Short report

Follow-up of communicable diseases
reported among travellers on aeroplanes

From time to time health departments will be noti-
fied of patients who have been diagnosed with a
communicable disease and have travelled in an
aeroplane while infectious.

The risk of transmission to fellow travellers will vary
according to the disease, the infectiousness of the
case, the mode of transmission, the ventilation in
the aeroplane, the dose of the exposure (which
depends on duration and proximity), and the sus-
ceptibility of the other travellers.

For airborne infections, the risk may extend beyond
travellers and crew on the aeroplane, and include
people en route to and from the airport, and workers
and travellers at the airport.

Aeroplane travellers could carry a variety of infect-
ions. These include those that may be airborne
(such as influenza, tuberculosis, measles, and
chickenpox), those spread by droplets or exposure
to nasopharyngeal secretions (such as pertussis
and meningococcal disease), and those spread by
hands or fomites (such as rhinoviruses, or enteric
infections).

The risk of infection after exposure is highly variable.
Some of these infections are more serious than oth-
ers. They have incubation periods that vary from a
few days to weeks and longer. For some, post expo-
sure interventions to prevent the development of
the infection are available. For some, knowledge of
exposure may lead to early medical attention should
symptoms develop.

Public health aims to prevent disease. However,
priorities must be set in balancing the resources
required to prevent potential disease against the
burden that disease is likely to have on the com-
munity.

In determining whether the contacts of an infectious
aeroplane traveller should be contacted about their
possible exposures, the following parameters should
be considered:

e the risk of transmission;
e severity of the disease;

e existing recommendations about prevention;
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e whether passengers that are likely to have been
exposed can be readily identified,;

e availability of an intervention; and

e the ability to trace other passengers in time to
deliver an intervention.

The data available to guide when passengers should
be contacted are patchy. There is some evidence
that tuberculosis may be transmitted on long flights,’
and the World Health Organization recommends
that where a person with infectious tuberculosis
has travelled on a commercial flight of more than
eight hours duration in the previous three months,
the airline company should inform others who were
seated in the same cabin area as the infectious
case, of the risk.2 The US Centers for Disease
Control and Prevention found no reports of second-
ary transmission of meningococcal disease among
airline contacts® but nonetheless recommended that
for flights of more than 8 hours, chemoprophylaxis
be given to passengers in the seats directly beside
a case. Subsequently, two passengers who trav-
elled in different sections of the same aeroplane
from Los Angeles to Sydney have been reported
with serogroup B meningococcal disease in 2003.4
Nonetheless, transmission of meningococcal infec-
tions between passengers remains very rare.

The Table provides an arbitrary summary of these
parameters for selected diseases. It is likely that fol-
low-up may only be worthwhile for those aeroplane
passengers who have been seated in the same
cabin area as a passenger diagnosed with infectious
tuberculosis for more than eight hours or in the seats
immediately next to a patient with meningococcal
disease for more than eight hours. The value of
following up contacts of other cases seems limited,
except in the case of serious exotic diseases such
as pneumonic plague or viral haemorrhagic fevers.
These would need to be dealt with on a case-by-
case basis.

Where significant exposures to an infectious dis-
ease have been identified among aeroplane travel-
lers, then, depending on the risk to the travellers,
options for alerting them may include public health
workers contacting them directly, airline officials
relaying messages, or issuing alerts through the
news media.
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It is important to prevent infections among travel-
lers on aeroplanes from occurring in the first place.
Potential travellers should:

1. seek medical clearance from a doctor before
travelling if they have a fever with respiratory
symptoms, or vomiting and diarrhoea;

2. ensure that they are immune to measles, mumps
and rubella (i.e. all travellers older than one year
and born since 1966 should have received two
doses of measles, mumps and rubella vaccine,
unless contraindicated);

3. check that they are protected from chickenpox,
influenza and pertussis if they wish to avoid these
infections (see the current edition of the Aust-
ralian Immunisation Handbook for recommend-
ations, available from http://immunise.health.
gov.au/handbook.htm);

4. follow simple hygiene measures to minimise
the spread of infections: covering coughs and
sneezes with a disposable tissue, and wash
hands with running water and soap regularly,
especially after blowing the nose or using the
toilet. Airlines may provide passengers who are
coughing with a mask.
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Note: Recommendations for following up contacts
of passengers with measles are still under consider-
ation by the communicable Diseases Network
Australia. In recent years, transmission of measles
on aeroplanes has rarely been documented.
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