Assessment Architect: How to Profile Traveler Risk and Ensure Adherence in 180 Seconds
Maureen MacConnell

Background: Clinical travel medicine is facing a "logic gap." Despite the increasing precision of clinical guidelines, adult patient adherence remains
dangerously low. In an era of heightened medical skepticism, traditional consultation models often inadvertently catalyze psychological reactance,
where travelers perceive clinical guidance as a threat to their autonomy, leading to risk minimization and "impression management".

The Problem: Travel health practitioners frequently report time-poverty as the primary barrier to integrating complex psychosocial risk
assessments. This results in a dual deficit: compromised traveler safety and increased emotional labor for the practitioner. To bridge this gap, the
consultation must pivot from passive data-delivery to active choice architecture.

Methods/Framework: This plenary introduces a three-part, high-impact behavioral framework:

Objective Anchoring: Utilizing international standards (WHO, CDC, NaTHNaC) as a neutral "third-party" baseline to de-escalate the traditional
clinician-patient hierarchy and mitigate defensive barriers.

The 180-Second Profile: A tactical "thin-slicing" methodology (Ambady & Rosenthal, 1993) to categorize travelers into three universal risk-
perception archetypes; The Optimizer, The Complier, and The Delegator, within the first three minutes of the encounter.

Collaborative Choice Architecture: Applying Shared Decision-Making (SDM) to co-create individualized safety plans that respect traveler autonomy
while ensuring clinical fidelity.

Conclusion: By mastering the "rhetoric of risk," clinicians can integrate complex health standards into time-constrained consultations. This
framework provides a scalable, evidence-based roadmap to improve adherence from vaccines, prophylaxis, to mental health, while simultaneously
reducing practitioner burnout.



