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In this issue, two cases are described of human African 
trypanosomiasis (HAT) due to Trypanosoma brucei 
rhodesiense. They occurred recently in European tour-
ists returning from Masai Mara area, Kenya, to Germany 
and Belgium, respectively [1,2]. These are, to our knowl-
edge, the first two HAT cases described in travellers to 
Kenya in the last 12 years, while several cases were 
reported mainly from Tanzania (Serengeti and Tarangire 
game parks), Zambia, Zimbabwe and Malawi [3]. HAT, 
also known as sleeping sickness, is caused by a flag-
ellated trypanosome protozoan, which is transmitted 
by Glossina (tsetse) flies. T.  b.  gambiense – found in 
western and central Africa – is transmitted mainly by 
G. palpalis, which prefers areas of vegetation near riv-
ers and cultivated fields; T.  b.  rhodesiense – found in 
eastern and southern Africa – is transmitted predomi-
nantly by G. morsitans, which feeds on wild animals in 
savannah areas, far from human settlements [4]. While 
humans are the only substantial reservoir of T. b. gam-
biense, T. b. rhodesiense HAT is a zoonosis and humans 
occasionally visiting affected areas (usually for hunting 
or tourism) are accidental hosts. T.  b.  gambiense HAT 
is usually characterised by a chronic course of illness, 
lasting months to years, whereas T. b. rhodesiense HAT 
causes a more acute and aggressive course, clinically 
resembling acute septicaemia or severe falciparum 
malaria, with death occurring within days, weeks or 
months of the untreated disease. HAT of both forms 
is characterised by two distinct phases: the early 
or haemo-lymphatic stage and the late or meningo-
encephalitic stage, with trypanosome invasion of the 
central nervous system of patients surviving the early 
stage [5].

Although T. b. gambiense accounts for more than 90% of 
all reported cases of HAT worldwide, T. b. rhodesiense 
has been the cause of most imported cases [6]. From 
2000 to 2010, there were reports of 94 HAT cases diag-
nosed in non- endemic countries, of which 72% were 
due to T. b. rhodesiense: of them, 82% were diagnosed 
at the first stage. For comparison, among 26 cases of 
T. b. gambiense HAT cases, 77% were diagnosed at the 
second stage [3]. The diagnosis of HAT requires dem-
onstration of the parasite in peripheral blood, lymph 
node aspirate or cerebrospinal fluid. Cerebrospinal 

fluid examination is mandatory for the disease staging, 
even in the absence of neurological signs, particularly 
because the treatment of the two stages is different [7]: 
for T. b. rhodesiense HAT, suramin is the drug of choice 
in the first stage and melarsoprol (both are highly toxic 
drugs) in the second, while for T.  b.  gambiense, pen-
tamidine is used in the first stage, a combination of 
nifurtimox and eflornithine in the second [8]. Serology 
is commercially available for T. b. gambiense only and 
PCR has not yet come into routine use.

The occurrence of two imported cases of T.  b.  rhode-
siense HAT, who were returning from the Masai Mara 
area, in south-west Kenya, is not really surprising, 
considering that several cases were reported in the 
last decade from the Serengeti Park in north-west 
Tanzania. Although located in two different countries, 
the two parks constitute a single geographical entity, 
artificially divided by the Kenyan–Tanzanian border. Up 
until now, transmission of the parasite occurred spo-
radically in the southern part (Serengeti) and seems 
to have now extended northward, probably following 
migration of infected game. The whole area should 
therefore be considered at potential risk. In 2001, 
the almost simultaneous occurrence of HAT in two 
Italian patients returning from Tarangire and Serengeti 
national parks was promptly reported to ProMED and 
to the European Network for Tropical Medicine and 
Travel Health (TropNet), allowing the detection of a 
cluster of several cases occurring in a short space of 
time in tourists who had been in the same locations 
[9]. The importance of networks in Europe, such as the 
European Travel Medicine Network (EuroTravNet) and 
TropNet, to detect rare diseases and to disseminate 
the relevant information, cannot be overemphasised. 
Besides offering advice on travel and prevention meas-
ures, such networks are also crucial for the local public 
health system in endemic countries, where tourism in 
the parks represents a fundamental income. For exam-
ple, in 2001, after the alert was issued, surveillance of 
domestic cattle in the Serengeti and Tarangire areas 
was conducted by the chief veterinary officer in order 
to ascertain if they might have played a role in trans-
mission of the parasite to humans [9].
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Awareness of HAT is an essential prerequisite to 
prompt diagnosis and disease management, thus 
avoiding the potentially fatal complications of the dis-
ease [3]. For every patient coming from Sub-Saharian 
Africa, HAT, although rare, must be included in the dif-
ferential diagnosis of any febrile patient returning from 
areas at potential risk. Patients often recall tsetse 
bites but this is not always the case as for example in 
the recent German case. Urech et al., in a review of the 
published cases [5], reported the presence of fever in 
the vast majority of cases of HAT due to T.  b.  rhode-
siense (98%) and T.  b.  gambiense (93%). A trypano-
somal chancre, which consists of a tender, purplish, 
indurated area that develops at the site of the tsetse 
fly bite [7], is a very important clue, occurring more fre-
quently in T. b.  rhodesiense disease (84% versus 47% 
in T.b. gambiense HAT). While its presence is virtually 
pathognomonic, its absence should not exclude the 
disease. Gastrointestinal and hepatic symptoms such 
as nausea, vomiting or jaundice are not rare in travel-
lers infected with T.b. rhodesiense HAT and could mis-
lead the physician to a gastrointestinal infection [5]. 
In HAT patients, cardiac involvement with typical ECG 
alterations, as seen in the German case, is frequent. 
HAT cardiomyopathy generally subsides with treatment 
[10].

Even in the absence of any accompanying symptoms, 
a fever in a patient coming from Sub-Saharan Africa 
should prompt all clinicians to exclude malaria. If a 
thick blood smear is used for this, T.  b.  rhodesiense 
infection should not be missed, if present, as the sen-
sitivity of a thick smear is high in the acute phase of 
the disease [3]. However, in 11% of travellers infected 
with T.  b.  rhodesiense, trypanosomes could not be 
detected in the first blood smear and repeated blood 
examinations were necessary [5]. An excessive reliance 
on malaria rapid diagnostic tests – which are increas-
ingly suggested as a useful diagnostic tool, especially 
outside specialised, referral centres – might lead to 
T.  b.  rhodesiense HAT cases being missed, as well as 
other conditions such as relapsing fever caused by 
Borrelia. In the German case the reason why HAT was 
not diagnosed on presentation could be that malaria 
thin smear only was initially performed at the local 
hospital, which is a frequent practice in non-special-
ised centers, without doing the more sensitive thick 
smear. Whatever the reason, we argue that all travel-
lers (including people who are long-term residents 
abroad and migrants) should have access to special-
ised (clinical and diagnostic) management if present-
ing with fever or other relevant symptoms This is even 
more important for the gambiense form of the dis-
ease, for which diagnosis is often more problematic. 
Moreover, while T. b. rhodesiense HAT cases have gen-
erally been tourists who have relatively easy access to 
appropriate healthcare, T.  b.  gambiense HAT outside 
endemic countries is typically observed in people who 
have been long-term residents overseas for mission-
ary or work-related reasons or in migrants or refugees 
from endemic countries, including undocumented 

migrants who may have limited access to healthcare in 
the host country [3]. Clinical networks such as TropNet, 
with its vast experience from its 62 centres spread over 
Europe, can also offer advice and support for diagnosis 
and management of HAT.

 As far as treatment is concerned, distribution of HAT 
drugs is the exclusive responsibility of the World Health 
Organization (WHO), as, except for pentamidine, they 
cannot be obtained on the market. To treat patients 
with imported HAT, hospital pharmacy services have 
to request drugs from WHO and provide patient data. 
The drugs are then received from WHO within 24 and 
48 hours. However, to enable prompt start of treat-
ment – which is particularly important for the acute 
rhodesiense disease – a few hospitals have requested 
and have been given anti-trypanosomal drugs and 
thus are repositories of these drugs [3]. Ideally, at 
least one such repository should be present in every 
European country, in order to avoid unnecessary delay 
in drug procurement, which can also arise due to cus-
tom procedures [11]. For some patients with first-stage 
T.  b.  rhodesiense HAT, treatment was initiated with 
the more readily available pentamidine, switching to 
suramin upon availability [7, 12].

As no vaccination is available, travellers to HAT-
endemic areas should be alerted of this important 
albeit low risk and take general protective precau-
tions [12]. The tsetse fly is active during daytime and 
is particularly attracted by motion and blue and black 
surfaces [13]. The patient reported in Germany used 
insect repellents, but wore shorts and short-sleeved 
shirts, while for the Belgian patient, this information 
is lacking [1,2]. Bites can be prevented by wearing 
wrist- and ankle-length clothing of thick material and 
avoiding dark-coloured clothing [6]. The fly is able to 
bite through thinly woven fabric: therefore the impreg-
nation of clothing with permethrin is recommended, 
along with the application of a skin repellent [14].

These measures should be particularly kept in mind 
now that transmission has recently occurred, and more 
cases might be expected. Moreover, all referral cen-
tres for imported tropical diseases should stay alert 
and any new case should be promptly reported to the 
concerned networks, as this would concur to a bet-
ter knowledge of the local situation. The authors of 
the German paper report that the local authorities in 
Kenya have been duly informed and that a WHO team 
of experts has been sent to the area, therefore we hope 
to receive further information in the coming weeks.
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