Travellers’ Diarrhea....or,
a backpassage from India

Jay Keystone, MD
Tropical Disease Unit, TGH
“number two Is our number one business”
University of Toronto
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[] Lowrisk: <82 [l Intermediate risk: 8-20% [l High risk: 20-90%

Incidence of travelers " diarrhea caused by enterotoxigenic Escherchia colr



TD: Clinical

e onset: 1/3 In 1st 2 wks.
e 4-5 |oose stools over 4-5 days (85%)
* fever 10%, bloody stool 15%
e sequelae:

40% modify activities

20% confined to bed

1% hospitalized

8-15% diarrhea > 1 wk

2% chronic diarrhea > 1 mo.



Etiology of Travellers’ Diarrhea

Agent Percent
EAEC + ETEC 50-70
Salmonella, shigella, campy. 0-20
Protozoa (gilardia,crypto.Eh) 0-5

Viruses (rotavirus) 0-20
Unknown 10-40




TD: High risk/increased susceptibility

 small children, young adults

 hypochlorhydria (esp. PPIs.)
(Sucralfate - antibacterial properties)

 Immunodeficiency (IgA, AIDS etc.)

* blood group O (V. cholera, S. sonnel)
 Private homes > hotels > street vendors



“Travellers’ Diarrhea will always be a
problem as long as travellers are in a
position to eat other people’s stool”

Y David Hamlet Shlim 1995




Do travellers adhere to food
and water precautions?

NOT a Chance!

07% of travellers make a
food and water ‘faux pas’
within 72 hours of arrival

Kozicki, Int. J. Eidem.198514:169-72



Looking for Evidence that Personal Hygiene
Precautions Prevent Traveler’s Diarrhea

Dawvid B, Shiim
Jacksan Hole Travel and Tmopical Medicine, Jacksan, Wiyoning

Clinical Infechous Wseases A JT531-5

In the 50 years during which traveler’s diarrhea has been studied, it has always been assumed that personal
hypiene precantions can prevent or reduce the likelihood of developing traveler’s diarrhea. However, 7 of &
studies that specifically addressed this issue showed no correlation between the types of food selected and the
risk of acquiring traveler’s diarrhea. The eighth study showed a correlation between a few dietary mistakes
and a decreased risk of acquiring traveler’s diarrhea. A further increase in the number of dietary mistakes,
however, did not continue to increase the risk of acquiring traveler’s diarrhea. Personal hygiene precautions,
when performed under the direct supervision of an expatriate operating his or her own kitchen, can prevent
traveler's diarthea, but poor restaurant hypiene in most developing countries continues to create an insur-

mountable risk of acquiring traveler’s diarrhea.

The adage "Bod it, cool: i, peal i, or forget it” has been
asserfed so often as an effective method to prevent trav-
eler’s diarthea that it seems almost sacrilegions to ques-
tion it. A search for this phrase onthe Internet via Googe
vielded 4230 references. At the time of this writing, ne
one seerns to be certain of the origin ofthe phrase, which
entered the travel medicine literature as a quotation in
a key article published in 1283 [1]. That artide is often
cited as proof that how and what one choosesto eat can

dietary adwvice, it would be worthwhile to review in
detail the available literature,

METHODS

& osearch of the literatare was performed by searching
Publied for the key words “traveler’s diarthea,” “hy-
giene,” and “prevention.” In addition, articles that I
alteady had in my files were used. Bight key articles
were identified that made specific reference to stadies



Table 1. Food precautions taken by travelers versus the nsk
of acquinng travelers diarrhea, compared with the average nisk

of acquiring travelers diarrhea. N=10,000
JAMA1983;249:1176-80

“No correlation between the
types of food selected and
the risk of acquiring TD”...Shlim

Followeed 1 recommended precaution
Ay fo. and type of precaution
Took =3 precautions

253
alas
1047

103 <l
109 = 00

2 Q0]




INVITED ARTICLE

Chares 0. Ericsson and Robert Steffen, Section BEditars

Drug Prophylaxis for Travelers’ Diarrhea

Pamela Rendi-Wagner and Herwig Kollantsch Clinical Infecioins Nseases AN AT 6H833
Oepartment of Specific Pophyladis and Topical Medicine, Institute of Pathophysiology, University of Vienna, Vienna, Austria

Travelers’ diarrhea is the most common health impairment in persons visiting developing countries, affecting 202 to =502%
of tourists. Although it is usually benipn, travelers’ diarrhea represents a considerable socioeconomic burden for both the
traveler and the host country. The most common enteropathogens are enterotoxipenic and enteroapprepative Escherichia coli.
Travelers’ compliance with dietary precautionary measures is poor. Despite the excellent protection rates provided by anti-
biotics, routine administration of prophylaxis is currently not recommended becanse of potential adverse reactions. Of the
varicus antibictics that have been tested, quinolones are considered to be the first choice worldwide; however, quinolone-
resistant pathogens are increasingly being isolated. Because it is frequently administered and provides only moderate pro-
tection, bismuth subsalicylate is not considered a recommendable option for prophylaxis in Europe, where itisrarely available
anyhow. To date, no probiotic has been able to demonstrate clinically relevant protection worldwide. In conclusion, there is
no satisfactory prophylactic option, and worldwide monitoring of antimicrobial susceptibility patterns and the search for
novel antimicrobial apents, sach as nonabsorbed antibiotics, and nonantibiotic medications should continue.
-___________________________________________________________________________________________________________________



.
Agents for prevention of TD

Agent Efficacy
Activated charcoal none
Probiotics:

lactobacillus gg 39-47%

Saccharomyces boulardii 0-60%
BSS 65%
Antibiotics > 90%

Ansdell, MCNA 1999;83:945-73 CID 2002; 34:628-33 CID 2008 46 suppl 2:S96



Antibiotics for Prevention of TD (< 1 mo.)

Drug Dose/d (+2 d)
ciprofloxacin 500 mg
levofloxacin 500 mg
ofloxacin 300 mg
moxifloxacin 400 mg
azithromycin 250 mg
rifaximin 200 mg



.
Rifaximin (Xifaxan)

e rifampicin relative
* Inhibition of RNA synthesis

* proad spectrum gm +/-, aerobes,
anaerobes

e < 1% oral dose absorbed
* high MICy, 16 - 64 pug/m|
e stool concentration ~ 250 x MIC’s



Anmals of Intemal Medicine

ARTICLE

A Randomized, Double-Blind, Placebo-Controlled Trial of Rifaximin To

Prevent Travelers’ Diarrhea

Harbart L. Culost, MD; Thi-Dorg Jiesg PhD: ek ke C.

#Or Charka D. Erkcaron, M0; Prarciise Jovir 4 s Cabsds, 507
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Campylobacter - Percent resistance to
Cipro and azithromycin in Thailand

HCIP BAZM
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®
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X 20 )
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87 90 93 94 95 2002
Emerg Infect Dis 2002 Feb;8(2):175-80, Year

CID 1998:26:341-5 50-60 isolates /year
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Emerqg Infect Dis. 2003 9:404-5.

Letter

Multidrug-Resistant Shigella dysenteriae Type 1: Forerunners of a New Epidemic Strain in
Eastern India?

Dipika Sur,* Swapan K. Nivogi,* Shravani Sur,} Kamal K. Datta,* Yoshifumi Takeda,} Gopinath Balakrish Nair,§ and
Sujit K. Bhattacharva*®

*National Institute of Cholera and Enteric Diseases, Kolkata, India; TBurdwan Medical College, Burdwan, West Bengal; flissen
Women's University, Tokvo, Japan; and §International Centre for Diarrhoeal Diseases Research, Dhaka, Bangladesh

Suggested citation for this article: Sur D, Nivogt SK, Sur 8, Datta KK, Takeda ¥, Nar GB, et al. Multidrg-resistant Shigella
dysenteriae type 1: forerunners of a new epidemic strain i eastem India” Emerg Infect Dis [senal online] 2003 Mar [date cited).
Available from: URL: http:/www.cde.gov/ncidod EID/ vol®no3/02-0352 htm



Priorities for antibiotic prophylaxis?

e The risk averse traveller
 Underlying disease: IDDM, CRF,IBD
 Antacid use (H2 blockers, PPI)
 Repeatedly ill traveller

* Athletes

 Your bank manager



.
TD: Symptomatic RX

Oral rehydration: WHO, gastrolyte, pedialyte

BSS: (Pepto-Bismol) 1 0z. (30 cc) or 2 tabs g
1/2 hr x 8 doses

loperamide: (imodium) 4 mg; 2 mg after each
BM — 16 mqg/d (8 tabs)

opiate: (lomotil) 2 tabs tid



Effect of Adjunctive Loperamide in Combination
with Antibiotics on Treatment Outcomes in Traveler’s
Diarrhea: A Systematic Review and Meta-Analysis

Mark S. Riddle," Sarah Arnold.” and David R.~ Clinical Infectious Diseases 2008; 47:1007-14

'Maval Medical Research Center, Silver Spring, and “Uniformed Services University of the Health Sciences, Bethesda, Maryland

(See the editorial commentary by Butler on pages 1015-6)

Background. A previous Cochrane Collaboration review established an effective advantage of antibiotic therapy,
compared with placebo, for treatment of traveler’s diarrhea. The goal of the present study was to conduct a
systematic review of the literature to establish the effect on treatment outcomes of using antimotility agents in
conjunction with antibiotic therapy.

Methods. The meta-analysis was conducted through searches of electronic databases and pertinent reference
lists (including other review articles) and consultation with experts in the field. Clinical trials on therapy of
infectious diarrhea in adult populations that met eligibility criteria were studied. Data were extracted and verified
by 2 independent investigators and were analyzed for outcomes of clinical cure at 24 h, 48 h, and 72 h and time
to last unformed stool. Study quality, heterogeneity, and publication bias were assessed. When appropriate, effect
estimates among studies were pooled and sensitivity analyses were performed.

Results. Nine studies consisting of 12 different adjunctive loperamide antibiotic regimens were included for
analysis. Among 6 paired studies comparing antibiotics alone versus antibiotics in combination with loperamide,
the odds of clinical cure at 24 h and 48 h favored combination therapy, with summary odds ratios of 2.6 (95%
confidence interval, 1.8-3.6; P = .20, by x° heterogeneity statistic) and 2.2 (95% confidence interval, 1.5-3.1;

= .20, by x" heterogeneity statistic), respectively, with no evidence of heterogeneity. Factors that possibly affect
advantage of combination therapy over solo therapy included increased frequency of pretreatment diarrhea and
higher prevalence of noninvasive pathogens.

Conclusion. Antibiotic therapy with adjunctive loperamide offers an advantage over antibiotics alone by de-
creasing the illness duration and increasing the probability of early clinical cure.




Loperamide plus antibiotics for TD:

OR of clinical cure @48hrs

Clinical Infectious Diseases 2008; 47:1007-14

Favors solo antibeotic therapy Favors combination therapy

Study Hegimen R (95%s C1)
TMP-5MX BN 160 me, BID for 3 days | 7] - 204 (1.07=T.03)
CIP 500 mg, BID for 3 days [3] - 228 (0.21-5.70)
CIFP 730 mge, smgle dose [3])] L 1] fnds—2.31)
OF L 4H meg, single dose |G - S.BE(2.02-17.10)
RIF 200 mg, TLD for 3 diavs [5] . 2. 78 (1.48-5.210)
ATH 500 g, simgle dose [4] n J3.64 (].44%—8.KEO)
(verall 258 (1.84-3.61)

R 1.0 =0 (LR



Antibiotics for self-treatment of TD

Drug Single dose ** Multiple
ale) (Mg x 3
EVE)
levofloxacin 500 500 Qd
ciprofloxacin 750 500 bic
ofloxacin 400 200 bid
moxifloxacin 400 400 Qo
azithromycin 1000 500 Qcd
cefixime 400 400 Qo
rifaximin - 200 tid

** +/- loperamide



Traveler’s Diarrhea in Thailand: Randomized,
Double-Blind Trial Comparing Single-Dose
and 3-Day Azithromycin-Based Regimens with
a 3-Day Levofloxacin Regimen

Clinical Infectious Diseases 2007: 44:338-46

David R_ Tribble,! John W. Sanders? Lorrin W. Pang,” Carl Mason,” Chittima Pitarangsi,® Shahida Bagar,
Adam Amstrong,? Paul Hshieh? Anne Fox.? Elisabeth A. Maley,” Carlos Lebron? Dennis J. Faix.* James ¥. Lawler?
Gautam Mayak’ Michael Lewis.’ Ladapom Bodhidatta,” and Daniel A. Scott

Enteric Diseases Departrent, Maval Medical RBesearch Center Silver Spring, *Mational Maval Medical Center, and *Unifommed Serviczes University,
Bethesda, Maryland; *rlaval Medical Center, San Diego, San Diego, Califomia; SMaww Emvironmental Preventive Wedicine Unit 5, Pearl Harbor,
Hawaii; and *armed Fomes Research Institute of Medical Sciences, Bangkok, Thailand

1000 mg dose azithromycin more
effective than 3 days of
azithromycin or levofloxacin

single-dose azithromycin, compared with the ocare rates of 85% noted with 3-day azithromycin and 71% noted
with levoflozacin (F = .002). Single-dose azithromycin was also associated with the shortest median TLUS (35 h
P = 03, bwv log-rank test), Levoflomacin's efficacy was inferior to azithrommyein’s efficacy, except in patients with
no pathogen identified during the first 24 h of treatment of in patients with levoflozacin-susceptible Campicbacer
izsclates, in whom it appeared to be equal to azithromyein, The rate of microbiclogical eradication was significantly



Loperamide Plus Azithromycin More Effectively Treats
Travelers’ Diarrhea in Mexico than Azithromycin Alone

Charles . Ericsson, MDD, * Herbert L. DuPont, M), *+ Pablo C. Okhuysen, MT»*T
Zhi-Dong Jiang, MD, PhD, MPH,"and Margarec W, DuPont, MS?

*Department of Medicine, Division of Infecrious Diseases, Tniversicy of Texas Medical 5 choolat Houston, Houston,
T, UISA; Wenter for Infecrious Diseases, University of Texas Scheoolof Public Health ar Houston, Houston, T2
TIsA; Department of Medicine, Division of Infecrions Diseases, 5t Luke’ s Episcopal Hespiral, Heuston, T2 TI5A;
EBaylor College of Medicine, Houston, T2, TISA

176 US Students in Mexico..single dose
500 mg azithromycin plus loperamide (8h)

more effective than 1000 mg azithro (20h) or
500 mg azithro alone (16h)

Reszles, The duratien of diarrhea was sionificandy (p = 0.0002) shorer following creatment with azichromyein plus
loperamide (11 h) than with either dose of arithromycin alone (34 b)), In the firse 24 hours, the average namber of
unformed stools passed was 3.4 (azithromycin alone) and 1.2 {combination) for a significane (< 0.0001) differsnce of
2. 2unformed steols, Thisdifference equated with 20% of sz ithremycin-treated subjects continuing to passsix orm ore
unformed stocls inthe first 24 hourspost-treatment compared with onby 1. 7% of combination-treared subjects,
Conclasionzs. Forthe trearmene of cravelers diarthes inan Haberichiz cofi predominane region of the world, a single 500
mgdose of azithromycinappeared as effecrive asa 1,000 mg dose. Loperamide)

more effective than either dose of arithromycin. To realzethe subsrantial clini \] TM 2007 : 14 3 12_3 19
jects, we feelloperamide should reutinelrbeused in combination with an ancimicroblal agent torrear travelers diarrhes,




Etiology of Travellers’ Diarrhea

Agent

Percent '

EAEC + ETEC

50-70

E.coll 0157

Viruses

0-20

Unknown

10-40




1 vs. 3 Self-Tx Doses ???7?

Start when Diarrhea is sufficient to interfere with
daily activities:

Day 1 : antibiotic + loperamide == better...stop!
not better !

Day 2: antibiotic + loperamide == better...stop!

not better!
Day 3: antibiotic + loperamide == better...stop!




AN ANTIBIOTIC FOR ALL REASONS?

Antibiotic

ciprofloxacin
ofloxacin

levofloxacin
azithromycin
clarithromycin

Bowel

+++
+++

+++
+++
+++

Bladder Resp.

+++
+++

+++

+
++

+++

+++
+++

Skin

++

S+t
+++
+++




Traveller’'s diarrhea self-management

e Most travellers carry:
eloperamide (Imodium)
eantibiotic self-Rx
+ electrolyte replacement

e Some travellers use prophylaxis
(<4 wk)



Acute TD: Investigations

CBC

StoolC+Sx1

Blood cultures (if indicated)

. Stool C. Difficile (if indicated)

. Stool microscopy (WBC, rbc)

. Stools O & P x 3 (persistent TD)

o UAWN e



Clinical Approach to Acute TD

1. Cultures

2. Assess degree of illness

3. Rehydrate

4. Treat: mild: loperamide or nothing

mod-severe: treat with a
guinolone or azithromycin



o
Persistent TD

e definition: diarrhea > 30 d

* SWISS 0.9%
e Peace Corps 1.7%
e Tour group 2.9%

 Keystone’s practice 50%

Dupont, Clin Infect Dis 1996;22:124-8
Taylor, Med Clin N Am 1999;83:1033-51



.
Persistent TD Etiology

Infection

. Post-infective
Malabsorption (Tropical sprue)
Umasking Gl disorder (IBD,Coeliac)
ldiopathic (Brainerd)
Non-tropical (Cancer, IBS)

o 0 h Wi H



Oral (cholera) vaccine for travellers’
Diarrhea bukoral™ (Sanofi)

ETEC the most frequent cause of TD

» 2 doses 1 week apart, booster at 3
months

e Protective efficacy: 60-70% against
ETEC for 3 months

**Pelota, Lancet, 1991:338:1285 VVanLoon, Vaccine 1996:;14:162-166, Clemens, JID
1998:158:372



Post-infectious IBS

Definition : IBS following a bout of
Infectious gastroenteritis

Symptoms : ABCD Abdominal pain:
Bloating Constipation: Diarrhea

Impact:

* 39% Intolerable abdominal pain

 87% discomfort from bloating

 53% ¢ IBS affected their quality of life



-
What Is the prognosis?

Gut 2002:51:410-13

 N=25 with PI-IBS 6 mo post
Infection

e 6 years later, 14 followed up

¢ 40% (6/14) symptom free

e 60% (6/14) symptomatic!!!
o



Mechanism of PI-IBS:
poorly understood

* Motility disorder
e Chronic Inflammatory

« Small bowel overgrowth
(bacterial)



.
Persistent Travel Gl problems

Etiology %
Post infectious IBS 70
Lactose intolerance 15
Infectious (giardiasis, C. diff.) 10
IBD <1
Sprue:tropical coeliac <1

Keystone JS - personal communication
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CLINICAL REVIEWS CME

Postintectious Irritable Bowel Syndrome—A
Meta- Analysis

Heather A, Halvorson, M.D, M.EH.,! Carey D. Schlett, MPH.? and Marl: 3. Riddle, M.D., MPH, T.}.?
' Department of Preventive Medicine and Biometrics, Uniformmed Servicas University of the Health Scienceas,
Bethesdd, Maryland, 2Enteric Disedsas Resedroh Frogram, U5 Naval Medical Hesearch Unit

Mo, 3, Cairo, Ecypt

OBJECTIVES: Irftable bowel syndrome (IBS) i a4 haeterogenaous disorder affecting 12% of the population
workiwide. Several studies identify IBS as a sequela of infectious gastroenteritis {IGE) with reported
prevalence ranging from 4% to 21% and relative nisk from 2.5 to 11.9. This meta-analysis was
conducted to explore the differences batweaen reported rates and provide a poolad estimate of sk
for postinfectious irritable bowel syndrome (PHBS).

DATASOURCES: Elkectronic databases (MEDLINE, OLDMEDLINE, EMEASE, Cochrane database of clinical trials) and
pertinent reference lists {ncluding other review articlas).

REVIEW Cata weare abstracted from included studies by two independent invastigators; study quality,
METHODS: heterogeneity, and publication bias were assessed; sensitivity analysis was performed; and a

summative effect estimate was calculated for risk of PI-IES.

RE=LLT - Eight studies weare includaed for analysis and all reportad alevated risk of IBS following I1GE. Median
prevalence of IBS in the IGE groups was 9.8% (10R 4 0-12.3 and 1.2% in control groups {I0R
0. 4-1.8) (signdank test, p = 0.01). The pooked odds ratio was 7.2 (95% ClL 4.7-11.1) without
significant heterogeneity ( f heterogenaity statistic, p = 0.41). Subgroup analysis reveaked an
A ikt AP :



Meta-analysis of risk of PIIB

Protective Effect Increased Risk Odds Ratio (95% CI)

Study (year)

Ji (2005) - 2.8 (1.0-7.5)

Mearin (2005) —IR 8.7 (3.3—22.6)
Wang (2004) —R 10.7 (2.5—45.6)
-

Okhuysen (2004) = 10.1 {0.6-181.4)

Cumberland (2003) - 6.6 (2.0—22.3)
linyckyj (2003) | - 2.7 (0.2-30.2)
Parry (2003} . 9.9 (3.2-30.0)
Rodriguez (1999) B :

Pooled estimate T

7.3 (4.8—11.1)

0.1 0.5 1 10 o]
Odds ratio




011: Eur J Gastroenterol Hepatol. 2005 Jan;17(1):3-9. Related Articles, |
&VWonline

W Lo WILLAMS & Wik

Intestinal infection and irritable bowel syndrome.
Parry S, Forgacs I

Department of Gastroenterology, King's College Hospital, London, UK.

The observation that the symptoms of writable bowel syndrome (IBS) i some patients might follow an epizode o

“4-26% of patients develop IBS for

the first time after gastroenteritis”

held view that patients with post-infectious IBS carry a better prognosis than IBS patients more generally. The
management of patients with post-mfections IBS 1z the standard approach that might be applied to all patients wil
[BS. Post-mfectious IBS patients may ditfer from IBS patients m general m having a low-level of mtestmal
mflammation. Work m anmmal models, and detection of low-grade mflammation m mtestimal biopstes combined w
markers of mtestmal mflammation such as faecal calprotectin all indicate a strong possibility that persisting
mtlammation after the acute nfection mav he imnortant m the nathosenesis of nost-mfections TRS



Clinical Infechous iseases 200643898901

Is Traveler's Diarthea a Slg[]]ﬁiﬂl]t Risk study, we add ressed all sequential travelerswho visied the travel

: clinic between June and November 2004, We inchuded only
Factor for the DEE*’E]OPII]EIH of Irntable travelers aged 18-65 vears who planned a trip of at least 14

Bowel SYI]C]I'DII]E? A PI'DSPECE[VE Stlld‘j' days and up to 180 days Potential participants recefred a fll

explanation of the pumose of the sudy, and those who were

“No evidence that self-treatment

reduces the risk”
Dupont 2007

_ ¥ ¥
16 (13.6%) 7 (2.4%)
developed IBS 5 z 5 developed 1BS 1




Post-infectious IBS treatment

Symptom Treatment

Diarrhea alone Psyllium 1-2 TBsp/day

Constipation +/- Psyllium + lactulose 1-2TBsp
diarrhea
Abdom cramps Motility modifiers eg

domperidone or nortriptyline




L
Persistent Infection

. Protozoa
Protozoa

Protozoa
Bacterial (C. difficile, EAEC)

Helminth (strongyloidiasis,
schistosomiasis)

AW N R
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Drugs for

Parasitic Infections

YWith increasing trawvel, immigration, use of immunosuppressive druas and the spread of AIDS, physicians
arpwwhiere may see infections caused by parasites. The table below lists first-choice and alternative drugs for most
parasitic infections. The table on page 12 summarizes the known prenatal risks of antiparasitic drugs. The brand
names and manufacturers of the drugs are listed on page 14

Infection Drug

Adult dosacg:

Pediatric dosace

ACANTHARMOEERA keratitis
Drug of choice: oee footnote 1

AMEBIASIES (Eataaroaba histolvlicg)
asymptomatic

Crug of choice: lodonuing|2

2R Pararmarmy cin 2

2R Diloxanide furoatet®
mild to modemte intestinal dsease
Drug of chojce:® Metronid azole

OR  Tinidazoles

afther followsed by
OR lod coquina

Par o onmy cin?
sevame intestinal and exitraintestinal disease
Crug of choice: Metronidazole

R Tinidazoles

&t hea e frmlloanraed Rar

GR0O Mg PO tid x 20d

26-36 modkgid PO in 3 doses x 7d
OO mg PO tid x 10d

BOO-FRO Mg PO tid x 7-10d

20 once PO daily = 3d

GEO mog PO tid x 20d

26-36 mogfdogid PO in 3 doses X 7d

FROmg PO tid x 7-10d
20gonce PO daily = kd

A0-40 makgid (max 2g) PO in 3 doses
x 20d

26-36 mogAkaid PO in 3 doses x 7d

20 mafkogd PO in 3 doses x 1od

AB-B0 mgAkgd POIn 3 doses x 7-10d
=ayrs: BD omofkogrd (mas. 20 POin
T dosex 3d

A0-40 moftkgid (max 20 PO in 3 doses
¥ 20d
26-36 mogfkod PO in 3 doses x 7d

AB-E0 mogAkaid PO in 3 doses x 7-10d
=ayrs: BD mdlfkgrd [(mmax. 291 POin
1 dose x 3d



Glardiasis: Treatment

50% efficacy, pregnancy

Drug % cure Comment
metronidazole 92 tolerability, pregnancy
guinacrine 93 cmpding pharmacy
paromomycin 50

albendazole /5 7 days; C/l preghancy
nitazoxanide 80  liquid for children
‘tinidazole 95 convenience ‘




Excysts
m the Intestine
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-
E. histolytica/dispar

Parameter |E. histolytica |E.dispar

diagnosis Serology positive Serology negative
Stool pcr or ELISA | Stool pcr or ELISA

Treatment: metronidazole + N/A

IWESIE lodoquinol

Treatment; lodoquinol none

Non-invasive




.
Summary

« TD Is the most frequent iliness in travelers
and cause Is primarily bacterial

 TD partially preventable and easily treatable.;
every traveler should carry an antibiotic
(quinolone , azithromycin) for self-Treatment;
azithro for Thailand

e Persistent TD Is most often Post-infectious
IBS or lactose intolerance

 Treat acute illness based on symptoms alone




Summary (cont)

- Glardiasis Is the most frequent infectious
cause of persistent TD

. Glardiasis treatment of choice is tinidazole

« Amebiasis may be due to E.istolytica or
E.dispar, easily differentiated by amebic
serology

e Invasive amebiasis Is treated with an
Imidazole ;cyst passers require a lumen-
active agent
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