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In January 2012, a case of Human African
Trypanosomiasis (HAT) has been identified in Germany
in a traveller returning from the Masai Mara area
in Kenya. The 62-year-old man had travelled to the
Masai Mara game park from 18 to 19 January 2012
and developed fever on 28 January. The infection with
Trypanosoma brucei rhodesiense was confirmed by
laboratory testing three days hereafter.

Case report

On 28 January 2012, a 62-year-old man was hospital-
ised after a sudden onset of fever with temperature
up to 39°C in a local hospital near Frankfurt, Germany.
The fever started after his return from a holiday trip to
Kenya from 8 to 28 January. Upon arrival in Germany
and admittance to a local hospital, the patient was sus-
pected to have malaria and treatment with Atovaquon /
Proguanil was administered for two consecutive days.
The diagnosis was made on the basis of a thin smear,
which was later re-evaluated after the patient’s trans-
fer to the Infectious Diseases Department of Frankfurt
University Hospital and no Plasmodium parasites were
detected.

He had travelled by airplane directly from Frankfurt to
Mombasa and back and spent all the time at a beach
resort south of Mombasa except for a trip to the Masai
Mara area from 18 to 19 January. For this trip, he flew
from Mombasa to the Ol Kiombo airstrip, stayed at a
camp in the area, and then went on safari excursions
within a radius of approximately 50 km from the camp.
He wore shorts and short sleeved shirts most of the
time and used insect repellents.

Despite anti-malarial treatment, the patient was
still febrile on 31 January and was transferred to the
Infectious Diseases Department of Frankfurt University
Hospital. By then, the clinical symptoms had become
more severe, with strong frontal headaches, vertigo,
nausea and arthralgia. Fever was still high at 39.1°C. He

www.eurosurveillance.org

Article published on 8 March 2012

had two distinct, painless skin lesions over both tibiae
(Figure 1), but no localised or disseminated lymph node
enlargement.

Malaria parasites were not confirmed in Quantitative
Buffy Coat, Giemsa-stained thin or thick blood smears
and the malaria antigen test (BinaxNow) was nega-
tive. However, Trypanosoma brucei rhodesiense was
detected in thick blood smears stained with Giemsa
(Figure 2) on 1 February.

Treatment was started three hours after diagnosis of
trypanosomiasis with 1 g of suramin as a continuous
infusion over one hour. As the substance was not read-
ily available, it was brought to Frankfurt University
Hospital from the “Missionsarztliche Klinik” Wiirzburg,
Germany, where a regular stock of suramin is kept. In
parallel, the patient was given prednisolone to prevent

FIGURE 1

Chancres due to infection with Trypanosoma brucei
rhodesiense in a German traveller returning from the
Masai Mara area, Kenya, January 2012




allergic reactions. The treatment was followed on day
1, 3, 7, 14 and 21 without complications.

A lumbar puncture performed on day 2 of therapy
revealed a normal cerebrospinal fluid (CSF) pattern
and a PCR with Trypanosoma spp. specific primers
was negative from CSF as opposed to the peripheral
blood, where it was found to be positive. The patient
had leuko- and thrombopenia, an elevated complement
regulatory protein (CRP) and aspartate and alanine
transaminase levels two times the upper limit of nor-
mal. Electrocardiogram and echocardiography did not
show any pathological findings.

The fever subsided on day 2 of treatment and no
parasites were detected from day 3 of the treatment
onwards. T. b. rhodesiense antibodies were detected
by immunofluorescence testing performed at the refer-
ence laboratory (Bernhard Nocht Institute, Hamburg,
Germany) on day 8 of treatment, 12 days after the
first symptoms whilst having been negative on day 1
of treatment. The patient concluded his treatment as
planned on day 21 without any residual problems and
left the hospital.

Discussion

Following the detection of a case of Human African
Trypanosomiasis (HAT) we screened the literature for
recent alerts of HAT in Kenya and only ProMED had pre-
viously published a report on the occurrence of HAT in
Kenya. This however, was documented almost 11 years
before the current case [1,2]. About a month after the
occurrence of the case described here, there was a fur-
ther case of HAT from the Masai Mara area described in
this issue of Eurosurveillance [3].

FIGURE 2

Giemsa-stained Trypanosoma brucei rhodesiense in a thick
blood smear from a German traveller returning from the
Masai Mara area, Kenya, January 2012
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A literature research on PubMed revealed two publica-
tions that reviewed the epidemiology of HAT in non-
endemic countries. A review of HAT cases imported into
Europe between 2005 and 2009 included 11 cases, five
of which were infected with T. b. rhodesiense. There
were no cases described from Kenya, but two infected
patients had travelled to the Serengeti, which directly
borders Masai Mara [4]. In another report, the biblio-
graphic data were supplemented by the World Health
Organization (WHO) data on requests of antitrypano-
somal drugs from hospitals in non-endemic countries
treating travellers. These data showed that 94 cases of
HAT were identified between 2000 and 2010, 72% of
which were caused by T. b. rhodesiense. Although 59%
of the cases were identified in Tanzania, with the vast
majority of cases being tracked back to the Serengeti,
no cases have been reported from Kenya [5].

Trypanosomiasis is a disease that occurs in local
clusters, and one such cluster was identified in 2002
through the TropNetEurop Sentinel Surveillance net-
work when two index and seven consecutive cases
were identified in non-disease endemic countries in
Europe and South Africa [6]. These cases originated
in the Serengeti and Tarangire National Parks in close
proximity to Masai Mara, but with no documented case
originating from the latter.

The above mentioned reports documented imported
cases that were diagnosed in non-endemic countries.
There are data on the cases diagnosed within the coun-
try however. The Kenyan reference hospital for sleeping
sicknessin Alupe, which is on the Ugandan border north
of Lake Victoria, reported 31 patients with HAT caused
by T. b. rhodesiense between 2000 and 2009. Twenty-
two of the patients were diagnosed at the late stage of
the diseases and coinfections and comorbidities were
frequent [7]. Additionally, WHO extensively mapped the
epidemiology of HAT in Africa between 2000 and 2009.
For Kenya, sporadic cases were described in the very
western provinces Bungoma, Teso and Busia, again on
the Ugandan border, as well as in the Nyanza province.
Epidemiological analysis of HAT in Kenya between 1950
and 2007 showed that infections occurred exclusively
in these Western provinces, and the prevalence is alto-
gether estimated to be low with only sporadic infec-
tions the 1990s onwards [8, 9].

Conclusion

We identified a case of HAT due to 7. b. rhodesiense
infection in a traveller who had returned from the Masai
Mara area, Kenya. After this case, another report of an
imported HAT infection from this area was diagnosed
one month later and communicated worldwide [10].
This is noteworthy, as there were no cases described
from Masai Mara in the last decade. Previously, there
was documented disease activity in Kenya which was
limited to the western provinces, as well as Serengeti
which is essentially in direct vicinity to Masai Mara.
This report should alert clinicians to be aware of HAT
when dealing with travellers from the area concerned.
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We have been in contact with WHO in Geneva,
Switzerland, who confirmed that the local authorities in
Kenya have been informed and a WHO team of experts
has been sent to the area to elucidate the situation.
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