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EuroTravNet participating sites
Data from the 2008 – 2009 EuroTravNet surveillance

Country Site 
2008          

N=6.957  %
2009         

N=6.392  %

Germany 43.5 35.1
Hamburg 21.3 12.6
Munich 22.2 22.5

France 12.9 16.9

E
uroTravN

et
surveillance

France 12.9 16.9
Marseille 5.0 7.8
Paris 7.9 9.1

United Kingdom 18.1 16.2
Cambridge 1.8 2.0
London 16.3 14.2

Netherlands Amsterdam 0.6 10.5
Norway Oslo 7.2 7.4
Switzerland 9.2 6.7

Geneva 6.0 4.6
������ ��	 	�


Italy Brescia 2.0 3.8
Spain Madrid 6.6 3.4
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site 2008 (%) 2009 p value

Gender Female 48,9 50,3

Travel Reason Business 10,5 11,0

Immigration 9,4 7,7

Medical Tourism 0,1 0,4

Military 0,6 1,0

M/V/AW/R** 22,6 20,0

Student 1,3 2,5

Tourism 43,5 45,0
VFR 11,9 12,5 <0.001

Risk Level Expatriate 6,9 8,6
Pre-arranged or 
organised travel 22,6 26,6

Risk Travel* 69,8 63,7

E
uroTravN

et
surveillance

Risk Travel* 69,8 63,7

Missing 0,8 1,2

Clinical Setting Immigration only 9,4 7,7

Seen after travel 82,0 84,4
Seen during travel 8,5 7,9 0,001

Clinical setting Inpatient 11,0 14,6 <0.001

Pre-Travel Advice Yes 45,4 43,2

No 22,4 26,1
Do not know 32,2 30,7 <0.001

Born in Europe Yes 76,0 77,5 0,035
Age Mean (in years) 37,4 36,9 0.051 (t-test)

25th % 27,0 27,0

Median 36,0 35,0
75th% 48,0 47,0
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Imported malaria cases in selected European countri es
http://ecdc.europa.eu/en/Health_Topics/malaria

http://data.euro.who.int/CISID



��������������
��  !!"  !!#

��������	�
�� $%& $'(

���
�
�� $( )&

����
��� $) *'

�������
��� *) )

��+�
��	������	� , '

1 -
M

A
LA

R
IA

Imported MALARIA

 	-	��	 )% *,

��.�������
��	�	�����/��� ' (

��.�������
������/��� 0 ,


���� ),01,&0'��02$3� )'%1,)&$��02(3�



1 -
M

A
LA

R
IA

Imported MALARIA
� The total number of imported malaria cases increased slightly from

365/6957 (5.2%) to 374/6392 (5.8%), with a higher species identification
rate (9.3% of unknown species in 2008, 4.3% in 2009).

� Plasmodium falciparum was the most reported species (68.2% in 2008,
74.3% in 2009)

� We observed a slight increase in malaria from South America, particularly
in military patients with P.vivax malaria coming from French Guyana andin military patients with P.vivax malaria coming from French Guyana and
presenting at the Marseille clinic (3/7 in 2008 and 15/16 in 2009).

� The number of pediatric malaria cases rose from 9 in 2008 to 28 in 2009,
mainly observed in Italy (Brescia) and France.

� Complicated malaria cases were 12 in 2008 and 14 in 2009, 20 adults and
6 children. Adult patients were European travelers (n. 12) or expatriates (4)
and migrants (4). Six cases occurred in children, 2 immigrants and 4 VFRs
children born in Europe. They were mainly exposed in West Africa (Burkina
Faso, Ghana, Guinea [2 cases], Nigeria) and Malawi.
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Global Distribution (Robinson Projection) of Domina nt or Potentially Important Malaria Vectors

From Kiszewksi et al., 2004. American Journal of Tropical Medicine and Hygiene 70(5):486-498.

http://www.cdc.gov/malaria/about/biology/mosquitoes/map.html
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Seasonality of Dengue in Returned Travelers by Region
2 -

D
E

N
G

U
E

Schwartz E, et al., for the GeoSentinel Surveillance Network. Emerg Infect Dis. 2008;14(7):1081-8.
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2008 2009

CHICKV
cases

12/6957 (0.2%) 18/6392 (0.3%)

Region of 
exposition

Indian Ocean 
Islands of Reunion, 
Comoros, Sri Lanka,
Madagascar, 

South-East Asia 
(Thailand, 
Singapore, 
Malaysia, Madagascar, 

Maldives , India 
Cases were also 
imported from Kenya 
(n = 1) and Senegal 
(n= 1). 

Malaysia, 
Indonesia), 
South-Central 
Asia (India, 
Maldives) and 
Sub-Saharan 
Africa (La 
Reunion).
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Castiglione di Cervia and
Castiglione di Ravenna 
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Castiglione di CerviaCastiglione di Cervia

Castiglione di RavennaCastiglione di Ravenna



Vector: high density of Vector: high density of Aedes albopictusAedes albopictus



Secondary clusters of CHIKV and distance Secondary clusters of CHIKV and distance 
from primarily affected areas from primarily affected areas 

Cervia (9 Km)       19 cases

Ravenna (23 Km)   9 cases

Cesena (19 Km)    15 casesCesena (19 Km)    15 cases

Bologna (90 Km)   5 cases

Rimini (49 Km)     6 cases
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Although the vector (Triatominae spp) is not present on the European continent, the 
chronic nature of the disease together with the migration flow from endemic countries 
can have a public health impact in Europe [28, 29], as it is potentially transmissible to 
the autochthonous population through contaminated blood products and also causes 
congenital and chronic diseases [30,31,32]

Silva AE, Ann Diagn Pathol. 2010 Jun;14(3):199-203. Epub 2009 Oct 31
Schmunis GA. Acta Trop. 2010 Jul-Aug;115(1-2):14-21. Epub 2009 Nov 20

Gascon Jet al. Acta Trop. 2010 Jul-Aug;115(1-2):22-27. Epub 2009 Jul 29. Review

The number of reported new Chagas cases, detected by serology, decreased from 
94/6957 (1.4%) in 2008 to 30/6392 (0.5%) in 2009 (p = 0.000). 

Odolini et al, CMI, submitted
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Rassi et al., Lancet, 2010, 375: 1388-1402



Transmission modalities

Vector-borne

Blood transfusion Mother
to ChildBlood transfusion

Organ or tissue
transplantation Oral

to Child

Other

Transmission risk:
• single blood transfusion (500 ml): 12-20%
• kidney transplantation (indeterminate phase): 35%
• immunedepression driven reactivation: 30%
• vertical transmission: 0,1-12%
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2008 2009
AMC 0 (0%) 0 (0%)
CBG 21 (16.7%) 17(13.6%)
GVA 0 (0%) 0 (0%)
HAM 14 (.9%) 5 (.6%)
LDN 0 (0%) 0 (0%)
MAD 2 (.4%) 0 (0%)

The increase in TB cases reported in
our dataset can be ascribed to
increased number of cases attended in
Brescia, a favorite destination for
migrants in Italy because of its working
resources, mainly in newly arrived
migrants in the expanding Indian and
Pakistan communities in the area.

MAD 2 (.4%) 0 (0%)
MRS 1 (.3%) 2 (.4%)
MUC 1 (.1%) 1 (.1%)
OSL 36 (7.2%) 46 (9.7%)
PRS 1 (.2%) 0 (.0%)
TLY 21 (15.4%) 59 (24%)
ZUR 5 (2.2%) 7 (5.3%)
Total 102 (1.5%) 137 (2.1%)


�/��������� �����	�� ��� � ���	�����	�
����
��
� .��/�
��"9 �	� �6��
 �� �6�
����
C� ���������	 �� �	�����
 ���6 #�
�� �
������� �	
 	����" & .�����	
������ 
�!�����
 
# 
������ �	 $44&

Pakistan communities in the area.

WHO 2009. Global tuberculosis control: a short update to the 2009 report.

Odolini et al, CMI, submitted
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� 171/6392 cases of influenza like illness (2.3%) and 83/6392 cases of
confirmed H1N1 flu (1.1%) were observed;

� mainly in students and tourists returning from the USA, the UK, Spain,
Argentina and Mexico in decreasing order.
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CDC, The 2009 H1N1 Pandemic: Summary Highlights, April 2009- April 2010
WHO, Influenza updates. 
Helfenberger S, et al. J Travel Med. 2010 Nov-Dec;17(6):367-73
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Imported HIV/AIDS N 2008 N 2009
AIDS 32 34

HIV - ASYMPTOMATIC 43 35

HIV, ASYMPTOMATIC, NEWLY DIAGNOSED 52 58

217 (85.4%) of the HIV AIDS cases were migrants, and 163 
were first immigrants, most of the rest were VFRs.

Odolini et al, CMI, submitted
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WHO/Europe. AIDS 2010: challenges in Europe, 29 July 2010. Available from http/://www.euro.who.int/en/what-we-do/health.
Franco-Paredes C, et al. Top HIV Med.2009 Feb-Mar;17(1):2-11. Review.

Sherrad A.W et al.,Travel Med Infect Dis. 2009 Sep;7(5):291-5. 
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To determine HIV prevalence and place of exposure 
for illegal migrants in Italy, we tested 3,003 illegal adult 
migrants for HIV; 29 (0.97%) were HIV positive. 
Antibody avidity index results (indicators of time of 
infection) were available for
27 of those persons and showed that 6 (22.2%) 
presumably acquired their infection after migration.



Deaths
There were three deaths in the dataset in 2008:
� The first case was that of a 53 year old Norwegian who died from Dengue

Shock Syndrome following a three week pre-arranged tourist trip to Phuket,
Thailand.

� The second case is that of a 57-year old aid worker who visited Liberia for
three weeks. He was admitted with coma as a result of severe malaria, a
week after return to Geneva, and subsequently acquired a nosocomial
infection and died of septic shock.
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infection and died of septic shock.
� The third case was a 67 year old Norwegian who died from E.coli

pyelonephritis and sepsis, following a two month visit to Spain;

Two deaths were reported in the EuroTravNet dataset in 2009. Both of them 
occurred in Norway. 
� The first was a 32-year old male with chronic hepatitis, born in Eritrea but 

of Sudanese nationality, who died after 6 days in Oslo of visceral 
leishmaniasis and sepsis. 

� The second was a 86-year old male Norwegian with COPD and Parkinson 
diseases who died 4 days after returning from Spain from Acinetobacter
spp. pneumonia. 



Diseases acquired in Europe
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2008 inside Europe 2009 in Europe
Frequency

� 346 (5.4%) travel-related diseases were observed following travel within
Europe in 2009, a similar number to 2008 (n=341/5967, 4.9%).

� The overall proportion of travelers exposed in Europe was significantly
higher in the clinics in Brescia (13.8%) and Zurich (32.7%).

� The main European countries of exposure were Germany (n. 115), Spain
(n. 64), United Kingdom (n. 38), Italy (n. 25) and France (n. 12).
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Frequency
Frequency

GASTROENTERITIS 26 (6.0%) INFLUENZA - LIKE ILLNESS 34 (7.6%)

NO MORBIDITY FOUND 25 (5.8%) INFLUENZA, NOVEL H1N1 (SWINE) 33 (7.4%)

PNEUMONIA, BACTERIAL (LOBAR) 21 (4.8%) NO MORBIDITY FOUND 29 (6.5%)

DIARRHEA, ACUTE UNSPECIFIED 17 (3.9%) DIARRHEA, ACUTE UNSPECIFIED 14 (3.1%)

RESPIRATORY TRACT INF (UPPER) 17 (3.9%) VIRAL SYNDROME (NO RASH) 13 (2.9%)

BITE, INSECT (INCLUDES STING) 16 (3.7%) DIARRHEA, CHRONIC UNKNOWN 12 (2.7%)

VIRAL SYNDROME (NO RASH) 15 (3.4%) PNEUMONIA, BACTERIAL (LOBAR) 11 (2.5%)

BRONCHITIS, ACUTE 9 (2.0%) ARTHRITIS, NONSEPTIC 10 (2.2%)

GIARDIA 7 (1.6%) GASTROENTERITIS 10 (2.2%)

PNEUMONIA, ATYPICAL (DIFFUSE) 7 (1.6%) RESPIRATORY TRACT INF (UPPER) 10 (2.2%)To
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� The timely and accurate reporting of ad hoc surveillance networks such as

EuroTravNet may integrate regular routine disease reporting and serve as a sentinel

for emerging infectious diseases.

� Sub-Saharan Africa represents the most frequent place of exposure in travelers to

Europe.

� Travelers played an important role in the spread of pandemic A(H1N1) influenza, as� Travelers played an important role in the spread of pandemic A(H1N1) influenza, as

already occurred in the past for other air-borne infections (i.e. SARS).

� Vector-borne infections, i.e. malaria, chikungunya and dengue, need ongoing

surveillance as global warming, urbanization and international transports may facilitate

the enlargement of endemic areas. Secondary cases may be expected and have

already been reported in Europe.

� There is a need to improve the quality and quantity of pre-travel advice and post-

travel consultation all over Europe.
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