengue viruses are found is at risk for infection.

Dengue virus

20000 « Approximately 1 in 4 people infected will develop disease.

Incubation: 4-7 days (range: 3-14 days)

Some patients may develop life threatening consequences and
require hospitalization.

Since there are 4 distinct dengue viruses, a person can be
infected up to 4 times. Infection with each dengue virus type
confers lifetime immunity for that specific virus type.

Risk areas: http//wwav.cdc.gov/dengue/

Treatment for Chikungunya and Dengue

Treat symptoms: Assess hydration and hemodynamic status and provide
supportive care as needed. If adequate, instruct the patient to rest and
drink fluids.

Treat or manage other conditions: Evaluate for other serious conditions
(e.g., malaria and bacterial infections).

Relieve fever and pain: Recommend acetaminophen or paracetamol until
dengue is ruled out. Aspirin and NSAIDs {like ibuprofen) can increase risk of
bleeding in patients with dengue. NSAIDs, corticosteroids, or physiotherapy
may help treat persistent joint pain.

Reduce risk of further issi Patients should protect themselves
from further mosquito bites during the first week of iliness to reduce the
risk of local transmission. Vaccines are not available.

=

Signs and Symptoms

+ Chikungunya begins as an acute febrile illness.

+ Disease causes polyarthralgia; pain can be severe. Other
common symptoms include headache, muscle pain, joint
swelling, and rash.

+ Some patients have persistence or relapse of rheumatologic
symptoms in the months following acute iliness.

+ Mortality is rare and occurs mostly in older adults.

Signs and Symptoms

Dengue is an acute febrile illness that can vary in severity over a 5-7 day

period. Recognizing warning signs for severe dengue and providing

appropriate medical manag can prevent morbidity and death.

Febrile Phase: Lasts 2-7 days after being bitten; can be biphasic.

+ Fever with 2 or more of the following: Headache, retro-orbital pain,
joint pain, muscle and/or bone pain, rash, mild bieeding (nose or
gums, easy bruising), neutropenia

Critical Phase: Begins at defervescence, lasts 24-48 hours. Most patients

improve but severe disease requiring hospitalization can occur.

+ Warning signs: Evidence of plasma leakage-abdominal
pain, persistent vomiting (at least 3 episodes/24 hours), 0
clinical fluid accumulation, liver enlargement >2 c¢m,

mucosal bleeding, lethargy or restl ' () ()
hemoconcentranon (THCT with rapid thrombocy‘opema)
R y Phase (patientimp

+ Gradual reabsorpt-on of extravasated fluid from plasma leakage over
48-72 hours; diuresis; hemodynamic status stabilizes; patient can
temporarily become bradycardic {but hemodynamically stable}

Diagnostic Testing: Test for both Chikungunya and Dengue
«+ Collect serum samples and order tests for both diseases.
«+ Contact your state health department for more information and to facilitate testing.

« For information on submitting diagnostic specimens for testing, including PRNT,
to CDC: http//www.cdc.gov/ncezid/dvbd/specimensub/arboviral-shipping_html

Report Cases of Chikungunya and Dengue

+ Both infections and diseases are nationally notifiable conditions.
+ Contact state or local health department to report suspected and confirmed cases.

| www.cdc.gov/chikungunya
www.cdc.gov/dengue

\/@ CDC




Leprosy

https://indiatomorrow.net/2015/04/5/eding-sociaI-stigma-against-leprosy-patients/

https://clinicalgate.com/hansens-disease-leprosy/

 Hansen’s disease from mycobacterium leprae

e ~ 200 cases per year in U.S., often from
armadillo exposure
— endemic in Central Florida?

e Sx onset up to 20 years after exposure

e Tx: rifampin, dapsone, and clofazimine for 1-2
years



https://mdsearchlight.com/infectious-disease/hookworm/

 |nrural SE U.S.

* Warm, moist
climates, sandy
soil, and direct
skin contact with
contaminated
soil (often from
walking
barefoot)

Hookworm

https://www.tpr.org/2015-07-21/trying-to-get-the-world-unhooked-from-hookworm

Hookworm Prevalence by State Economic Area

,0.95] =m(0.72,0.84]
0.72] =M (0.48,0.60]
,0.48] [3(0.25,0.37]
0 3[0.01,0.13]

https://www.pnas.org/doi/10.1073/pnas.2504265122



Rabies and Scab

T

Positive Rabies Cases 2019-2023

0 © 1-4
@ 5-9 ® 10-14
® 15-19 ® 20+

https://www.cdc.gov/rabies/php/protecting-public-health/index.html

Rabies variant territories in the United States

Rabies Virus Variant territories in the United States. Abbreviations: ARC FX = Arctic
Fox, CA SK = California Skunk, AZ FX = Arizona Gray Fox, SC SK = South Central Skunk,
NC SK = North Central Skunk, E RC = Eastern Raccoon, MG = Mongoose

(T).
n

https://www.cdc.gov/scabies/about/index.html

Figure 1. The global distribution of age standardized rate (ASR) and the corresponding annual percentage change (APC) of scabies prevalence and incidence
for both sexes. (A) The ASR of scabies prevalence in 2017; (B) The ASR of scabies incidence in 2017; (C) The APC in ASR of scabies prevalence from 1990 to
2017; (D) The APC in ASR of scabies incidence from 1990 to 2017.

D (incidence)

* Rabies ~3 cases/yr, from
bat bites

e Scabies affects ~1 million
Americans annually



Reporting Protocols?

1. Local Health Department

2. Oregon Health Authority (OHA)

3. CDC National Notifiable Diseases Surveillance
System (NNDSS)

Reportable Within One Working Day (Immediately)
eArthropod vector-borne diseases: Including Dengue fever,
Chikungunya, and various encephalitis types (California, St. Louis,
West Nile, Western equine)

eMalaria (Plasmodium spp.)

eZika virus

eYellow fever

*Plague (Yersinia pestis)

eViral Hemorrhagic Fevers: Such as Ebola, Marburg, or Lassa
*Typhus (louse-borne, Rickettsia prowazekii)

eCholera (Vibrio cholerae)

eLeptospirosis (Leptospira spp.)

eTularemia (Francisella tularensis)

Other Reportable Parasitic/Tropical Infections

e Amebic infections (Central Nervous System only)
eBabesiosis (Babesia spp.)

eChagas disease (American Trypanosomiasis) [0.1.2, 0.1.16 -
veterinary list, but generally included in surveillance]
eCysticercosis (Taenia solium)

eLeishmaniasis (Leishmania spp.) [0.1.1 - veterinary list, but
generally included in surveillance]

eTrichinosis (Trichinella spp.)

Local health information
For a st of local health department phone numbers
go to www.healthoregon.org/Iddirectory.

OREGON PUBLIC

By law,” Oregon clinicians must report diagnoses of
the specified infections, diseases and conditions
listed on this poster. Both lab-confirmed and
clinically suspect cases are reportable. The parallel
system of lab reporting does not obviate the clinician’s
obligation to report. Some conditions (e.g., uncommon
illness of public health significance, animal bites,
hemolytic uremic syndrome (HUS), pesticide poisoning,
disease outbreaks) are rarely, if ever, identified by labs.
We depend on clinicians to report.

Reports should be made to the patient's local health
department? of residence and include at least the
patient's name, home address, phone number, date of
birth, sex, diagnosis and date of symptom onset. Most
reports should be made within one working day of the
diagnosis, but there are several important exceptions
— please refer to the list on this poster.

Disease reporting enables appropriate public health
follow-up for your patients, helps identify outbreaks,
provides a better understanding of morbidity patterns,
and may even save lives. Remember that HIPAA

does not prohibit you from reporting protected health
information to public health authorities for the purpose
of preventing or controlling diseases, including public
health surveillance and investigations.”

CIVIL PENALTIES FOR VIOLATIONS OF OREGON
REPORTING LAW

A civil penalty may be imposed against a person or
entity for a violation of any provision in OAR Chapter
333, Division 18 or 19.* These regulations include
the requirements to report the diseases listed on this
poster, along with related data; and to cooperate
with local and state public health authorities in their
investigation and control of reportable diseases. Civil
penalties shall be imposed as follows:

« First violation $100, second violation $200,
third or subsequent violation $500;

* Each day out of compliance will be
considered a new violation.

PUBLIC HEALTH DIVISION
(Center for Public Health Practice
971-673-1111 (phone)
9716731100 (fax)

www healthoregon org/acd

TB: Still infectious

ETEC: Not just for travelers

Infection Control: The basics

-

HEALTH DIVISION REPORTING FOR

CLINICIANS

New reportables are highlighted.

IMMEDIATELY

(Vibrio
01, 0139, or toxigenic)
Diphtheria
(Corynebacterium diphtheriae)
Eastem equine encephalitis
Glanders (Burkhoideria malle)
Hemorrhagic fever caused by
viruses of the filovirus (e.g., Ebola,
Marburg) or arenavirus (..,
Lassa, Machupo) families

Influenza (novel)*
Marine intaxication (intoxication

intoxication, ciguatera, scombroid)
Measles (rubeola)

Melioidosis

(Burkholderia pseudomalle)
Plague (Yersinia pestis)
Poliomyslitis

Q fever (Coxiella bumetij

Rables (human)

Rubelila

SARS (Severe Acute Respiratory
Syndrome or SARS-coronavirus)
‘Smalipox (variola)

Tularemia (Franciselia tularensis)

llinesses (any known or suspected
‘common-source outbreak; any
uncommon iliness of potential
public health significance)

WITHIN ONE LOCAL HEALTH AUTHORITY WORKING DAY

Amebic infections ®
(central nervous system only)
Anaplasmosis (Anaplasma)
Animal bites (of humans)
Arthropod vector-borne disease
(e.g-California encephalitis, Colorado
tick fever, dengue, Heartland virus
infection, Kyasanur Forest disease,
St. Louis encephalitis, Westemn

sin

Hepatitis D (delta)

Hepatitis E

HIV infection (does not apply to
anonymous testing) and AIDS
Infiuenza (iaboratory-confirmed)
death of a person <18 years of age
Lead poisoning *

Legionellosis (Legionella)

0 o 7

Babesis o Listeriosis
zabeslnsis 5 2 (Listeria monocytogenes)
ampylobacteriosis
ooty (Rt
Ch id ( " (t i bwvdarfaﬂ
Chlamydiosis Malaria (Plasmodium)
(Chlamydia trachomatis; Mumps
venereum) N

" ss (Coccidiok infection ( piratory)
Creutzfeldt-Jakob disease Pertussis (Bordetela pertussis)
(CJD) and other transmissible Psittacosis
spongiform encephalopathies (Chlamydia psittac
Cryptococcosis (Cryptococcus) Relapsing fever (Borrelial
Cryptosporidiosis Rocky Mountain spotted fever
(Cryptosporidium) and other Rickettsia (except
Cyclospor louse-borne typhus, which is
(L‘ydm?; I:mmm immediately reportable)

iosis (Envichia) Salmonellosis
gl’:m“;emeae family including typtiok)
isolates that are resistantto any  Sigelosis (Shigefla)
carbapenem antibiotic by current  Syphilis (Treponema palidurm)
CLS| breakpoints * Taenia infection
Escherichia (including cysti i
Shiga-taxigenic, including £. coli  and tapeworm infections)
0157 and other serogroups) Tetanus (Clostridium tetan)
Giardiasis (Giardia) Trichinosis (Trichinelia)
Gonococeal infections: Tuberculosis (Mycobacterium
(Neis i M. bovis)*
Grimontia spp. infection Vibriosis (other than cholera)
Hantavirus West Nile
Hemolytic uremic syndrome (HUS)  Yersiniosis (other than plague,
Hepatitis A ‘which is immediately reportable)
Hepatitis B Zika

Hepatitis C

12007).

300/0ar_333/333_018.himl

1
2. www hesithoragon argidiseasersparting

. go0.00vctr_2004/octalripat/4Scir164.512 pdf:

3. bitp:adockat acosss
see 45 CFR 164.512(51)().
“

5

6. For examle, infaction by Acanthamosbs, Balsmuthis, or Nasgleri spp.
7. CLSI. Performance Standards for Antimicrobial Susceptiblity Testing,

Wayne, P: Cinical and Laboratory Standards nstute; January 2015.




Key Take-Aways

 NTDs are nationally notifiable conditions

* Locally-acquired cases are increasing

* Consider having “travel-clinic” conversations
when patients are traveling to the southern

U.S.

2026

CDC
YELLOW
BOOK

Available in print through
Oxford University Press
and other retailers




Fevers in the Returning Traveler

Consolidation (Clinically or on Chest Film)

Fever in a Returning Traveler

1

If bacterial pneumonia suspected, treat as community-acquired pneumonia

Consider highly transmissible infections (influenza, tuberculosis, MERS-CoV, measles)

Consider unusual infections with pulmonary involvement (Q fever, psittacosis, leptospirosis,
Katayama fever, scrub typhus, melioidosis)

If eosinophilia consider filariasis, strongyloidiasis, fungal infections
Initial Risk Assessment 1

Assess qQSOFA score (altered mentation, tachypnea, hypotension)

Assess for signs of severe disease (cyanosis, meningism, peritonism, digital gangrene)

Possible highly transmissible infection? If yes, isolate patient as appropriate

Within 4 Days after Return from Country Where an
Outbreak of Influenza or a Pandemic Was Occurring
Test for influenza with rapid test or PCR
[} Treat with neuraminidase inhibitor
Isolate at home (or in hospital, if avian influenza suspected)

Fever with Respiratory
Symptoms

Possible Severe Disease (QSOFA Score =2
or Other Clinical Concern)

Resuscitate if patient in shock

Perform blood cultures

Obtain malaria films or RDT, if appropriate; treat
severe malaria with parenteral artesunate,
followed by ACT

Consider empirical antibiotic treatment, taking
into account possible pathogens and likely
AMR patterns

History, examination, and investigations (as for

Uncomplicated Disease (qQSOFA Score <2 and No Signs of Severe Di:
History: travel, fever onset, symptoms, possible exposures
Examination: rash, jaundice, altered mentation, neck stiffness, cellulitis,
abdominal tenderness, pulmonary consolidation, eschar, lymphadenopathy,
genital sores, eye signs
Risk assessment:
Suspected life-threatening tropical infection?
Suspected highly transmissible infection?
Isolate patient as appropriate
Investigations: CBC, biochemical studies (e.g., LFTs and creatinine),

Fever with Jaundice

Rule out possible life-threatening infections (lepto-
spirosis, severe malaria, viral hemorrhage fevers,
yellow fever, severe dengue, Carrién's disease)

Consider acute viral hepatitis (hepatitis A, B, C, E),
CMV, EBV (serologic tests)

Consider acute cholangitis — stones, liver flukes
(ultrasound, blood cultures, stool examination)

qSOFA score <2)

of sepsis

Consider causes of life-threatening tropical
infections, as well as cosmopolitan causes

Assess risk of highly transmissible infection

C-reactive protein, blood cultures, chest film, urine microscopy and

culture, baseline serologic tests, whole-blood EDTA sample for PCR, saving
of serum for later testing, and specific investigations for focal disease; RDTs
for diseases endemic in the visited areas (e.g., dengue, leptospirosis, and
rickettsioses for Southeast Asia)

i

!

)

care

If highly transmissible disease
suspected, isolate patient
as appropriate

Suspected Life- Malaria
T ing Possible
Tropical Infection ‘ ;
— Eschar Present
Obtain thick and | [ Consider scrub typhus
thin blood films or spotted fever
or RDT group rickettsial
‘ infection
P-f“";P’{’"m Diagnosis: serologic
{ malaria
P. vivax, P. ovale, BBl PCR
R Tt Emplncal treatment:
Severe Falciparum P. ,or doxyeydli
i 4 P. knowlesi malaria xycycline
or Knowlesi Malaria
Treat with parenteral ‘ ‘7
artesunate, followed
by ACT U plicated || U plicated Rash Present
Falciparum Nonfalciparum || Consider dengue,
Malaria Malaria chikungunya, Zika
Treat with ACT || Treat with ACT virus and rickettsial
3 . Consider hospi- or chloroquine, infections, acute HIV
Urgent Hospital Admission talization with or without infection, measles,
I1f qSOFA score 22, consider ICU for 24 hr primaquine Katayama fever

Undifferentiated Nonmalarial

. Fever
Consider:

Cosmopolitan causes (e.g.,
urinary tract infection
EBV, viral URTI, cellulitis,
abscesses)

Common tropical or subtropical
causes (e.g., dengue, rickett-
sial infections, leptospirosis,
chikungunya, Zika virus [all
diagnosed on serologic tests,
Ag detection, or PCR] and
enteric fever [blood cultures])

Consider empirical antibiotics

(doxycycline or azithromycin)

to cover rickettsia and

Fever with Abdominal Pain or Tenderness
(without Diarrhea)

Consider:

Cosmopolitan causes (e.g., appendicitis, urinary
tract infection, cholecystitis, pancreatitis)

Enteric fever (blood culture)

Giardiasis (stool microscopy, Ag detection, PCR);
treat with tinidazole or metronidazole

Acute cholangitis — stones, liver flukes (ultrasound,
blood cultures, stool examination)

Liver abscess — pyogenic or amebic (blood cultures,
ultrasound, serologic tests)

Fever with Diarrhea

Common causes

Travelers’ diarrhea (ETEC, norovirus)
Giardiasis

Cryptosporidiosis

Campylobacter infection

Shigellosis

Nontyphoidal salmonellosis
Intestinal amebiasis

Diarrhea is usually self-limiting, though empirical anti-

biotics may reduce symptom duration

leptospirosis
1

'

Consider empirical
doxycycline for
rickettsia, once

dengue ruled out

Prolonged Fever (>7 Days)
Consider enteric fever (empirical
treatment with IV ceftriaxone),
endocarditis (echocardiogram),
tuberculosis, brucellosis,
visceral leishmaniasis, Q fever,
abscess, noninfective causes

Severe, Prolonged or Bloody Diarrhea

Investigate with steol microscopy and culture, blood

cultures, stool PCR or Ag detection; sigmoidoscopy
with biopsy to rule out inflammatory bowel disease

Rehydration and empirical treatment with macrolides

or fluoroquinolones (tinidazole or metronidazole,
if amebiasis or giardiasis suspected)

Thwaites, G. E., & Day, N. P. J. (2017). Approach to fever in the returning traveler. The New England Journal of
Medicine, 376(18). https://doi.org/10.1056/NEJMc1703009




Case Study “Escape Room”

Can you diagnose and treat this returning traveler and escape
the clinic room without catching the disease yourself?
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