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Crimean-Congo hemorrhagic fever (CCHF), a se-
vere form of hemorrhagic fever primarily trans-

mitted to humans and animals through tick bites, is 
caused by CCHF virus (CCHFV). In addition, direct 
human contact with blood or infected tissues from vi-
remic animals and contact with blood or secretions of 
an infected person have been described as transmis-
sion routes (1,2). In Senegal, the circulation of CCHFV 
has been reported in humans, livestock, and ticks in 
different areas of the country (3,4). During March–
September 2023, Senegal declared a CCHF outbreak 
that had 8 cases distributed across 5 regions of the 
country (5). During July 2023, CCHF was diagnosed 
in a Senegal hospital for the 4th patient, who resided 
in another country. We report on the management of 
this imported CCHF case in Senegal.

The patient was a man in his 50s who was a 
trader residing in the capital of a country neighbor-
ing Senegal. He might have come into close contact 
with animals through his work or at home. He expe-
rienced fever, headache, and abdominal pain 2 days 
after returning to his rural home on July 16, 2023. The 
symptoms led to a consultation at a private health-
care facility in his home country, where treatment 
was initiated without improvement. The persistence 
of clinical symptoms prompted a consultation at a re-
ferral hospital in his country of residence, after which 
the patient’s health further deteriorated 2 days later. 
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We report an imported Crimean-Congo hemorrhagic fe-
ver case in Senegal. The patient received PCR confirma-
tion of virus infection 10 days after symptom onset. We 
identified 46 patient contacts in Senegal; 87.7% were 
healthcare professionals. Strengthening border crossing 
and community surveillance systems can help reduce 
the risks of infectious disease transmission.



He had petechiae, and an abdominal ultrasound re-
vealed hepatopathy, which prompted a family deci-
sion to seek better care in Senegal.

In Senegal, a fibroscopy and biologic tests were con-
ducted, and results showed severe thrombocytopenia 
at 2,000 platelets/μL (reference range 150,000–450,000/
μL). The patient was transferred to a healthcare facility 
that managed severe clinical cases. Because of a wors-
ening clinical condition, including hyperglycemia and 
hematemesis, the patient was then transferred to the 
National Hospital of Pikine, Dakar, and admitted to 
the intensive care unit. On the 3rd day of intensive care 
hospitalization, the health district team collected blood 
samples for biologic analysis. PCR testing was positive 
for CCHFV 10 days after disease onset, but the patient 
died from multiorgan failure on the same day that PCR 
results were obtained.

During the case study, the investigation team 
identified 38 contacts in the patient’s home country; 
46 contacts were identified in Senegal, most (87.7%) 
healthcare personnel, including doctors, nurses, and 
laboratory staff. No bloodborne pathogen exposure 
incidents were reported during patient care or while 
handling the patient’s samples. However, the level of 
infection prevention and control (IPC) was relatively 
low. We assessed the IPC level by using a structured 
assessment that had questions regarding the avail-
ability and usage of personal protective equipment, 
material sterilization, waste management, and the 
healthcare personnel’s IPC training.

We observed a delay in diagnosis for this pa-
tient despite seeking medical attention at the onset of 
symptoms. The time between the onset of symptoms 
and diagnosis was 10 days. In India, a study involving 
4 CCHF cases reported an average delay of 5.75 days 
from symptom onset to diagnosis (6). However, in 
northern Senegal, a CCHF case was diagnosed within 
3 days of symptom onset because the 4S surveillance 
network, a Senegal surveillance sentinel sites system 
(4), was deployed. The 4S surveillance system encom-
passes 25 sentinel sites distributed across the country; 
>1 site exists in each of the country’s 14 regions.

Healthcare personnel accounted for 87.7% of this 
patient’s contacts in Senegal. According to reports in 
the literature, healthcare professionals are one of the 
socioprofessional categories most affected by second-
ary CCHF infection (7,8). One study showed that 49% 
of laboratory-confirmed secondary CCHF cases were 
among healthcare personnel; needlestick injuries 
were the primary mode of exposure in 62.7% of those 
cases (8). In addition, that study identified 21 CCHF 
cases associated with travel (8). The case we report in-
dicates that countries should adhere to Annex 1 of the 

World Health Organization’s International Health 
Regulations that defines the core capacity require-
ments for detecting ill travelers (9). During manage-
ment of this CCHF case, we found no documented 
incidents of blood exposure, and no secondary CCHF 
cases were reported at the end of the 14-day contact 
follow-up, despite the relatively low IPC level.

In conclusion, we believe the delay in diagnos-
ing this CCHF case resulted from the patient seeking 
care at multiple healthcare facilities. The healthcare 
personnel exposure that we identified highlights the 
necessity of systematically adhering to standard IPC 
precautions. Establishing a system for detecting po-
tential epidemic diseases at border crossings, coupled 
with strengthening community surveillance, can help 
reduce the risks of infectious disease transmission.
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Dermatophytosis, also called ringworm or tinea, is 
a common superficial fungal skin infection most 

often caused by Trichophyton, Microsporum, or Epi-
dermophyton fungi and often treated using over-the-
counter topical antifungal agents (1). Oral terbinafine 
is a first-line antifungal treatment for extensive skin 
infections, which typically occur in immunocom-
promised or older persons (1). Outbreaks of exten-
sive, recalcitrant, and frequently terbinafine-resistant 
dermatophytosis in immunocompetent persons are 
ongoing in southern Asia because of the recently 
emerged dermatophyte Trichophyton indotineae (for-
merly Trichophyton mentagrophytes genotype VIII). T. 
indotineae typically causes tinea faciei, corporis, or 
cruris; easily spreads person-to-person; and has been 
reported globally, including in multiple US states 
(2–4). Laboratory identification requires advanced 
molecular techniques because culture-based methods 
cannot distinguish T. indotineae from other Trichophy-
ton species (2). 

Previous reports describe sexual transmission of 
genital dermatophytosis (5,6), including cases caused 
by T. mentagrophytes genotype VII, a dermatophyte 
closely related to T. indotineae but not associated with 
terbinafine resistance (7,8). We report a case of tinea 
genitalis in an immunocompetent woman in Pennsyl-
vania, USA, that was caused by an antifungal-resis-
tant T. indotineae strain potentially acquired through 
sexual contact. Our study was reviewed by the Cen-
ters for Disease Control and Prevention (CDC) and 
conducted consistent with applicable federal laws 
and CDC policy. 

During winter 2022, a healthy young cisgender 
woman traveled to South Asia. While there, she had 
vaginal intercourse with a man who had purple geni-
tal and buttocks lesions. Subsequently, she experi-
enced similar lesions, beginning on her inner thigh, 
then spreading to her genitals and buttocks. In spring 
2022, she returned to the United States and sought 
care from a primary care provider and dermatologist. 
She received mometasone 0.1% ointment (topical me-
dium-potency corticosteroid) for suspected contact 
dermatitis, econazole 1% (topical antifungal) cream, 
a prednisone taper pack, and diphenhydramine. The 
reported lesions did not resolve, and corticosteroids 
worsened the condition. The result of a thigh skin-
punch biopsy was positive for hyphae by periodic 
acid-Schiff stain, consistent with dermatophytosis. 
The patient subsequently received multiple antifun-
gal courses including topical ketoconazole, oral terbi-
nafine (250 mg/d for 2 weeks), and fluconazole (150 
mg/wk to 200 mg/d for >20 cumulative weeks), all 
without lesion resolution. 
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We describe a case of tinea genitalis in an immuno-
competent woman in Pennsylvania, USA. Infection was 
caused by Trichophyton indotineae potentially acquired 
through sexual contact. The fungus was resistant to ter-
binafine (first-line antifungal) but improved with itracon-
azole. Clinicians should be aware of T. indotineae as a 
potential cause of antifungal-resistant genital lesions. 


