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Abstract

Purpose of the Review International travel continues to steadily increase, including leisure travel, travel to one’s country of origin
to visit friends and relatives, travel for service work, and business travel. Travelers with HIV may have an increased risk for
travel-associated infections. The pre-travel medical consultation is an important means of assessing one’s risk for travel-related
health issues. The aim of this review is to provide an update on key health considerations for the HIV-infected traveler.

Recent Findings Like all travelers, the HIV-infected traveler should adhere to behavioral precautions, including safety measures
with food and water consumption, safe sexual practices, and arthropod bite avoidance. HIV is a risk factor for venous thrombo-
embolism and patients should be educated regarding this risk. Most pre-travel vaccines are safe and immunogenic in HIV-
infected individuals, though live vaccines should be avoided in patients with low CD4 counts. Malaria chemoprophylaxis is
strongly recommended in patients with HIV traveling to endemic areas and no significant interactions exist between the
commonly used prophylactic anti-malarial agents and anti-retroviral therapy (ART). Travelers with HIV, particularly those
who are not on ART or who have low CD4 cell counts, may have increased risk for tuberculosis, malaria, enteric infections,
visceral leishmaniasis, American trypanosomiasis, and endemic mycoses such as histoplasmosis, talaromycosis, and
coccidioidomycosis.

Summary The immune status of the HIV-infected traveler should be assessed prior to travel along with the duration, itinerary, and
activities planned during travel in order to carefully consider individual risk for travel-related health issues.

Keywords HIV-international travel-infection

Introduction

International travel has risen dramatically in the past two de-
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Middle East. In addition to leisure travel, there has been con-
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may be at increased risk for travel-related infections and other
adverse outcomes with the greatest risks for patients who are
immunocompromised or not on antiretroviral therapy (ART).
This review aims to provide a summary of the health consid-
erations for HIV-infected international travelers, including the
safety of travel-related vaccines, chemoprophylaxis, and the
risk of travel-related infections and other health issues.

Pre-travel Considerations

Pre-travel consultation for individuals with HIV should in-
clude a pre-travel health assessment and encompass general
travel precautions in addition to a tailored discussion of how
HIV may impact travel-associated risks.

General HIV-Related Travel Guidance

Some countries have laws that may restrict entry for individ-
uals with HIV. Laws vary in stringency by country and are
variably enforced, so travelers with HIV are advised to speak
with the destination country’s consulate or embassy prior to
travel.

Patients with HIV should travel with an adequate supply of
ART for the duration of their trip to avoid lapse in treatment.
Medication availability varies geographically, so long-term
travelers (> 90 days) should consult with their clinicians re-
garding plans to obtain ART at their destination. Some trav-
elers have friends or family members send medications
monthly, others identify an alternative regimen available at
their destination. All patients with HIV should identify avail-
able healthcare resources at their destination, preferably prior
to travel.

HIV infection is an independent risk factor for venous
thromboembolism (VTE). VTE is 2—10 times more common
in HIV-infected individuals than the general population with
the highest risk in patients with CD4 count < 200 cells/uL and
a detectable viral load [7]. Primary prophylaxis of VTE with
systemic anticoagulation is not recommended, but patients
with HIV should be educated about the risk for blood clots
and counseled regarding the importance of mobility and hy-
dration when traveling especially on long flights.

Malaria Chemoprophylaxis

Malaria chemoprophylaxis is strongly recommended in all
HIV-infected individuals traveling to endemic regions.
Pharmacokinetic (PK) data on the interactions between the
different chemoprophylaxis agents and ART are limited.
Ritonavir-boosted protease inhibitor (PI) combinations may
induce glucuronidation of atovaquone leading to lower plas-
ma concentrations, but the clinical significance of this reduc-
tion is unknown, and the combination atovaquone-proguanil
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is generally considered safe [8]. A recent PK study of ART
and chloroquine showed that Efavirenz (EFV) based ART
reduces metabolism of chloroquine into desethyl-chloroquine,
but did not result in an overall impact on plasma concentration
of chloroquine [9¢]. Mefloquine is hepatically metabolized by
CYP3 A4, raising concern for significant interaction with Pls,
but ritonavir has only a minimal effect on mefloquine phar-
macokinetics despite strong inhibition of CYP3A4 [10]. There
are no significant interactions between antiretrovirals and
doxycycline. Based on available PK data, any of the above
agents may be used for malaria prophylaxis and the choice
should depend on whether the individual is traveling to an area
with chloroquine-resistant malaria along with clinician
discretion.

Vaccines

Pre-travel vaccination is an essential component of safety in
all travelers. HIV infection can interfere with vaccine efficacy
as the immunologic response may be attenuated in the setting
of immunosuppression. Antibody development to a vaccine
depends on the patient’s CD4 count and function and whether
the given vaccine is T lymphocyte-dependent. A study of
antibody formation in HIV-infected individuals stratified by
CD4 count demonstrates this principle. Influenza vaccination
is heavily dependent on the formation of antibodies against T
lymphocyte antigens. For patients with CD4 counts <
100 cells/uL, almost no influenza antibodies were formed in
response to the vaccine [11]. Even patients with CD4 cell
count >200 cells/uL but below normal levels have demon-
strated lower antibody response than HIV-uninfected individ-
uals [12]. In contrast, after polysaccharide pneumococcal vac-
cination which is T lymphocyte-independent, normal anti-
body formation was observed even in patients with low CD4
counts [11].

The presence of circulating HIV RNA also has an impor-
tant impact on vaccine response, independent of CD4 count.
Decreased antibody production in the presence of circulating
virus has been demonstrated with killed vaccines including
influenza and hepatitis B vaccines and live vaccines such as
varicella [12—-14], and further highlights the importance of
adherence to ART in order to optimize immunologic response.
Conversely, vaccines may also have an effect on HIV activity.
Vaccination has been linked to transient upregulation of HIV
replication in some studies [15, 16]. There are no studies sug-
gesting any negative effect on HIV disease progression, and
the potential risk of increased HIV replication should not
change clinical practice.

Despite the attenuated antibody response, killed and re-
combinant vaccines are safe in all HIV-infected individuals,
and still have clinical effectiveness making them an important
component of preventive care. A systematic review of influ-
enza vaccination in immunocompromised patients showed
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that serologic immune response was lower in HIV-infected
individuals, but the rate of influenza-like illness was compa-
rable to vaccinated immunocompetent patients [17]. Because
the risk of infection is especially high in the setting of a low
CD4 count, killed vaccines should not be delayed while
awaiting immune reconstitution in patients with imminent risk
such as travelers. The most recent NIH guidelines support the
use of killed vaccines in this population with no changes from
HIV-uninfected individuals [18]. This includes, but is not lim-
ited to, the following common vaccines considered during the
pre-travel evaluation: influenza, tetanus, diphtheria, hepatitis
A, hepatitis B, rabies, Japanese encephalitis, and meningococ-
cus (see Table 1).

Live vaccines, in contrast, are not recommended in patients
with CD4 count < 200 cells/uL due to the lack of safety data,
but for patients with CD4 count >200 cells/uL, there are
several live vaccines that should be considered during the
pre-travel evaluation. Yellow fever vaccine is safe for patients
with CD4 count >200 cells/uL and can be administered to
patients traveling to endemic regions. A systematic review of
observational studies that included 450 HIV-infected patients
who received a yellow fever vaccine revealed no serious ad-
verse events in this population [19¢¢]. Measles, mumps, and
rubella (MMR) were also shown to be safe in patients with
CD4 count >200 cells/pL [20]. Varicella has been shown to
be safe and effective in multiple studies of HIV-infected chil-
dren [14, 21, 22], and pre-travel vaccination with the live
varicella vaccine is recommended for susceptible HIV-
infected adults with CD4 count > 200 cells/uL [23]. One study
assessed the safety of the live oral typhoid vaccine, Ty21a, in
HIV-infected patients and found no severe adverse events [24]

in the 39 HIV-infected participants, which included six sub-
jects with CD4 count < 200 cells/uL. However, more data are
needed to determine the safety of Ty21a in HIV-infected pa-
tients. Therefore, the Vi polysaccharide vaccine is currently
preferred over the live oral vaccine. For HIV-infected patients
for whom polio vaccination is recommended, the inactivated
polio vaccine is recommended.

Prevention of Sexually Transmitted Infections (STls)

Many individuals are sexually active while traveling and
should be counseled about the global epidemiology of STIs,
and the increased risk of STIs in travelers [25]. Rates of STIs
vary widely by region, but are particularly high in many low-
and middle-income countries [26]. Sex tourism is common in
travelers and represents a growing industry in many parts of
the world. Travelers should be cautioned about the high bur-
den of STIs in commercial sex workers [27]. Individuals with
HIV who are not on ART are at increased risk for acquisition
of STI and for more severe manifestations of infection, and
patients should be counseled about STI prevention strategies.
Individuals with high-risk sexual practices who are HIV-
uninfected should be educated about the role for HIV pre-
and post-exposure prophylaxis to decrease the risk of HIV
acquisition [28, 29].

Infectious Risks While Traveling

Understanding the duration of travel, travel itinerary, planned
activities, and type of accommodations is essential in

Table 1 Vaccine )
recommendations in HIV-infected Vaccine

CD4 cell count >200 cells/uL CD#4 cell count <200 cells/uL

adults prior to travel by CD4 T

cell counts Measles, Mumps, Rubella (MMR)

Varicella

Yellow fever vaccine

Typhoid Vi polysaccharide
Ty21a Typhoid

Cholera (CVD 103-HgR)
Inactivated influenza

Hepatitis A

Hepatitis B

Inactivated polio vaccine
Meningococcal (MenACWY-D)
Japanese encephalitis (JE-VC)
Rabies

Td/Tdap

Pneumococcal conjugate (PCV13)
Pneumococcal polysaccharide
(PPSV23)

Recommended Contraindicated
Recommended Contraindicated
If indicated Contraindicated
If indicated If indicated
Contraindicated Contraindicated
Contraindicated Contraindicated
Recommended Recommended
If indicated If indicated
Recommended Recommended
If indicated If indicated
Recommended Recommended
If indicated If indicated
If indicated If indicated
Recommended Recommended
Recommended Recommended
Recommended Recommended
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assessing the risks of travel-associated infections. Counseling
HIV-infected travelers should include advice on general be-
havioral precautions, including food and water precautions,
insect repellent use, and avoiding other high-risk activities
[30].

Travelers with HIV who are on ART with normal CD4 cell
counts are not considered to be at increased risk of travel-
associated infections compared to the general population of
travelers. However, HIV-infected travelers who are not on
ART or who have CD4 cell counts below 200 cells/uL are at
increased risk for both typical travel-associated infections and
opportunistic infections as highlighted below.

Malaria

The global burden of malaria remains high, with an estimated
216 million cases in 2016 [31]. HIV-infected individuals who
are not on ART have higher risk for malaria infection, and
have demonstrated higher burden of parasitemia and higher
incidence of severe infection and death than HIV-uninfected
individuals [32, 33]. Moreover, acute malaria infection causes
an increase in the HIV viral load and decrease in the CD4 cell
count [34, 35].

ART has an important impact on a patient’s risk for malaria
as well as the efficacy of treatment in malaria-infected indi-
viduals. PIs have in vitro activity against Plasmodium
falciparum though the clinical implications of this antiparasit-
ic effect are unknown [36-38] A study performed in Uganda
where malaria is endemic randomized HIV-infected children
to NNRTI-based ART or lopinavir-ritonavir (LPV/r) based
ART and demonstrated a 41% reduction in the incidence of
malaria in the lopinavir-ritonavir arm [39]. While direct anti-
parasitic effect of the PI may have played a role, the decreased
incidence in the LPV/r arm was primarily attributed to a re-
duction of recurrence after treatment with artemether-
lumefantrine suggesting the impact of ART on the efficacy
of anti-malarial medications was a more important factor.

A follow-up PK study of malaria treatment in HIV-infected
children on ART showed that selection of ART has a highly
significant impact on plasma concentrations of antimalarial
medications and clinical outcomes. EFV reduced the plasma
concentration of both artemether and lumefantrine whereas
LPV/r increased lumefantrine plasma concentrations resulting
in fourfold higher odds of recurrent malaria in patients on EFV
compared to LPV/r-based ART [40]. In another study, EFV
decreased the serum concentration of dihydroartemisinin
(DHA), the active component of AL, by 50% [41, 42].
Furthermore, subjects with co-administered EFV and AL, se-
rum levels of lumefantrine on day 7, which are associated with
clearance of infection, were significantly reduced [41]. Similar
findings have been demonstrated when AL is combined with
other non-nucleoside reverse transcriptase inhibitors (NNRTT)
[43]. In addition, the CYP3A4 inhibitors, ritonavir and
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cobicistat, may increase the serum concentration of
lumefantrine, quinine, and quinidine and thus increasing the
risk of toxicities, such as QT prolongation [44]. Modified
dosing regimens of anti-malarial medication may need to be
considered in some HIV-malaria co-infected patients and
close clinical follow-up for malaria recrudescence following
treatment is warranted for travelers on EFV or other NNRTI-
based regimens who are infected with malaria. Individuals on
PIs or integrase inhibitor (INSTI) based regimens should not
be at increased risk for treatment failure with artemisinin-
based combination therapy though may still be at increased
risk for toxicities associated with lumefantrine and quinine
(see Table 2). Because INSTI-based regimens are now pre-
ferred in most patients, clinicians may consider switching pa-
tients to dolutegravir- or bictegravir-based ART if malaria
needs to be treated.

Enteric Infections

Traveler’s diarrhea (TD) is one of the most common travel-
related illnesses and it is important that all travelers take pre-
cautions with food and water consumption to minimize the
risk of TD. The etiology of traveler’s diarrhea varies based
on geographic region though includes bacterial pathogens
such as enterotoxigenic and enteroaggregative Escherichia
coli, Campylobacter, Salmonella, and Shigella, viral patho-
gens such as rotavirus and norovirus, and, less commonly,
intestinal protozoa [45]. HIV-infected individuals with CD4
counts less than 200 cells/uL have an increased risk of infec-
tion due to bacterial enteropathogens and intestinal protozoa
[46—48]. There is an increased incidence of Campylobacter
infections in HIV-infected patients and higher risk for more
severe illness, including bacteremia [49, 50]. Numerous stud-
ies have demonstrated an increased burden and severity of
disease from non-typhoidal Salmonella in HIV-infected pa-
tients, which can present as two distinct syndromes, enteritis
and bacteremia [51-53]. In addition, several studies have
shown that there is increased susceptibility to shigellosis in
HIV-infected patients, which appears to be predominantly
due to sexual transmission in men who have sex with men
[54-56]. In general, antibiotic prophylaxis for travelers’ diar-
rhea (TD) is not recommended but should be considered in
HIV-infected patients with a low CD4 count traveling to re-
gions that are considered high risk for TD [57]. Prompt self-
treatment with an antibiotic, typically azithromycin, for severe
TD should be recommended to the HIV-infected traveler.
Though data on cholera infection in patients with HIV is
limited, HIV was associated with a heightened risk of cholera
in one recent study performed in Haiti [58]. While there is an
oral cholera vaccine (live attenuated V. cholerae O1 CVD
103-HgR) approved for travelers in the USA, its safety has
not been determined in immunocompromised individuals
[59]. A clinical trial in Mali assessed the safety and
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immunogenicity of a single dose of live oral cholera vaccine
CVD 103-HgR in HIV-infected individuals and there were no
increase in adverse events in individuals with HIV. However,
the serological responses in HIV-infected, particularly those
with CD4 counts less than 500 cells/uL, were significantly
reduced [60]. Furthermore, given the low overall risk of chol-
era in travelers visiting endemic countries, the vaccine is fa-
vored only in individuals with high risk exposures such as aid
and refugee workers traveling to endemic countries [61].

Enteric fever due to Salmonella enterica serotype Typhi
and Paratyphi is a common cause of acute febrile illness in
returning travelers [62]. Data on whether enteric fever is more
common or severe in HIV-infected patients are conflicting.
One study from Tanzania demonstrated significantly lower
rates of bacteremia due to Sa/monella Typhi in HIV-infected
adolescents and young adults presenting with fever, suggest-
ing a possible protective effect of HIV [63]. However, a cohort
study from Peru demonstrated an increased risk of infection
with Salmonella Typhi and Paratyphi in patients with HIV,
with some cases presenting with severe diarrhea and colitis
[64]. Another study of patients with typhoid fever in Tanzania
demonstrated increased mortality and higher rates of intestinal
perforation in HIV-infected patients with CD4 counts less than
200 cells/uL [65, 63]. Finally, an analysis from South Africa
conducted from 2003 to 2013 and included 855 patients with
typhoid fever showed that HIV infection was associated with
increased mortality due to typhoid fever with an odds ratio of
11.3 [66]. Considering these data, food and water precautions
should be strictly followed and when appropriate vaccination
with the intramuscular Vi polysaccharide vaccine should be
considered.

Travel may also place individuals at increased risk for in-
testinal protozoa, such as Giardia duodenalis, Entamoeba
histolytica, Cryptosporidium, and other coccidian parasites
[62, 67]. It has been well documented that coccidian parasites,
including Cryptosporidium, Cystoisospora belli, and
Cyclospora, can cause chronic diarrhea in healthy adults
though they are much more common in immunocompromised
patients with HIV in whom chronic infection is often accom-
panied by weight loss and malnutrition [67]. Microsporidia
are another group of intestinal protozoa that can be acquired
during travel, and are a well-characterized cause of chronic
diarrhea in individuals with CD4 counts less than 100 cells/pL.
[67].

Intestinal helminths including Strongyloides, Ascaris, and
hookworm are uncommon in travelers [68]. Nonetheless, they
remain important considerations in travelers who return with
gastrointestinal complaints and a peripheral eosinophilia.
Multiple reports have shown increased rates of strongyloidia-
sis in HIV-infected patients, though these studies only includ-
ed individuals living in endemic regions [69, 70]. One study
from Uganda demonstrated an increased prevalence of hook-
worm infection in HIV-infected individuals which correlated
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with decreased CD4 counts, suggesting hookworm infection
may impact immune status in HIV-infected patients [71]. It is
unclear if ascariasis is more frequent in HIV-infected patients.
However, it has been shown that in patients with HIV and
Ascaris lumbricoides co-infection, anti-helminthic therapy
with albendazole led to improved CD4 counts, suggesting that
ascariasis may impact HIV progression [72, 73]. Additional
studies have also shown that individuals with HIV and hel-
minth co-infection have an improvement in HIV viral loads
and/or CD4 counts when treated with anti-helminthic therapy,
suggesting helminth infection contributes to progression of
HIV disease [74]. While helminth infections may be uncom-
mon in short-term travelers, they are important considerations
for the long-stay traveler or the expatriate with HIV infection.

Tuberculosis

Tuberculosis (TB) remains a leading cause of morbidity and
mortality in HIV-infected individuals, and patients with HIV
are at increased risk for reactivation of latent tuberculosis in-
fection (LTBI) [75-77]. TB risk appears to associate closely
with the incidence rate of the region of travel [78]. In a pro-
spective study of HIV-uninfected long-term travelers, there
was a 1.8% rate of TB infection or 3.5 per 1000 person-
months of travel, most of which were LTBI [79]. VFR trav-
elers appear to have increased risk of acquiring TB during
travel [80]. The TB risk of the respective destinations should
be assessed in all travelers with HIV, including the immune
status of the HIV-infected traveler. For HIV-infected travelers
to high incidence countries, pre-travel assessment for LBTI
with a tuberculin skin test or an interferon-gamma release
assay is recommended with follow-up testing after travel has
been completed. In cases of seroconversion, treatment for
LTBI should be considered.

Leishmaniasis

There are over sixteen Leishmania species that cause human
disease with three major syndromes: cutaneous, mucocutane-
ous, and visceral leishmaniasis. Cutaneous and mucocutane-
ous leishmaniasis do not appear to be impacted by HIV infec-
tion, though there are reports of severe or refractory cases as
well as possible visceralization with extracutaneous involve-
ment in HIV-infected patients [81, 82]. On the other hand,
visceral leishmaniasis (VL) is an important opportunistic in-
fection in patients with HIV [83]. In VL endemic regions,
HIV-infected individuals have significantly higher rates of
VL compared to the general population and VL has been
observed to contribute to HIV progression [84]. For instance,
VL due to Leishmania infantum is endemic to the
Mediterranean basin. In Spain, which has the highest burden
of VL in this region, up to 37% of individuals with VL have
HIV co-infection [83, 85]. In Ethiopia, there have been reports
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of HIV/VL co-infection rates of up to 48.5% [86]. Therefore,
in regions where VL is endemic, the traveler with HIV should
take steps to avoid sand fly bites, including the use of insect
repellent and bed net use. In addition, it is important to con-
sider that VL may also be transmitted via sexual intercourse
and needle sharing [87]. VL should be considered in the HIV-
infected traveler to endemic regions who presents with a per-
sistent febrile illness.

Trypanosomiasis

Trypanosoma cruzi, the cause of American trypanosomiasis
or Chagas disease, is rare in travelers. Chagas disease is found
throughout Latin America and parts of the Caribbean and
transmitted by triatomine bugs [88]. In a recent GeoSentinel
survey of 42,173 ill returning travelers, there was one docu-
mented case of acute Chagas in a long-term traveler to Mexico
[80]. In HIV-infected individuals, chronic Chagas can reacti-
vate with low CD4 counts and typically manifests as an acute
meningoencephalitis and brain abscess (Chagoma) [89]. It is
worth noting that these cases are typical in individuals living
in endemic regions who become infected with 7. cruzi during
childhood and subsequently acquire HIV. While the risk of
acquiring 7. cruzi infection while traveling to Latin America
is low, it is reasonable to recommend sleeping under
pyrethroid-impregnated bed nets when staying in thatched-
roofed or mud-walled dwellings [90].

Human African trypanosomiasis (HAT), or African
sleeping sickness, is transmitted by the bite of a tsetse fly
and caused by Trypanosom brucei rhodesiense in East
Africa and Trypanosom brucei gambiense in West and
Central Africa. HAT is uncommon in travelers though most
commonly seen in travelers visiting safari parks in East Africa
[80]. Limited data exist on the interaction of HIV and HAT,
though one study from West Africa showed that there was no
association between the two [91].

Schistosomiasis

Schistosomiasis is relatively common in travelers and is
associated with an increased risk for HIV infection [80].
Multiple studies have provided evidence that there is an
increased risk of HIV acquisition in females with genital
schistosomiasis [92-94]. Increased HIV viral loads have
been observed at the time of seroconversion in women
with genital schistosomiasis, though it is unclear if schis-
tosomiasis leads to progression of HIV disease [93].
There is no evidence to suggest that HIV infection in-
creases susceptibility to schistosomiasis but avoiding
freshwater exposure in regions where schistosomiasis is
endemic should be recommended to all patients.

Arboviral Infections

Travel may increase the risk of exposure to various arboviral
infections, including dengue, Zika, chikungunya, yellow fe-
ver, and Japanese encephalitis. Mosquito bite avoidance and
the use of insect repellents are key preventative measures in
preventing arboviral infections and should be recommended
to all travelers with destinations in endemic regions. In addi-
tion, effective vaccines for yellow fever and Japanese enceph-
alitis are widely used for travelers. The live recombinant tet-
ravalent dengue vaccine (CYD-TDV) is currently licensed in
20 countries for use in individuals living in endemic regions
with prior dengue infection though not recommended for trav-
elers [95]. It is unclear if arboviral infections may impact the
course of HIV disease or have worse outcomes. There is lim-
ited data on the impact of HIV and Zika infection, including
whether there are more adverse pregnancy outcomes in wom-
en infected with HIV [96]. A retrospective study from
Thailand did not find worse outcomes in chikungunya infec-
tion in patients with HIV and it did not appear that
chikungunya had an impact on HIV disease [97]. A matched
case-control study in Singapore found that patients with HIV
were more likely to develop severe manifestations of dengue
[98]. However, another report from Mexico showed no differ-
ence in outcomes after dengue infection between HIV-infected
and -uninfected patients [99].

Fungal Infections

The HIV-infected traveler may have an increased risk of ac-
quiring infection from endemic mycoses, including histoplas-
mosis, coccidioidomycosis, and talaromycosis.
Histoplasmosis is endemic throughout the Americas, particu-
larly Midwestern USA, Central America, and the northern part
of South America [100]. A recent modeling study found that
the incidence of histoplasmosis is equal to that of tuberculosis
in patients with HIV in Latin America and that histoplasmosis
is associated with greater mortality [100]. Patients with CD4
counts less than 150 cells/pL are at greatest risk for dissemi-
nated histoplasmosis [101]. Therefore, patients with low CD4
counts traveling to endemic regions should be counseled to
avoid activities that increase risk for exposure to Histoplasma
capsulatum including spelunking, work that includes
disturbing soil or renovating old buildings [101].
Talaromyces marneffei is endemic to Southeast Asia, north-
eastern India, and southern China and is a common opportu-
nistic pathogen in this region [102]. While individuals living
in endemic areas are at greatest risk, travel-related cases of
talaromycosis have been reported [103, 104].
Coccidioidomycosis, found in the southwest USA and north-
ermn Mexico, Argentina, and other parts of South America, is
another important mycosis in HIV-infected patients with CD4
counts less than 250 cells/uL [105]. Given the increased
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incidence of infection in patients with low CD4 counts, risk of
exposure to these fungal pathogens should be considered as
part of the pre-travel assessment of HIV-infected individuals.

Conclusion

With a rise in international travel, there is a heightened aware-
ness of travel-related health issues. Pre-travel medical consul-
tation is recommended for all travelers with HIV so pre-travel
guidance can be tailored to an individual’s personal risk fac-
tors in addition to the itinerary and planned activity during
travel. HIV-infected individuals who are not on ART and/or
have CD4 counts below 200 cells/pL are at the greatest risk
for travel-related infections whereas patients who are stable on
ART are generally not considered to be at increased risk over
the general population. Clinicians should use the immune sta-
tus of the HIV-infected patient to guide pre-travel vaccination,
and to educate patients about their individual risk for both
typical and opportunistic infections relevant to their
destination.
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