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What infections are imported?

Imported infections into Scotland 1975-81

Salmonel losis

Bacillary dysentery

Malariol
Compylobacter enteritis

Giardiosis

Typhoid /paratyphoid

Infectious hepatitis

Tuberculosis

Others

[From Communicable
Diseases Scotland

No (°/.) of laboritory
confirmed cases

829 (40)
345 (17)

236 (11)
219 (10)
125 ( 6)

82

74

27

144

2081

With the speed of modern travel infections contracted abroad may only be
in their incubation phase at the time the traveller returns home, and a
history of recent travel when dealing with unexplained illness is as
important as details about a patient's occupation or drug taking. The six
weeks before the onset of symptoms are especially important but sometimes
a period of many years is relevant.
The numbers of imported infections confirmed by laboratory analysis

and reported to the Communicable Diseases (Scotland) Unit in 1975-81
reflect the size of the problem, although these figures emphasise bacterial
disease. Those affected were usually aged 15 to 50 years and most infections
occurred during the summer and autumn. Seventy-five per cent were
contracted by holidaymakers and the rest by business personnel,
immigrants, ship and air crews, and children visiting their expatriate
parents during school vacations. Most were caused by bowel pathogens,
especially Salmonella and Shigella species, Campylobacter jejuni, and Giardia
lamblia. There were steady reports of malaria, enteric fever, and hepatitis.
Some imported diseases have an importance out of proportion to their

incidence, such as falciparum malaria and legionnaires' disease. Early
suspicion of the diagnosis is essential in both these diseases to establish
optimal treatment. Other infections, such as typhoid fever, have public
health implications when excretors handle food.
Some of these conditions are within the everyday experience of general

practitioners in Britain. Others are unusual and this may lead to failure or
delay in making the diagnosis. Referral to an infectious or tropical disease
unit is often advisable both for speed and ease of unusual investigations and
to supervise treatment which may need drugs not commonly used in Britain.
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Reports of laboratory confirmed Imported infections into
Scotland 1975-81

J F M A M J J A S 0 N D

Could this patient have fakiparum malaria ?

Any patient with fever who has been through a malarious area could
have falciparum malaria. Associated symptoms of diarrhoea, jaundice, or

confusion, for example, must not distract the physician from this
possibility. Prompt treatment is necessary to prevent the cerebral, renal,
and haematological complications which can rapidly cause death in the
non-immune. In recently contracted falciparum infection the fever tends

Fever
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Remember to ask for thick and thn
blood film examination
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to be irregular and unpredictable, in contrast to an established vivax
infection, where fever usually occurs on alternate days. A blood film
examination must be arranged immediately. Parasitaemia may be missed
on routine examination, so it is important for the examination to be
done by someone with experience of the disease. Chloroquine remains
reliable treatment for vivax infection but not always for falciparum
infection because of drug resistance. In a very ill patient with falciparum
malaria it is safer to use quinine, which must be given under constant
medical supervision.

Could this patient have a viral haemorrhagic fever ?
The rare possibility of viral haemorrhagic fever should be considered in

all patients with fever who have been in Africa south of the Sahara during
the three weeks before the onset of their symptoms. Lassa fever is one
such disease and can have a high mortality. The only known reservoir of
infection is the multimammate rat. Primary contacts of a human case are at
risk when exposed to blood, body secretions, and urine. Lassa fever is
usually contracted in rural areas of west Africa, but epidemiological data
are constantly under review and it is important to seek advice from a
specialist in infectious or tropical diseases before embarking on
investigations or allowing a possible case to come into contact with others.
When Lassa fever is definitely suspected the patient is managed along
nationally accepted guidelines using a high security laboratory and isolation
facilities. In England and Wales the local medical officer for environmental
health and in Scotland and Northern Ireland the local chief administrative
medical officer should be notified immediately. This procedure is intended
to prevent the unnecessary contact with other people that would occur if a
patient was referred to hospital in the usual way. In practice suspected
cases of Lassa fever are rarely confirmed and many of these patients have
illnesses such as malaria.

Other causes offever
Typhoid fever usually presents as a septicaemic illness not gastroenteritis

and fever has often been present for several days before the symptoms
prompt investigations. This illness illustrates the importance of
performing blood culture in unexplained fevers since it is positive in 90%
of untreated cases. In conditions such as tuberculosis or brucellosis, where
the onset of illness may be even more insidious and the course prolonged,
patients may be unaware of their fever. A rise in temperature in the
evening or night is followed by sweating, which may be the predominant
complaint. Fevers of this type can settle with bed rest alone, which may
confuse the unwary, and this must be taken into account if empirical
treatment is used.

Influenza and other common causes of fever are also contracted by
travellers. Too casual a clinical diagnosis of such illnesses, however, may
delay recognition of less familiar but serious infections.

Profuse watery diarrhoea within a few days of returning from abroad
may be due to cholera. Adequate replacement of fluid and electrolytes is
life saving.

"Travellers diarrhoea" will usually have begun while abroad and is
self-limiting. If symptoms persist after return other causes should be
considered.

Salmonella, Shigella, Campylobacter, and Yersinia infections may all be
associated with prolonged symptoms and blood in the stools. Antibiotics
are not normally helpful in the acute stages, but they should be used if
there is evidence of septicaemia. The presence of these organisms in the
diarrhoeal stool does not automatically mean they are the cause of the
diarrhoea. For example, the injudicious use of antibiotics may have
prolonged the diarrhoea and encouraged a carrier state, or an "irritable
bowel" may be associated with the excretion of pathogens for a month or
more after an acute infection.

Gastrointestinal infections

Vibrio cholerce

Salmonelcla sp

Shigella sp

Campylobacter jejuni

Yersinia enterocolitica

Giardia lamblia

Entamoeba histolytica

Mycobacterium tuberculosis

UpAt Uw pollmil imaim,

m

as

.Ja4 -4 I I, L'I..

13  on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J (C

lin R
es E

d): first published as 10.1136/bm
j.286.6371.1133 on 2 A

pril 1983. D
ow

nloaded from
 

http://www.bmj.com/


BRITISH MEDICAL JOURNAL VOLUME 286 2 APRIL 1983

Giardia intestin tois

\;j<.^ ... /Entomoeba histolytica

3LLU1ogiy postUlVe rVlatLUUX reaCtLUH.

Helminth infections

Giardia lamblia commonly causes prolonged abdominal symptoms. Often
one or two loose stools are passed each morning, accompanied by
unpleasant flatus. Abdominal discomfort and nausea may persist throughout
the day and may be exaggerated by alcohol. Travel sickness may be easily
provoked. The infection is diagnosed by finding cysts or trophozoites in
the stools. If stool examination is negative protozoa may be found in
jejunal juice or on small bowel biopsy, but unless there is malabsorption or
another reason for these investigations empirical treatment with
metronidazole or mepacrine is often tried.

Amoebic dysentery may have an acute or subacute onset and
immediate examination of freshly passed stools is necessary to reveal
motile amoebae. Ulceration and stricture formation give persistent
symptoms. In chronic disease stool examination and other investigations
will be necessary to make the diagnosis and exclude malignancy. Amoebic
antibodies are helpful in diagnosing amoebic liver disease, when the amoebic
fluorescent antibody test is usually positive at a high titre. A liver which is
tender to percussion should suggest this diagnosis.
Symptoms of malabsorption, particularly in travellers from Asia, should

suggest postinfective tropical malabsorption (tropical sprue).
Abdominal pain is a feature of tuberculosis affecting the bowel or

abdominal lymph nodes. There is often a delay before the diagnosis is
considered. Barium radiography and chest x ray examinations may show
no abnormalities, but the Mantoux reaction is often strongly positive. A
trial of antituberculous treatment after other non-invasive investigations
have been completed can help to prevent an unnecessary exploratory
laparotomy.

When alimentary symptoms are present but an infective cause is not
found the following questions should be asked.
(1) Has there been exacerbation of previously existing disease, such as

diverticulitis, irritable bowel syndrome, peptic ulceration, or ulcerative
colitis ?

(2) Is the primary cause outside the bowel? Malaria may cause diarrhoea
and vomiting. Infections elsewhere may provoke gastrointestinal hurry,
particularly in young children.

(3) Are the symptoms the result of medication? Some antidiarrhoeal agents
aggravate nausea and vomiting, and antibiotics may change bowel flora,
causing diarrhoea or candidiasis.

(4) Is there disaccharidase deficiency or protein intolerance? This is most
likely in young children but may affect all age groups. It is usually
self-limiting but may require a temporary change in diet.

An eosinophilia in the peripheral blood should lead to a search for
bowel parasites. Many infections are symptomless.

Intestinal roundworms may produce abdominal discomfort but are often
just noticed in stools or vomit. Strongyloides stercoralis may cause pain,
abdominal distension, and diarrhoea in the early stages of the infection.
Hookworms and trichuris trichuria infection may cause anaemia if infection
is heavy. Pruritus ani from threadworms is common in expatriate children.
The sight of tapeworms in the stool often causes alarm but the principal
danger is from the pork tapeworm, which can cause cysticercosis.
A high eosinophilia is compatible with invasive helminthic disease such

as filariasis or schistosomiasis. When schistosomiasis affects the bowel the
stool is usually formed but is sometimes blood stained. Snips of rectal
mucosa may show the characteristic ova. When the urinary tract is affected
blood and ova may be present in the urine. Serological examination is
helpful when infection is suspected but ova are not found. All these
infections should be treated even though light parasitisation rarely causes
serious complications.
Dr Eric Walker, MRCP, MRCGP, and Dr Glyn Williams, MRCP, DTM&H, are lecturers

in the university department of infectious diseases, Ruchill Hospital, Glasgow.
The data in the first three illustrations was provided and reproduced by

permission of Dr D Reid, Communicable Diseases (Scotland) Unit.
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