General information Regarding Human Immunodeficiency Virus and Travel 

Acquired immunodeficiency syndrome (AIDS), caused by the human immunodeficiency virus (HIV), has a very long and variable incubation period, generally lasting for many years. Some people infected with HIV have remained asymptomatic for more than a decade. Currently, there is no vaccine to protect against infection with HIV. Although there is no cure for AIDS, treatments and prophylaxis for many opportunistic diseases associated with AIDS are available. 

International travelers should be advised that some countries serologically screen incoming travelers (primarily those with extended visits, such as for work or study) and deny entry to people with AIDS and those whose test results indicate infection with HIV. Moreover, travelers carrying antiretroviral medication might be denied entry to some countries. People who intend to visit a country for a substantial period or to work or study abroad should be informed of the policies and requirements of the particular country. This information is usually available from the consular officials of the individual nations. An unofficial list that has been compiled by the U.S. 

Department of State can be found at the following Internet address: http://www.travel.state.gov/HIVtestingreqs.html. 

Specific Precautions for HIV-Infected Travelers 

Health care providers should advise HIV-infected travelers of the following: 

· Travel, particularly to developing countries, can carry significant risks for exposure to opportunistic pathogens for HIV-infected travelers, especially those who are severely immunosuppressed. Consultation with a health care provider or with experts in travel medicine will help in planning itineraries. 

· During travel to developing countries, HIV-infected travelers are at even higher risk for food and waterborne diseases than they are in the United States. Food and beverages--in particular, raw fruits and vegetables, raw or undercooked seafood or meat, tap water, ice made with tap water, unpasteurized milk and dairy products, and food and beverages purchased from street vendors--might be contaminated. Food and beverages that are generally safe include steaming hot foods, fruits that are peeled by the traveler personally, bottled (carbonated) beverages, hot coffee or tea, beer, wine, or water brought to a rolling boil for one minute. When local sources of water must be used and boiling is not practical, certain portable water filtration units, when used in conjunction with chlorine or iodine, can increase the safety of water. Some units are available that offer the effects of iodine treatment with filtration in the same unit. For more information about how to select a proper water filter, travelers should be advised to write to the Center for Disease Control and Prevention's (CDC) National Prevention Information Network for CDC's pamphlet, "You can prevent cryptosporidiosis: a guide for people with HIV infection" at P.O. Box 6003, Rockville, Maryland 20849-6003, or call 1-800-458-5231 or TTY 1-800-243-7012. International callers must dial 1-301-562-1098. 

· Waterborne infections can also result from swallowing water during recreational water activities. To reduce the risk of cryptosporidiosis and giardiasis, travelers should be advised to avoid swallowing water during swimming and to avoid swimming in water that might be contaminated (for example, with sewage or animal waste). 

· Prophylactic antimicrobal agents against travelers' diarrhea are not recommended routinely for HIV-infected travelers to developing countries. These agents have adverse effects and can promote the emergence of drug-resistant organisms. However, several studies have shown that prophylactic antimicrobials can reduce the risk of diarrhea in travelers, though none has involved an HIV-infected population. In selected circumstances (for example, a brief period of travel to an area where the risk of infection is very high), after weighing the potential risks and benefits, the health care provider and traveler might decide that prophylactic antibiotics are warranted. 

For travelers to whom prophylaxis is offered, fluoroquinolones such as ciprofloxacin (500 milligrams [mg] taken once a day), can be considered. Trimethoprim-sulfamethoxazole (TMP-SMX) (one double-strength tablet daily) has also been shown to be effective as a prophylactic agent against travelers' diarrhea, but drug resistance is now common in tropical areas. Travelers already taking TMP-SMX for prophylaxis against Pneumocystis carinii pneumonia (PCP) might receive some protection against travelers' diarrhea. Health care providers of HIV-infected travelers who are not already taking TMP-SMX should carefully consider prescribing this agent solely for diarrhea prophylaxis because of high rates of adverse reactions and anticipated future need for the agent (for example, for PCP treatment and prophylaxis). 

· All HIV-infected travelers to developing countries should be advised to carry an antimicrobial agent (for example, ciprofloxacin, 500 mg twice a day for 3 to 7 days) with them to be taken as empirical therapy should diarrhea develop. Alternative antibiotics (for example, TMP-SMX) for empirical therapy for infants, children, adolescents, and pregnant women should be discussed. Travelers should be advised to consult a physician if the diarrhea is severe and does not respond to empirical therapy, if there is blood in the stool, if fever occurs with shaking chills, or if there is dehydration. Antiperistaltic agents (for example, diphenoxylate [Lomotil] and loperamide [Imodium]) are used to relieve the symptoms of diarrhea; however, they should not be used by travelers with high fever or with blood in the stool; these drugs should be discontinued if symptoms persist beyond 48 hours. These drugs are not recommended for HIV-positive infants, children, or adolescents. 

· Travelers should be advised about other preventive measures appropriate for anticipated exposures, such as malaria chemoprophylaxis, protection against arthropod vectors, immune globulin, and vaccination. Travelers should avoid direct skin contact with soil and sand (for example, by wearing shoes and protective clothing, and using towels on beaches) in areas where fecal contamination of soil is likely. 

· In general, live virus vaccines should be avoided. An exception is measles vaccine, which is recommended for nonimmune travelers. However, measles vaccine is not recommended for travelers who are severely immunocompromised; immune globulin should be considered for measles-susceptible, severely immunosuppressed travelers who are anticipating travel to measles endemic countries. Travelers at risk for exposure to typhoid fever should be given the inactivated parenteral typhoid vaccine, instead of the live, attenuated oral typhoid vaccine. Yellow fever vaccine is a live virus vaccine with uncertain safety and efficacy in those who are HIV infected. Travelers with asymptomatic HIV infection who cannot avoid potential exposure to yellow fever should be offered the choice of vaccination. If travel to a yellow fever-infected zone is necessary and immunization is not performed, travelers should be advised of the risk, instructed in methods to avoid bites of vector mosquitoes, and provided a vaccination waiver letter. 

· In general, killed vaccines (for example, diphtheria-tetanus, hepatitis A, rabies, and Japanese encephalitis vaccines) should be used for HIV-infected travelers, just as they would be used for non-HIV-infected travelers. Preparation for travel should include a review and updating of routine vaccinations, including diphtheria-tetanus in adults and routine immunizations for infants, children, and adolescents. 

· Health care providers should identify other area-specific risks and instruct travelers in ways to reduce the risk of infection. Geographically focal infections that pose high risk to HIV-infected travelers include: visceral leishmaniasis and several fungal infections (for example, Penicillium marneffei, coccidioidomycosis, and histoplasmosis). Many tropical and developing areas of the world have high rates of tuberculosis. (See Chapter 3, "Specific Recommendations for Vaccinations and Disease Prevention: Tuberculosis".) 

Vaccine Recommendations for Travelers With Altered Immunocompetence, Including HIV

Killed or inactivated vaccines do not represent a danger to immunocompromised travelers and generally should be administered as recommended for healthy travelers. However, the immune response to these vaccines might be suboptimal. 

Virus replication after administration of live, attenuated virus vaccines can be enhanced and prolonged in travelers with immunodeficiency diseases and in those with a suppressed capacity for immune response, as occurs with HIV disease; leukemia; lymphoma; generalized malignancy; or therapy with corticosteroids, alkylating agents, antimetabolites, or radiation. Severe complications have been reported following vaccination with live, attenuated virus vaccines (for example, measles and polio) and with live bacterial vaccines (for example, Bacille Calmette-Guerin [BCG]) in patients with HIV disease, leukemia, and lymphoma or other people with suppressed capacity for immune response. In general, travelers with such conditions should not be given live organism vaccines. 

Evidence based on case reports has linked measles vaccine virus infection to subsequent death in six severely immunosuppressed persons. For this reason, travelers who are severely immunosuppressed for any reason should not be given measles, mumps, and rubella (MMR) combined vaccine. Healthy, susceptible close contacts of severely immunosuppressed travelers may be vaccinated. MMR and other measles-containing vaccines are not recommended for HIV-infected travelers with evidence of severe immunosuppression (for example, travelers with a very low CD+4 T-lymphocyte count), primarily because of the report of a case of measles pneumonitis in a measles vaccinee who had an advanced case of AIDS. Refer to the 1998 Advisory Committee on Immunization Practices (ACIP) statement on MMR for additional details on vaccination of travelers with symptomatic HIV infection. 

Measles disease can be severe in people with HIV infection. MMR vaccine is recommended for all asymptomatic HIV-infected travelers and should be considered for symptomatic travelers who are not severely immunosuppressed. Asymptomatic infants, children, and adolescents do not need to be evaluated and tested for HIV infection before MMR or other measles-containing vaccines are administered. A theoretical risk of an increase (probably transient) in HIV viral load following MMR vaccination exists because such an effect has been observed with other vaccines. The clinical significance of such an increase is not known. 

In general, travelers receiving large daily doses of corticosteroids (>2 milligrams per kilogram [mg/kg] per day or >20 mg per day of prednisone) for 14 days or more should not receive MMR vaccine because of concern about vaccine safety. MMR and its component vaccines should be avoided for at least one month after cessation of high-dose therapy. Travelers receiving low-dose or short-course (fewer than 14 days) therapy; alternate-day treatment; maintenance physiologic doses; or topical, aerosol, intra-articular, bursal, or tendon injections may be vaccinated. Although travelers receiving high doses of systemic corticosteroids daily or on alternate days during an interval of less than 14 days generally can receive MMR or its component vaccines immediately after cessation of treatment, some experts prefer waiting until 2 weeks after completion of therapy. 

Travelers receiving cancer chemotherapy or radiation who have not received chemotherapy for at least 3 months may receive MMR or its component vaccines. 

Travelers with leukemia in remission whose chemotherapy has been terminated for at least 3 months and transplant recipients who are beyond the period of immunosuppression may receive live virus vaccines. Most experts agree that steroid therapy usually does not contraindicate administration of live virus vaccine when it is short term; low to moderate dose (less than 2 weeks); long-term, alternate-day treatment with short-acting steroids; maintenance physiologic doses (replacement therapy); or administered topically (that is, to the skin or eyes) by aerosol or by intra-articular, bursal, or tendon injection. 

Infants and children infected with HIV should receive, on schedule, all the routinely recommended inactivated vaccines (that is, acellular pertussis [DTaP], Haemophilus influenzae type B [Hib], and hepatitis B vaccines) whether or not they are symptomatic. Inactivated poliovirus vaccine (IPV) is the polio vaccine of choice for HIV-infected asymptomatic and symptomatic travelers and their household members and other close contacts. Pneumococcal vaccine is recommended for anyone 6 months of age or older with HIV infection. Because influenza can result in serious illness and complications, vaccination against influenza is a prudent precaution in HIV-infected travelers. Varicella vaccine may be considered for asymptomatic HIV-infected ttravelers with CD4+ percentages >25%(CDC Class 1; that is, no evidence of suppression). 

Because oral poliovirus vaccine (OPV) is no longer available, IPV should be used to immunize HIV-infected travelers and their household contacts. 

Safety of Vaccines for HIV-Infected People 

Scientists have reviewed the safety and efficacy of vaccines (such as those for measles, yellow fever, influenza, or pneumococcal pneumonia) in people with HIV infection or AIDS. No increased incidence of adverse reactions to inactivated vaccines has been noted in these people. However, administration of live organism vaccines can carry increased risks of adverse reactions (see especially "Measles" and "Yellow Fever" in Chapter 3, "Specific Recommendations for Vaccinations and Disease Prevention"). In addition, the likelihood of successful immune response is reduced in some HIV-infected people (depending on the degree of immunodeficiency). On the other hand, because of their immuno-deficiency, many HIV-infected people are at increased risk for complications of vaccine-preventable diseases. Thus, the risk-benefit balance usually favors administration of vaccines to HIV-infected people, especially inactivated vaccines. Administration of vaccines should be backed up by behaviors to prevent infections (for example, avoiding mosquito bites in yellow fever areas and avoiding exposure to people with measles or chickenpox). 

