The pregnant traveller
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The physician should discuss with the pregnant patient the risks and

benefits of travel and the recommended strategies to prevent ill health.

Discussing pretravel advice with the
pregnant traveller poses somewhat of a
dilemma for medical practitioners. On
the one hand, the risks of ill health are
generally low with travel to common
tourist destinations, and in most cases pre-
ventable with the appropriate strategies.
On the other hand, the pregnant traveller
and fetus are more prone to some diseases,
and treatment may have dire consequences
for both. It is, therefore, important for the
physician to discuss with a pregnant
patient the risks and benefits of both
travel and the recommended strategies
to prevent ill health while travelling.
Examples of some topics to discuss
include general and obstetric health, fitness
to travel, vaccinations, mosquito-borne
diseases, malaria prevention, animal bites,
food and water safety, high altitude,
motion sickness, jet lag, thromboem-
bolism, accidents, aircraft issues and access
to medical care if needed while away. This
article will focus on some of these topics.

General advice

The first point is to ensure the patient is
aware that a normal pregnancy has its own
risks even without travel. Milder problems
include nausea, morning sickness, reflux,
tiredness, back pain, urinary frequency,
constipation and haemorrhoids. Although
these may seem relatively inconsequential,
they can still spoil a holiday. More serious
problems include thrombophlebitis,
hypertension, pre-eclampsia, spontaneous
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miscarriage, ectopic pregnancy and pre-
mature labour. Spontaneous miscarriage
is generally accepted to occur in about
15% of normal pregnancies, which means
that some pregnant travellers have to
manage this while overseas. The patient
should have a clear plan of who to contact
for urgent medical attention, especially
with higher-risk pregnancies. Most travel
insurance companies now include tele-
phone contacts of international medical
aid companies.

The physician should inquire about
general as well as obstetric medical risk
factors and advise the patient, that depend-
ing on the destination, appropriate medi-
cal care may be difficult to access. The
traveller should be advised to stay within
reasonable proximity to medical health
services.

Medications need to be reviewed for
their safety profile in pregnancy. Parace-
tamol, erythromycin, penicillin, cephalo-
sporins and all beta-lactams are considered
safe in pregnancy. The use of amoxycillin/
clavulanic acid combination is cautioned
close to delivery due to the possible asso-
ciation with necrotising enterocolitis (per-
sonal communication, Dr Peter Wein).
Both doxylamine and dimenhydrinate are
ADEC pregnancy category A (no proven
harmful effects on the fetus), although the
product information for both these drugs
conflictingly states use should be avoided
during pregnancy. There is currently insuf-
ficient information available to advise the
patient on complementary and alternative
medications in pregnancy.

The physician also needs to make an
assessment of the travellers’ psycholo-
gical preparedness to be able to handle
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situations that can change suddenly. For
example, long waits in transit may not be
acceptable to some women who are close
to term.

The best time to travel is generally dur-
ing the second trimester as symptoms and
risk are least likely at this time. Interna-
tional airlines generally advise against
overseas travel and decline insurance cover
after 32 weeks’ gestation.

Air travel and thrombosis
Deep vein thrombosis may occur both on
and off the aircraft with or without preg-
nancy. Definitive evidence of air travel per
se being a cause of thromboembolism is
still lacking. However, risk factors for
the pregnant traveller are the same as for
all travellers and include immobilisation,
cramped position, insufficient fluid intake,
low humidity and hypoxia."” Most of these
can be prevented if appropriate advice is
given and followed, such as regular calf
exercises, moving around the cabin every
two hours, adequate fluid intake and
avoidance of diuretics including intake of
excessive alcohol or caffeine. This advice
also applies to car, bus and train travel.
Those with a past or family history of
recurrent thrombosis should be screened
for predisposing causes such as the Factor
V Leiden gene. Travellers who are at a
higher risk are advised to wear below the
knee supportive stockings and use low
molecular weight heparin, which can
be self-injected following appropriate
instruction.” Aspirin has not been shown
to be effective in the prevention of venous
thromboembolism with travel and is
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Table 1. Malaria prophylaxis in women during pregnancy

Malaria prophylactic

medication

Atovaquone-proguanil No
Chloroquine Yes
Doxycycline No
Mefloquine Yes
Proguanil Yes

Use in pregnancy’

ADEC pregnancy
category

B2

D
B3
B2

Printed with permission from Travel Clinics Australia. Abbreviation: ADEC = Australian Drug Evaluation Committee.

associated with both an elevated level
of D-dimers’ as well as a significantly
increased rate of adverse gastrointestinal
effects.*

Malaria

It is important to remind all pregnant trav-
ellers, or those intending to be pregnant
while travelling, that the WHO advises
‘pregnant women to avoid travelling to
areas where transmission of chloroquine-
resistant Plasmodium falciparum occurs’?
The reason for this is that malaria in a
pregnant woman is associated with a sig-
nificant increase in the risk of maternal,
fetal and neonatal death. In addition, life-
saving treatment with antimalarial med-
ications may cause significant problems to
both mother and fetus. For nonpregnant
women of a childbearing age, pregnancy
should be avoided until three months after
leaving the malarious area.

For travellers who are aware of and
accept these risks, prophylaxis with anti-
malarial medications is recognised to be
safer than the risk of life-threatening
malaria, although each individual situa-
tion needs to be assessed on its merits.
Chloroquine (Chlorquin) and proguanil
(Paludrine) are generally considered to
be relatively safe in pregnancy, however,
they are not as effective as other chemo-
prophylaxis. Doxycycline is contraindi-
cated because of the risk to the fetus.
Mefloquine (Lariam) appears to be safe in
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the second and the third trimesters, and
some experts increasingly advocate its
use in the first trimester where indicated.
Pregnancy has no known bearing on the
adverse neuropsychiatric side effects of
this medication and the standard precau-
tions and contraindications of this med-
ication should be borne in mind. There is
as yet insufficient information about com-
bined atovaquone-proguanil (Malarone;
Table 1).°

Standard insect avoidance measures
should be encouraged and include staying
in well-screened areas from dusk till dawn,
sleeping under mosquito nets, wearing
long, loose, light-coloured clothing and
avoiding perfumes and deodorants. It
is probably wise for pregnant women to
avoid overexposure to insect repellents
and insecticides. Although there is a
paucity of studies into the use of repellents
in pregnancy, the standard application of
three times daily of a 30% DEET-contain-
ing repellent, such as Repel, is generally
considered safe in pregnancy.

Food and waterborne disease

Gastrointestinal illness occurs in 50 to
80% of travellers per month of travel to
developing areas’ and so it is important to
ensure that travellers are aware of preven-
tive measures. A simple rule is ‘boil, cook,
bottle or peel’ which means advising
the traveller to eat only boiled or cooked
foods, pasteurised dairy foods, water

Comment

Safety not determined

Folate supplementation required
For prophylaxis

Contraindicated

Avoid in first trimester

Folate supplementation required

and fluids from bottles or cans, and veg-
etables and fruit washed with treated
water and/or peeled.” This will minimise
the risk of diarrhoeal illness from com-
mon causes, including Toxoplasma and
Listeria species, which have extra risks in
pregnancy. Hepatitis E, although not that
common in developing countries, induces
a mortality rate of 15% in women who
are pregnant.

Vaccinations
Vaccines should be given to pregnant
women only when there is a real risk of
disease. Live vaccines should be avoided
unless the advantages of vaccination sig-
nificantly outweigh the risks. Pregnant
women have a lowered immune response
and hence may theoretically derive less
benefit from vaccination. Although there
may be risks from any vaccine, there is
little documented evidence for teratogenic
effects from vaccines, this being more
likely from fever alone.*® For example, a
pregnant woman intending to spend time
in her family village in Ghana is likely
to be at significant risk of yellow fever,
and therefore, following a discussion of
the relative risks, she may elect to be vac-
cinated. Only yellow fever clinics autho-
rised by WHO are able to provide these
vaccinations, along with an international
certificate of vaccination or prophylaxis.
The administration of killed or inacti-
vated vaccines, polysaccharides and
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Table 2. Vaccinations in pregnancy*

Vaccine

BCG vaccine

Cholera (oral) vaccine

Hepatitis A vaccine
Hepatitis B vaccine

Influenza vaccine

Japanese encephalitis
vaccine

Measles vaccine

Meningococcal
vaccine

Mumps vaccine

Poliomyelitis vaccine
(IPV)
Pneumococcal vaccine

Rubella vaccine

Tetanus/diphtheria
vaccine

Tetanus/diphtheria/
pertussis vaccine

Rabies vaccine

Typhoid Ty21a (oral)
vaccine

Typhoid Vi vaccine

Varicella vaccine

Yellow fever vaccine

Immunoglobulins

Type

Live attenuated
mycobacteria

Recombinant B
subunit /whole cell

Inactivated virus
Recombinant

Inactivated virus
Inactivated virus
Live attenuated virus
Polysaccharide or
conjugated

Live attenuated virus

Inactivated virus

Polysaccharide

Live attenuated virus
Whole cell, toxoid
Acellular, toxoid
Inactivated virus

Live attenuated
bacteria

Polysaccharide

Live attenuated virus

Live attenuated virus

Immunoglobulin

WHO and (DC use in
pregnancy**

(avoid in first trimester)

Not recommended

Safety not determined

Yes, if indicated
Yes, if indicated
Yes, if indicated

In some circumstances
Safety not determined
Not recommended
Yes, if indicated

Not recommended
Yes, if indicated
Normally avoided

Yes, if indicated

Not recommended

Yes, if indicated

Safety not determined

Yes, if indicated

Safety not determined

Safety not determined

Not recommended

Yes, if indicated
Avoid unless at high risk

Yes, if indicated

NHMRC use in
pregnancy*

(avoid in first trimester

Contraindicated

Not recommended

Yes, if indicated
Yes, if indicated

Recommended

Yes, if indicated
Avoid unless at high risk

Contraindicated
Yes, if indicated for
women at high risk
Contraindicated

Yes, if indicated

Yes, if indicated

Contraindicated

Yes, if indicated

Yes, if indicated

Yes, if indicated

Contraindicated

Yes, if indicated

Contraindicated

Contraindicated, unless
at high risk

No known risk to fetus

Comment

Avoid pregnancy for
28 days after vaccination

Avoid pregnancy for
28 days after vaccination

Avoid pregnancy for
28 days after vaccination

Avoid pregnancy for
28 days after vaccination

For post exposure

Avoid pregnancy for
28 days after vaccination

Avoid pregnancy for
28 days after vaccination

For post exposure

Printed with permission from Travel Clinics Australia. Abbreviations: CDC = Centers for Disease Control and prevention; NHMRC = National Health and Medical Research Council.

68 MedicineToday ~ May 2008, Volume 9, Number 5

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2008.



toxoids is not contraindicated in preg-
nant women in general, although the
same considerations still apply.**

Tetanus, diphtheria, hepatitis A and B,
and influenza vaccine are currently consid-
ered relatively safe in pregnancy, therefore,
these vaccines should be oftered when indi-
cated. Influenza vaccination is now specifi-
cally indicated in pregnancy (Table 2).*

Another important concept is that GPs
have an opportunity to be proactive with
their patients. Any woman considering
pregnancy while travelling could be
offered yellow fever, polio, varicella, MMR
(measles, mumps and rubella), hepatitis A
and B, pertussis and typhoid vaccines prior
to becoming pregnant.

Conclusion
It is worth noting that the older authori-
tarian model whereby doctors tell patients
what they need has changed. It is now
accepted that it is the patients’ choice
whether to travel or not while pregnant,
with the doctors’ role to advise them, not
to upset or demand. Mutual respect and
informed consent form the cornerstone of
consultations on travel health and patients
can then make the choice to either travel
or not fully aware of the relevant risks.
Providing that the above precautions
are taken, most pregnant travellers will
have safe and satisfying trips, albeit with

some morning sickness or back pain, and
more serious consequences for a few. Uri-
nary frequency may be more confronting
when the location and condition of the
toilets are unknown.

It is important for physicians to care-
fully discuss concerns about the risk of
vaccines and medications and balance this
against the risks of illness to both the
mother and fetus. Both verbal and written
information needs to be supplied to the
patient, time allowed for consideration of
these risks and benefits, and the decisions
documented. MT
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