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• Fever in the returned traveler is a common syndrome, occurring in 17% of ill returned Canadian travelers and new immigrants 
presenting for care after travel1. 

• Although often due to self-limited infections, such as travelers’ diarrhea, fever after travel may indicate serious and potentially life-
threatening causes, such as malaria, dengue, or typhoid fever, as was the case in 28% of febrile returned Canadian travelers or new 
immigrants studied recently1. 

• National Canadian guidelines on the assessment of febrile returned travelers have been published and have been adapted into an ED 
decision-algorithm to standardize the evaluation and disposition of such patients, through creation of the "Rapid Assessment of Febrile 
Travelers" (RAFT) Program2,3.  

• The RAFT program facilitates the collection of epidemiological data regarding returning febrile travelers, to understand how destination 
relates to disease risk. 

• From 2016-2018, RAFT patients were seen in the Tropical Disease Unit within 24 hours after referral from the Emergency Room where 
the Rapid Assessment Algorithm was followed. 

• Criteria for RAFT referral include: presentation to participating EDs, reported fever, and travel outside of Canada within the past year. 
Exclusion criteria include Plasmodium falciparum malaria, and fulfillment of admission criteria such as unstable vital signs or major lab 
derangements.  

• Epidemiological data about all returning febrile travelers including demographics, represented geographic regions, and final diagnoses 
were collected and analyzed using descriptive statistics.

 

† The Rapid Tropical Assessment Clinic is designed to ensure definitive disposition of a febrile 
returned traveler within 24-hours of their initial emergency room presentation. Between Friday 
after 8 am and Sunday before 8 am, as well as statutory holidays and the obligatory ambulato-
ry closure for 2 weeks over the Christmas / New Year’s block, the Rapid Tropical Assessment 
Clinic is unavailable.  During these times, if the patient does NOT have P. falciparum or other-
wise fulfill admission criteria, the patient should STILL be referred to GIM or ID for disposition 
(as per standard historical procedure). 
 
§ Additional investigations should be based on clinical judgment. For example, a febrile re-
turned traveler with diarrhea should also have stool investigations; a febrile returned traveler 
with dysuria should have urine C&S ± STI screening; etc. 
 
*If malaria screen is positive for P. vivax, P. ovale, or P. malariae (ie, non-P. falciparum), please 
initiate chloroquine therapy: 4 tablet loading dose (620 mg base), followed by 2 tablets 6 hours 
later. Completion of therapy will be organized by the Rapid Tropical Assessment Clinic. If ma-
laria screen is positive for P. vivax AND the patient traveled to Papua New Guinea or Indone-
sia, please initiate Malarone therapy: 4 tablets PO x 1 with food.  Completion of therapy will be 
organized by the Rapid Tropical Assessment Clinic. 
 
CHLOROQUINE (Novo-Chloroquine) Tablet: 155 mg base. Treatment Course: Loading dose 
of 620 mg base, followed by 310 mg base 6 hours later. This is followed by 310 mg base at 24- 
and 48-hours for a total of 1.55 g base. 
 
MALARONE. Tablet: fixed combination of 400-mg atovaquone + 100-mg proguanil. Treatment 
Course: 4 tablets po OD with food x 3 days. 

Figure 1. Rapid Assessment Algorithm for Fever in the Returned Traveler 
† Between Friday after 8 am and Sunday before 8 am, if the patient does NOT have P. falciparum or otherwise fulfill admission criteria, the patient should STILL be referred to GIM or ID for 
disposition (as per standard procedure).
§ Additional investigations should be based on clinical judgment.
*If malaria screen is positive for P. vivax, P. ovale, or P. malariae (ie, non-P. falciparum), please initiate chloroquine therapy: 4 tablet loading dose (620 mg base), followed by 2 tablets 6 hours 
later. If malaria screen is positive for P. vivax & the patient traveled to Papua New Guinea or Indonesia, please initiate Malarone therapy: 4 tablets PO x 1 with food.

Figure 1. Distribution of regions traveled by patients referred to RAFT clinic. 

• Understanding the risk of disease and how it corresponds to geographic location travelled is critical in the evaluation of a febrile 
returned traveler as it will inform decision-making about diagnostic testing and optimizing treatment plans.

• Among the 29 lab-confirmed cases of influenza evaluated in RAFT, off-season transmission accounted for a quarter. Influenza 
circulates year-round in tropical regions and seasonally in temperate regions with peak transmission from October to March in the 
northern hemisphere and from April to October in the southern hemisphere4. Clinicians should have it on their differential diagnosis 
and perform nasopharyngeal swabs on returned travelers with influenza-like illness, regardless of month or season.

• Gastrointestinal, nonspecific viral, and respiratory syndromes were well represented clinical diagnoses, with travelers diarrhea and 
viral upper respiratory tract infections being the top causes of fever in our subset of travelers.

• Assessing the travelers disease risk by geographic region can guide pre-travel counseling and help clinicians recommend appropriate 
preventative measures and vaccines for at-risk destinations.
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Figure 2. Cases of lab confirmed Influenza A & B in RAFT Patients

Table 1. Breakdown of diagnoses of patients referred to RAFT clinic, n=482
Diagnosis # % Diagnosis # % Diagnosis # %

Gastrointestinal Syndrome 121 25.1 Respiratory Syndrome 101 21 STI / Genitourinary 18 3.7
Travelers' Diarrhea 45 9.3 Viral URTI 39 8.1 Acute HSV-1 5 1

Enteric Fever 21 3.3 Influenza 29 6 Cystitis 5 1

Salmonella typhi 15 2.9 Pneumonia 19 3.9 Pylelonephritis 4 0.8

Salmonella, non-typhoidal 4 0.8 Pharyngitis 9 1.7 Bacterial Vaginosis 1 0.2

Post Infectious IBS 12 2.5 Group A Streptococcus 7 1.5 Chlamydia 1 0.2

Gastritis 8 1.7 Haemophilus pharyngitis 1 0.2 Prostatitis 1 0.2

Campylobacteriosis 5 1 Sinusitis 2 0.4 Yeast Infection 1 0.2

Cryptosporidiosis 5 1 Bronchitis 1 0.2

Escherichia coli 3 0.6 Otitis Media 1 0.2 Non Specific Skin / Soft Tissue 22 4.6
Shigella 3 0.6 Legionellosis 1 0.2 Cellulitis 5 1

Blastocystis hominis 2 0.4 Rash 3 0.6

Dientamoeba fragilis 2 0.4 Vector-borne 62 14.1 Shingles 3 0.6

Giardiasis 2 0.4 Flaviviruses 36 0.2 Myiasis 2 0.4

Helicobacter pylori 2 0.4 Dengue 27 5.6 Staphylococcus aureus 2 0.4

Hepatitis A 2 0.4 Zika 6 1.3 Lice 1 0.2

Choledolithiasis 1 0.2 Japanese encephalitis 1 0.2 MRSA cellulitis 1 0.2

Clostridium difficile 1 0.2 West Nile Virus 1 0.2 Dermatitis 1 0.2

Clostridium perfringens 1 0.2 Malaria 10 2.1 Non TB Mycobacterium 1 0.2

Enterococcus faecalis 1 0.2 P. falciparum 5 1 Perianal abscess 1 0.2

Food Poisoning 1 0.2 P. vivax 3 0.6 Varicella 1 0.2

Liver Injury 1 0.2 Non falciparum 2 0.4 Cordylobia anthropophaga 1 0.2

Norovirus 1 0.2 Rickettsial infection 7 1.5

Strongylodiasis 1 0.2 African Tick Bite Fever 5 1 Other / Environmetal 8 1.6
Ulcerative Colitis 1 0.2 Mediterranean Spotted Fever 1 0.2 Altitude Sickness 1 0.2

Chikungunya 3 0.6 Arthritis 1 0.2

Non Specific Viral Syndrome 122 25.3 Insect Bite 3 0.6 Ciguatera 1 0.2

Viral Syndrome 110 22.8 Leishmaniasis 2 0.4 Drug reaction 1 0.2

Ebstein-Barr Virus 5 0.8 Tick Bite 1 0.2 Endocarditis 1 0.2

Mononucleosis-like illness 1 0.2 Malaria Insomnia 1 0.2

Cytomegalovirus 4 0.8 Fever with Lymphadenopathy 7 1.5 Mass 1 0.2

Post Infectious Fatigue 3 0.6 Tuberculosis 4 0.8 Needlestick injury 1 0.2

Coccidioidomycoses 1 0.2

Screening 10 2.1 Mumps 1 0.2 Bacterial Zoonosis 4 0.8
Schistosomiasis 10 2.1 Parotitis 1 0.2 Leptospirosis 2 0.4

Brucellosis 1 0.2

No Diagnosis 7 1.5 Rat Bite Fever 1 0.2

mailto:andrea.boggild@utoronto.ca

