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In October 2011, a case of leptospirosis was identi-
fied in a Dutch traveller returning from the Dominican 
Republic to the Netherlands. The 51-year-old man 
had aspired muddy water in the Chavón river on 29 
September. Twenty days later he presented with fever, 
nausea, vomiting, diarrhoea, arthralgia, headache, 
conjunctival suffusion and icterus.  Leptospira serovar 
Icterohaemorrhagiae or Australis infection was con-
firmed ten days later by laboratory testing. 

We report on a patient diagnosed with leptospirosis 
following travel to the Dominican Republic. Only a few 
cases of leptospirosis have been described among trav-
ellers to the Dominican Republic [1]. This case serves 
as a reminder for physicians to consider leptospirosis 
in the differential diagnosis of febrile patients return-
ing from the Dominican Republic.

Case report
At the end of September 2011, a 51-year-old Dutch 
male spent 14 days at a tourist resort in Punta Cana, 
Dominican Republic. During his stay he made several 
excursions, among which one was a swimming excur-
sion to the Chavón river near the village Altos de 
Chavón. While swinging from a vine, he fell in the river. 
His travel companions covered his body and face with 
mud from the river bank, which caused the patient to 
aspire muddy water. Twenty days after this incident, 
when back in the Netherlands, he presented with fever, 
nausea, vomiting, diarrhoea, arthralgia and headache 
at the outpatient department of the Havenziekenhuis in 
Rotterdam. On physical examination conjunctival suffu-
sion and icterus was noted. Laboratory results showed 
raised C-reactive protein (280 mg/L, norm: 0-10 mg/L), 
thrombocytopaenia (44x109/L norm: 150-400x109/L) 
and total bilirubin (104 μmol/L, norm: 0-17 μmol/L) 
without a marked increase in liver transaminases, 
and signs of renal dysfunction (creatinine 268 μmol/L, 
norm: 65-115 μmol/L). After admission, the clinical con-
dition of the patient deteriorated with hypotension, 
progressive kidney failure and anuria for which he was 
admitted to the Intensive Care Unit. Because there had 
been typical exposure to mud, twenty days prior to 

the clinical manifestations, the working diagnosis was 
septicaemia due to leptospirosis.

The diagnosis was confirmed by the demonstration of 
specific agglutinating antibodies against Leptospira 
spp in a microscopic agglutination test (MAT), titer 
1:320, and specific immunoglobulin M (IgM) antibod-
ies (ELISA > 1:160) in a second sample taken 10 days 
after presentation. Interestingly, even though serology 
was negative in the serum sample taken on admission, 
a real-time PCR was positive [2,3]. The causative sero-
var was identified by the MAT as probably belonging 
either to the Leptospira serovar Icterohaemorrhagiae or 
Australis [4].  Other potential diseases such as malaria 
and dengue, were excluded. Blood cultures taken on 
admission remained negative.
He was treated with ceftriaxone intravenously and 
doxycycline orally. The patient’s condition improved 
following intensive fluid resuscitation and infusion of 
vasopressors.  His renal function had recovered com-
pletely after seven days and after 10 days, the patient 
left the hospital.

His fellow travellers remained asymptomatic through-
out this period.

Background
Leptospirosis is a worldwide zoonotic infection with 
a much greater incidence in tropical regions [5,6]. An 
increasing number of imported cases of leptospirosis 
following international travel are being published [7]. 
High risk areas include India, Sri-Lanka, Thailand, 
Vietnam, Malaysia, China, Seychelles, the Caribbean, 
Brazil and the Pacific Islands. Leptospirosis is now con-
sidered an emerging disease in travellers [8]. Human 
infection results from exposure to infected urine from 
carrier mammals, either directly or via contamination 
of soil or water. Leptospirosis in travellers is usually 
associated with recreational activities that involve con-
tact with freshwater, soil and animals such as jungle 
trekking and kayaking [9].
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Conclusions
Statistics published by the Epidemiology Department 
of the Dominican Ministry of Public Health show that 
from January until mid-March 2012 there were 211 sus-
pected cases of leptospirosis [10]. In 2011, there were 
a total of 891 suspected cases of leptospirosis in the 
Dominican Republic, a clear decrease compared with 
2010 when there were 1,270 suspected cases [10]. As 
outbreaks often occur following natural disasters such 
as earthquakes, weather conditions as rainstorms and 
ensuing floods could have an impact on the incidence 
of leptospirosis in the Dominican Republic [11].

Physicians taking care of travellers returning ill with 
fever should consider leptospirosis a differential 
diagnosis in those who have travelled to areas where 
Leptospira spp are endemic and those who partici-
pated in high-risk activities. Given the potentially fatal 
course of severe leptospirosis, pre-emptive antibiotic 
treatment for leptospirosis should be considered with-
out delay in febrile travellers returning from endemic 
regions, who have been exposed to freshwater and 
soil or have had skin contact with animals [12–15]. 
Travellers who plan to engage in water activities 
should be advised about preventive measures such as 
wearing protective clothing and shoes, and to cover up 
abrasions. 
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