CASE REPORT

Trypanosomiasisin aYoung I nfant from Rural Gujarat, India
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Background: Human trypansomiasis due to infection by animal trypanosomes is rarely
reported from India. Case characteristics: We describe clinical presentation of a 2-month-
old boyfrom a rat infested house in rural Gujarat who was diagnosed to be havinginfection
with the rodent parasite Trypanosoma lewisi. Observation: The fever and parasitemia
resolved on treatment with liposomal amphotericin B, Ceftriaxone and Amikacin, and there
was no recurrence of parasitemia over a 2 month follow-up. Message: The case highlights
the need for increased awareness and heightened surveillance for this rare zoonotic

Keywords: Protozoa, Pyrexia of unknown origin, T. Lewisi.

rypanosomes are flagellated protozoans

affecting humans and animas. Human

trypanosomiasis is endemic in Africa as

sleeping sickness (caused by Trypanosoma
brucei) and Latin America as Chagas disease (caused by
T. cruz). Human trypanosomiasisisnot knownto existin
India. However, animal trypanosomiasis is endemic in
India, and is caused by either T. evansi in cattle/ horses
(causing a disease called “surra’) or T. lewisi inrats[1].
Only sporadic cases of human infection with animal
trypanosomes have been reported from India. We report
the case of ayounginfant who had T. lewisi infection.

CAse REPORT

A 2-month-old infant born to farmer parents of lower-
middle socioeconomic status in Dhari village of Amreli
district of Gujarat presented to a private hospital in Surat
with history of fever of 5 days duration. The mother
reported an insect/fleabite (common in cattle and termed
as“itardi” inlocal language) intheinfant’saxillaabout 2
weeks prior to this episode of fever.The insect was
removed following which there was somelocal bleeding
but thereafter the baby was asymptomatic. There was a
history of the house being infested by rats. At
presentation, the baby was playful and active but had
pallor and hepatomegaly. Routineinvestigationsrevealed
hemoglobin (Hb) of 8.3 g/dL, total leucocyte count of
10.5x10%L, platelet count of 130x10%L and an elevated
ALT (582 IU/l). A peripheral smear, sent for malarial
parasite, incidentally showed flagellated parasites
suggestive of Trypanosoma (Fig. 1). Blood samples,
peripheral smears and filter paper samples were sent to
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the|CAR—Indian Veterinary Research Institute (IVRI) at
| zatnagar, UPfor confirmation and identification.

The child was hospitalized, blood cultures were sent,
and therapy with ceftriaxone, amikacinand liposomal
amphotericin B was initiated. This treatment was for
presumed bacterial sepsis and trypanosomiasis based on
experience from a previous similar case reported from
India [2]. We could not procure pentamidine and
suramin.Thebaby wasfollowed up clinically and with daily
blood counts, Alanine aminotransferase (ALT) and

Fic.1 Peripheral smear showing flagellated parasites with
subterminal kinetoplast resembling trypanosoma.
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peripheral smear. Over the next five days, the hemoglobin
dropped from 8.3 g/dL to 6.9 g/dL but platelet count
increased to 522x10%L. TheALT levelsincreased to 1120
IU/L. The periphera smear showed reduction in
parasitemia from 3-4 parasites per high power field to 1
parasite per 3-4 fieldsby day 3 and no parasitesby day 5 of
treatment. Antimicrobia swere stopped after 5 daysand the
baby was discharged. A week later, theliver enzymeshad
normalized and there was sustained absence of
parasites. The child waswell over the next 2 month follow-
up period with no reappearance of parasitemia. The
hemoflagellate in the smear wasidentified as T. lewisi on
the basis of morphology and PCR amplification of ITS1
regionwithflanking 18Sand 5.8SrRNA (Web Fig.1).

Discussion

Theclinical differentialsinthisyoung febrileinfant were
bacterial sepsis, malaria or viral fever. The diagnosis of
trypanosomiasis was unanticipated, surprising and
incidental asthisparasiticinfectionin humansisvery rare
in India. The characteristic morphology and the PCR
made the diagnosis unequivocal. However, as the baby
cleared the fever and infection without any trypanocidal
drugs, a causal association between the parasite and the
febrileillnessisdifficult to establish.

Theoretically, infection of humans with animal
trypanosomes cannot occur because of a trypanolytic
factor apolipoprotein L1 present in human serum [1].
Human infection with T. evansi was first reported by
Joshi, et al. [3] in an immunocompetent adult from rural
Nagpur, India. This patient was successfully treated with
suramin, a drug used for treatment of human African
trypanosomiasis [3]. Authors hypothesized that the
patient was infected through awound in the index finger
while delivering infected cattle or through bite by
Tabanidstriatus flies that transmit infection in animals.
Subsequent to this case, a serologic study was conducted
inthe samevillagethat showed that the seraof 81 of 1806
people (4.5%) were seropositive for T. evans infection
by the card aggl utination test but none had parasitemiaon
peripheral blood [4].

In India, infection with T. lewisi has been reported
more frequently than T.evansi [1,2,5-7]. It is postulated
that infection istransmitted to humans from infected rats
through bite of rat fleas or contamination of open wounds
withrat feces. Shrivastava, et al. [5] in 1974 reported two
casesin adultsfrom Raipur who recovered spontaneously
[5]. Shah, et al. [7] reported a 6-week-girl living in
arat-infested flat in urban Mumbai who presented with
fever, hepatosplenomegaly, anemia, thrombocytopenia
and hepatitis; and trypanosomes morphologically
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resembling T. lewisi were detected in blood. She
recovered spontaneously over a2 week period. Verma, et
al. [2] reported a case of a 37-day-old infant from Uttar
Pradesh who presented with fever, lethargy and
convulsions, and who had a history of painful insect bite
the day before admission [2]. Treatment was initiated
with ceftriaxone (for presumed sepsis) and liposomal
amphotericin B (sinceit worksfor Leishmania), and later
pentamidine. The parasitemia disappeared on day 7 of
admission (2 daysafter starting pentamidine).

Our index case and those reported earlier probably
reflect thetip of theiceberg of thispossibly self-resolving
infection. Nonetheless, it is important to increase
awareness of this entity to ensure early diagnosis,
avoidance of potentially toxic anti-trypansomal therapy
in stable and improving patients, and moreimportantly to
detect any change in disease epidemiology of this rare
zoonoticinfection.
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Lane A- DNA Ladder, B- Trypanosoma lewisi
positive control DNA, C & D- DNA extracted
from the patient blood, E- T evansi DNA
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