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Annually, more than 1 billion trips cross inter-
national borders—a figure expected to double by
2030.2 As travel increases worldwide, so too does the
number of opportunities for pathogens to be carried into
new populations. Recent outbreaks of Zika virus across
the Americas and the Caribbean, Middle East respiratory
syndrome (MERS) in South Korea, Ebola virus disease
(EVD) in West Africa, and measles in the United States
and in Canada, as well as other contemporary outbreaks
such as HINI and severe acute respiratory syndrome
(SARS), illustrate the speed at which familiar and emerg-
ing microbes can traverse our interconnected world.
Physicians in urgent or emergency and primary care
settings are our health care system’s first line of defence
against communicable illness and serve as the eyes and
ears of public health. Because many Canadian patients
will at some point travel from home or come into contact
with someone else who has been abroad, family physi-
cians can no longer presume that their patients have
been exposed only to endemic sources of infection; best
practice is to assume that all patients are potentially con-
tagious, and that the origin of infection might not be local.
Because it is impossible for any clinician to be famil-
iar with all diseases that exist worldwide or predict when,
where, or in what form a novel infectious disease will
first present, it is crucial that family physicians screen
patients who visit their clinics with the most common
signs of communicable illness: fever alone, or shortness
of breath or a new or worsening cough with or without
fever (acute respiratory illness [ARI]) (Figure 1).°
Numerous flowcharts, point-of-care tools, and algo-
rithms have been developed to assist physicians in
identifying and managing specific communicable dis-
ease threats (eg, EVD), often pertaining to defined
populations (eg, returning travelers).* Few of these strat-
egies for assessing patients’ risk of exposure or infec-
tion have been validated for effectiveness in clinical
practice. Practically, such tools might be invaluable
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Figure 1. The most common signs of communicable illness
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when physicians are on high alert for a particular dis-
ease, such as Zika virus, EVD, or MERS. They are less
useful, however, in assessing which of the many patients
who present with fever or ARI warrant further investi-
gation, modification of personal protective equipment
(PPE), or immediate implementation of additional pre-
cautions and public health follow-up. For this, clinicians
require a comprehensive algorithm to help differentiate
those patients for whom their index of suspicion for an
emerging, uncommon, or nonlocal source of infection
should be increased.

For this purpose, we propose a simple, practical uni-
versal risk assessment tool called TOC (travel, occupation,
and contacts), which is firmly rooted in the basic prin-
ciples of history taking. We recommend that you “TOC”
(ie, talk) to patients by asking those with fever or ARI
about the 3 key risk factors—travel, occupation, and sick
contacts—at the time of booking and again when they
present to the clinic for care (Figure 2). An easy-to-print
sign for your clinic is available from CFPlus.* By facilitat-
ing risk assessment of potentially infectious patients, the
TOC tool can assist in timely diagnosis, proper manage-
ment, and reduction of onward spread of infection.

*An easy-to-print sign for clinics that presents patients with
questions about travel, occupation, and contacts is avail-
able in English at www.cfp.ca. Go to the full text of the
article online and click on CFPlus in the menu at the top
right-hand side of the page.
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Figure 2. The TOC algorithm
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ARI—acute respiratory illness, PPE—personal protective equipment, TOC—travel, occupation, and contacts.

TOC risk factors
Patients who present with fever or ARI should be asked
questions regarding 3 key risk factors.

Has the patient traveled anywhere in the past
month? Assessment of fever or ARI should always
include an evaluation of relevant travel history, tak-
ing into account both domestic and international travel.
International travel is more likely to be associated with
uncommon or emerging febrile illness, as well as child-
hood vaccine-preventable diseases mostly eradicated in
Canada but still common in regions where vaccination
coverage is low.2 However, even travel within Canada
might expose a patient to pathogens not native to their
home region, such as vector-borne infections endemic
to specific areas of Canada and the United States (eg,
Lyme disease, West Nile virus). Any positive identifi-
cation of a patient with fever or ARI who has traveled
within the past month should prompt a more focused
history (Box 1).2

It is worth noting that only 10% of Canadians
seek pretravel medical advice, and that those travel-
ing to visit friends and family are especially likely to
forego pretravel consultations, vaccinations, and

chemoprophylaxis, and might not accurately perceive or
protect themselves against environmental risks.>¢

For guidance on how best to prepare patients for
travel, we recommend that you review the article by Aw
and colleagues on travel medicine published in Canadian
Family Physician in 2014.7

To assess a patient’s risk of travel-related infection,
family physicians should check for travel health advi-
sories issued for destinations on the patient’s itinerary.
Family physicians should also establish what diseases
are endemic to areas the patient visited (eg, malaria,
dengue, or chikungunya) and assess what measures
the patient took to reduce his or her risk of exposure
and infection. Box 2 presents a few publicly accessi-
ble online resources where family physicians can find
more information.

Malaria (20% to 30%), gastroenteritis (10% to 20%), and
respiratory tract infections (10% to 15%) are the most com-
mon causes of febrile illnesses in returning international
travelers.® However, family physicians must be wary of
“premature closure bias” when evaluating illness after
international travel and avoid settling on one of these
diagnoses before thoroughly investigating all potential
infectious causes.
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Box 1. Important factors to consider when evaluating
a patient with a probable travel-related illness

Factors to consider include the following:

e Severity of illness

® Travel itinerary and duration of travel

¢ Timing of onset of illness in relation to international
travel

® Past medical history and medications

® History of a pretravel consultation

® Travel immunizations

® Adherence to malaria chemoprophylaxis

® Individual exposures

® Type of accommodations

e Insect precautions taken (such as repellent, bed nets)

® Source of drinking water

® |ngestion of raw meat or seafood or unpasteurized dairy
products

® |nsect or arthropod bites

® Freshwater exposure (such as swimming, rafting)

® Animal bites and scratches

® Body fluid exposure (such as tattoos, sexual activity)

e Medical care while overseas (such as injections,
transfusions)

Data from Centers for Disease Control and Prevention.?

Box 2. Online resources for assessing travel health risks

Government of Canada travel health notices: https://travel.
gc.caftravelling/health-safety/travel-health-notices

Centers for Disease Control and Prevention travel health
notices: wwwne.cde.gov/travel/notices

HealthMap (provides an interactive map for searches on
various infectious diseases): www.healthmap.org

What is the patient’s occupation? An individual’'s
occupation can provide clues about risk exposures and
potential causes of fever or ARI. Health care workers; lab-
oratory personnel; international humanitarian workers;
individuals involved in construction, demolition, or nat-
ural resource extraction; and agricultural workers who
present with fever or ARI all warrant further assessment.
Health care workers and laboratory personnel might
be exposed to common pathogens as a routine part of
their jobs, or to rare or emerging virulent agents during
an outbreak. Health care workers accounted for more
than 40% of SARS infections during the Toronto out-
break?; and in the EVD epidemic, both health care and
funeral workers were at increased risk of infection.*
International humanitarian workers might contract
infections rarely seen in Canada, such as malaria, den-
gue, or tuberculosis. Chemical or uncommon environ-
mental exposures, for example to spores of Histoplasma

capsulatum, might be more likely in occupations that
involve construction, demolition, or extraction of natu-
ral resources.! Finally, agricultural environments can
be reservoirs for zoonoses, including avian influenza,
Q fever, histoplasmosis, psittacosis, and hantavirus
pulmonary syndrome.!%!!

If an ill patient reports a higher-risk occupation, his
or her family physician should explore the nature of
potential exposures and whether appropriate PPE or
chemoprophylaxis (where applicable) were available
and properly used.

Has the patient recently come into contact with any-
one else who has been sick? Contact tracing is a criti-
cal component of global health security. A contact is
defined as anyone who has had physical contact with or
spent time at the same place as a confirmed case, pre-
sumptive confirmed case, or probable case while the
case patient was capable of transmitting disease. In
South Korea, one man became a MERS “super spreader”
in part because the health care workers at the hos-
pital where he presented failed to recognize that he
had come into contact with the country’s first case of
MERS a month before during hospitalization at a differ-
ent health care facility.'> The “super spreader” patient
was diagnosed with pneumonia and spent 3 days in the
hospital’s crowded emergency department owing to a
shortage of beds; by the time he was finally isolated,
hundreds of health care workers, patients, and hospital
visitors had been exposed.

If a sick contact is identified, it is important to fol-
low up by soliciting information about the sick contact’s
travel history and occupation. The Toronto SARS out-
break began when a patient whose grandmother had
sickened and died following a trip to Hong Kong pre-
sented to an emergency department in Scarborough,
Ont, and waited nearly 20 hours to be assessed.” At the
time of intake, no one asked whether the patient had
come into contact with anyone else who was sick. The
cause of the patient’s illness came into focus only after
health officials connected his grandmother’s travel his-
tory with a recent outbreak of a mysterious respiratory
illness in mainland China.

Conclusion
Febrile patients and patients presenting with signs of
ARI should be treated as potentially infectious until
proven otherwise. The TOC algorithm (Figure 2) is a
practical risk assessment tool appropriate for use both
at the time of booking (to identify probable infectious
cases that warrant additional precautions) and again
when patients present to the clinic.'®

If any TOC risk factors are identified, the family
physician should treat the patient as a probable case.
The patient should be isolated immediately, and staff
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involved should appropriately modify their use of PPE in
accordance with routine practices and adopt additional
precautions as required.!* Health care settings should
implement surveillance and infection prevention and
control practices to protect against respiratory infec-
tions (eg, signs, screening, masks, isolation areas) and
practise them as routinely as other health and safety
measures in the workplace.® For any probable case
referred to another health care provider or facility, fam-
ily physicians should follow best practice: call ahead to
alert staff and provide the patient with a mask for travel.

If family physicians suspect or have confirmation that
a patient has a reportable disease, they must notify the
local public health unit in accordance with the regula-
tions of the province or territory of their practice. They
are also encouraged to contact public health as early as
possible if they have questions or concerns about a par-
ticular case or cluster of cases.

The benefits of the TOC universal risk assessment
tool are 3-fold: better care for patients, better protection
for family physicians and other health care workers, and
earlier identification of potential threats to public health.
Many outbreaks might be attenuated or prevented alto-
gether if patients with clear travel, occupation, or con-
tact risk factors are identified when they first seek care.
By simply talking about the TOC risk factors to patients
who present with fever or ARI, you might well prevent
the spread of the next emerging infection.

Ms Trebuss is a third-year medical student at Queen’s University in Kingston,
Ont. Dr Horton is a fifth-year resident in the Public Health and Preventive
Medicine Program at Queen'’s University. Dr Gunanayagam is a second-

year resident in the Department of Family and Community Medicine at the
University of Toronto in Ontario. Dr MacDonald is a second-year resident

in the Department of Family Medicine at the University of Saskatchewan

in Regina. Dr Moore is Associate Medical Officer of Health for Kingston,
Frontenac, Lennox & Addington Public Health, and Program Director of Public
Health and Preventive Medicine and Professor of Emergency and Family
Medicine at Queen’s University.

Acknowledgment

Kingston, Frontenac, Lennox & Addington Public Health contributed material
support in the form of office space and resources, as well as financial support
for Ms Trebuss’ research position.

Competing interests
None declared

Correspondence
Ms Kathryn Trebuss; e-mail ktrebuss@qmed.ca

The opinions expressed in commentaries are those of the authors. Publication
does not imply endorsement by the College of Family Physicians of Canada.

References

1. International Air Transport Association. New Year’s Day 2014 marks 100
years of commercial aviation [news release]. Montreal, QC: International Air
Transport Association; 2013. Available from: www.iata.org/pressroom/pr/
Pages/2013-12-30-01.aspx. Accessed 2016 Dec 13.

2. Centers for Disease Control and Prevention. CDC health information for inter-
national travel 2016. New York, NY: Oxford University Press; 2016.

3. Cividino M, Kus J. Screening and other control measures for MERS-CoV and
laboratory testing guidelines. Webinar presented at: Health System Partners of
Public Health Ontario; 2015 Jun 26; Toronto, ON.

4. Public Health Ontario [website]. Ebola virus disease (EVD). Interim risk
assessment and evaluation of returning travellers. Toronto, ON: Public
Health Ontario; 2014. Available from: www.fhhr.ca/Documents/
Riskassessmentforreturningtravellers.pdf. Accessed 2016 Dec 13.

5. Ryan ET, Wilson ME, Kain KC. Illness after international travel. N Engl ] Med
2002;347(7):505-16.

6. Public Health Agency of Canada [website]. Guidelines for the practice of travel
medicine. Ottawa, ON: Public Health Agency; 2009. Available from: www.
phac-aspc.gc.ca/publicat/ccdr-rmtc/09vol35/acs-dcc-8/index-eng.php.
Accessed 2016 Dec 13.

7. Aw B, Boraston S, Botten D, Cherniwchan D, Fazal H, Kelton T, et al. Travel
medicine. What's involved? When to refer? Can Fam Physician 2014;60:1091-
103 (Eng), e571-84 (Fr).

8. Committee to Advise on Tropical Medicine and Travel. Fever in the returning
international traveller. Initial assessment guidelines. Can Commun Dis Rep
2011;37(ACS-3):1-15. Available from: www.phac-aspc.gc.ca/publicat/ccdr-
rmtc/11vol37/acs-3/index-eng.php. Accessed 2016 Dec 13.

9. SARS in Canada. Anatomy of an outbreak. In: National Advisory Committee on
SARS and Public Health. Learning from SARS: renewal of public health in Canada.
Ottawa, ON: Health Canada; 2003. p. 23-42. Available from: www.phac-aspc.
gc.ca/publicat/sars-sras/naylor/index-eng.php. Accessed 2016 Dec 13.

10. Rim KT, Lim CH. Biologically hazardous agents at work and efforts
to protect workers’ health: a review of recent reports. Saf Health Work
2014;5(2):43-52.

11. Canadian Centre for Occupational Health and Safety [website]. Biological.
Ottawa, ON: Government of Canada; 2016. Available from: www.ccohs.ca/
topics/hazards/health/biological/. Accessed 2016 Dec 13.

12. Sang-Hun C. South Korean hospital scrutinized in MERS outbreak.

New York Times 2015 Jun 17. Available from: http://mobile.nytimes.
com/2015/06/18/world/asia/south-korean-hospital-scrutinized-in-
mers-outbreak.html?_r=1&referrer=. Accessed 2016 Dec 13.

13. Public Health Agency of Canada [website]. Routine practices and additional
precautions for preventing the transmission of infection in healthcare settings.
Ottawa, ON: Public Health Agency of Canada; 2014. Available from: www.
phac-aspc.gc.ca/nois-sinp/guide/summary-sommaire/tihs-tims-eng.
php. Accessed 2016 Dec 13.

14. Public Health Ontario. Infection prevention and control for clinical office practice.
Toronto, ON: Public Health Ontario; 2015. Available from: www.publichealth
ontario.ca/en/eRepository/IPAC_Clinical_Office_Practice_2013.pdf.
Accessed 2016 Dec 13.

VOL 63: FEBRUARY « FEVRIER 2017 \ Canadian Family Physician - Le Médecin de famille canadien 97



