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ACUTE VERSUS CHRONIC CLINICAL PRESENTATION

Acute febrile illness with
prominent
constitutional symptoms

Disease

Chronic clinical presentation:
differential diagnosis based on
prominent symptoms or signs

Skin findings/rash

Clinical/Epidemiologic clues

• Malaria

possible cyclical fever q 48–72 h

• Leptospirosis

conjunctival suffusion; multiorgan
involvement

• Viral hepatitis (A, B, E)

fever typically precedes jaundice;
HBV risk factor history

• Scrub typhus

eschar at site of mite attachment;
occurs in East Asia but not in
Africa or Southwest Asia

• Acute Q fever

raw milk, exposure to livestock

risk behavior

• Relapsing fever
(initial episode)

fever lysis after 3–6 days

Chronic diarrhea
• Giardiasis
• Cryptosporidiosis
• Amebiasis

Postinfectious sequelae

• Strongyloidiasis
Hepato- and/or splenomegaly
• Visceral leishmaniasis
• Schistosomiasis (via portal hypertension)
• Tuberculosis
• Brucellosis
• Histoplasmosis
• Echinococcal disease
• Amebic liver abscess

• Visceral leishmaniasis
• Viscerotropic leishmaniasis
• Tuberculosis
• Chronic Q fever
• Brucellosis
• Histoplasmosis
• Katayama fever
• Melioidosis (Southeast Asia)
Eosinophilia
• Schistosomiasis, including Katayama fever
• Strongyloidiasis
• Visceral larva migrans
• Filariasis
• Echinococcal disease
Lymphadenopathy
• Tuberculosis
• Leishmaniasis
• Histoplasmosis
• Chronic HIV-1 infection
• Filariasis
• Melioidosis (Southeast Asia)

Figure 152e-1 Syndromic approach to the differential diagnosis of suspected infection in a veteran who has returned from a foreign
war in southwest Asia, central Asia, or Africa at least 2 weeks prior to clinical presentation. HBV, hepatitis B virus.

malaria acquired during the U.S.S.R.’s war in Afghanistan in the 1980s,
76% developed clinical manifestations >1 month after their return to
the U.S.S.R., with some cases developing as long as 3 years later.
Imported malaria with prolonged clinical latency periods remains
a problem among veterans returning from wars in endemic areas. In
a cluster of 112 cases of imported disease in U.S. Marines returning
to the United States from deployment to Somalia in 1993, falciparum
malaria was diagnosed as late as 12 weeks after return; some cases
due to P. vivax were diagnosed after an additional 2 months. In an
outbreak of imported P. vivax malaria among U.S. Army Rangers
deployed to Afghanistan in 2002, the median time to diagnosis was
nearly 8 months after return.
Although malaria is largely preventable through the combined use
of vector control, personal protective measures (e.g., bed nets, insect
repellent, long sleeves, permethrin-treated clothing), and chemoprophylaxis, nonadherence to these measures and/or to chemotherapy
(including terminal primaquine prophylaxis to eradicate the liver
stage of P. vivax) appears to be responsible for the majority of cases
in recent U.S. military experiences. However, there is also evidence to
support chemoprophylaxis failures in a small subgroup of cases of P.
falciparum and P. vivax malaria acquired during U.S. deployments to
Somalia. Thus, imported malaria in returning war veterans remains
possible despite appropriate adherence to chemoprophylaxis.
Viral Hepatitis (See Chap. 360) The incidence of viral hepatitis, once a
major scourge of military campaigns and their aftermath, has declined
considerably over the past half-century of military engagements.
Although more than 115,000 cases of viral hepatitis, most due to hepatitis A virus, were reported among Soviet troops serving in Afghanistan
in the 1980s, only rare reports of hepatitis A and B were noted during
the massive, short-term deployment of U.S. troops to the Persian Gulf
in the early 1990s. Hepatitis A and E, endemic in many parts of the
developing world, present clinically as acute infections transmitted by
the fecal-oral route and can be largely controlled with interventions

practiced widely among military forces from industrialized countries:
appropriate food and water hygiene and pre-deployment vaccination
against hepatitis A. Hepatitis B contamination of serum-stabilized
yellow fever vaccine caused a large outbreak of the disease among
U.S. forces during World War II; such events are currently unlikely,
given the use of modern virus-inactivation techniques in vaccine
manufacturing. Despite their potential—as a consequence of their long
clinical incubation and latency periods—to cause disease in returning
veterans, hepatitis B and hepatitis C have been acquired relatively
rarely in theater because of risk factor mitigation: routine drug testing
of modern armies and screening of the blood supply to exclude viral
contamination.
Rabies (See Chap. 232) Deployed soldiers are often in close contact
with feral dogs and other potentially rabid animals in both urban and
remote combat environments. In the period 2001–2010, 643 animal
bites were documented during medical encounters among U.S. forces
in the combat theaters of southwest and central Asia; the majority of
these potential exposures were dog bites. Of bitten personnel, 18%
received rabies postexposure prophylaxis. Recently, a U.S. soldier
developed rapidly progressive signs and symptoms of rabies 8 months
after a dog bite in Afghanistan and died within 17 days of illness onset.
This case, which represents the first rabies death in nearly 40 years in
a member of the U.S. military who acquired the infection overseas,
reinforces both the lethality of the disease and the need to practice
vigilant exposure precautions among deployed military personnel and
to administer postexposure prophylaxis to troops who are bitten by
animals in high-risk areas.
CHRONIC OR RELAPSING INFECTIOUS DISEASES ACQUIRED IN
THE THEATER OF WAR
Leishmaniasis (See Chap. 251) Various forms of leishmaniasis may
be acquired during military deployment and may present with myriad
chronic clinical manifestations in war veterans. Because the protozoal
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• Primary HIV-1 infection

• Cutaneous leishmaniasis
• Brill-Zinsser disease
• Combat-associated wound infection
• Leprosy
• Filariasis
• Visceral larva migrans
• Secondary syphilis
• Melioidosis (Southeast Asia)

Fever + constitutional
symptoms ± end-organ disease

