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CASE REPORTS

Febrile rhabdomyolysis in African migrants coming to
Italy through the Mediterranean Sea: A report of four
cases
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ABSTRACT

Introduction: In the last years many migrants, mostly from Africa and Middle East, are trying to reach Europe through the
Mediterranean Sea. The crossing of the sea is usually associated to several problems, as overcrowding, promiscuous contacts with
other people, physical and psychological distresses, malnutrition, dehydration and prolonged sunshine exposure.
Case presentation: We report the cases of four young people (three males and one female) African refugees presenting, after
about 4 weeks from arrival in Europe, a febrile illness with high fever, severe prostration and very intense muscle aches with
impossibility to stand and walk. Viral serology was not univocal. The patients recovered completely in almost a week.
Conclusions: We think that migrants of Refugees Centres should undergo to medical visits to check their clinical status and, in
case of febrile illnesses, evaluated to understand the causes and the pathophysiology of these febrile diseases. It is also important
to collect and register, from different European Refugee Centers through an International Organization, similar cases to prevent,
in case of contagious diseases, the possible diffusion inside the Centres but also in the Community.
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1. INTRODUCTION

In the last years many migrants, mostly from Subsaharian
Africa but also from Middle East, are trying to reach Eu-
rope through the Mediterranean Sea. The crossing of the
sea is usually associated to several problems, as overcrowd-
ing, promiscuous contacts with other people, squatting po-
sition for many hours or days, physical and psychological
distresses, such as beating or injuries. Before landing, the
migrants are subject for several days to malnutrition and
dehydration, because of shortage of food and water associ-
ated to high temperatures and prolonged sunshine exposure.
In some cases the shortage of water compels them to drink

sea water.[1] For the above mentioned factors these persons
are exposed to several clinical problems, from transmissible
contagious infective diseases to physical traumas, sun and/or
heat strokes.

2. CASES PRESENTATION
We will report the cases of four black young people from
Africa (Nigeria), three men, two 19-year-old and one 18-year-
old, and a 19-year-old girl, admitted to our Internal Medicine
Department, in the summer, 2015, coming from the same
Refugee Center in Brescia (Italy); all had been there about
one month after arrival in Italy (Lampedusa, Sicily) by boats.
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They did not show any medical or personal records. They
were admitted to our Emergency Department for fever, in
absence of shivering or shaking chills, severe prostration and
very intense muscle aches with inability to stand and walk.
Their names and past clinical histories were undefined; in
particular they denied malaria, tuberculosis or other previ-
ous febrile illnesses. The chemistry showed, in all of them,
normal creatinine level, elevated C Reactive Protein, mild
thrombocytopenia (values between 65,000 to 110,000/mm3),
mild leukopenia (values between 2,750 and 4,800/mm3) with
normal formula, severe rhabdomyolysis[2, 3] (values of total
creatine-kinase of 36,790, 24,500, 18,540 and 11,916 U/L,
respectively, see Table 1), brown urine in 3 of them (for myo-
globinuria). One of them had also acute urinary retention
and mental confusion; he had lumbar tip (negative for infec-
tion) and serological positivity for Parvovirus B 19 active
infection (IgM 18.8 UA with positivity with values > 11.5
UA and IgG 106.9 UA with positivity with values > 11.5
UA); negative on the contrary the serology for EBV, CMV
and Coxsackievirus.[4] In two patient (the 18-year-old male
and the 19-year-old girl), serological viral test evidenced
IgM for Coxsackie B (IgG EIA 12.4 U/ml for the girl and
21.8 U/ml for the boy, with positivity if > 15 U/ml; IgM
resulted positive for both); negative all the serological tests
for the four male patient.[5] The clinical examination of the
four patients did not pointed out cutaneous alterations, in
particular hemorrhagic injuries, nor other abnormal signs.

We did only supportive treatment with hydration and anal-
gesics, in particular acetaminophen and ketoprofen. Within
a week clinical and laboratory values normalized, in partic-
ular fever disappeared and creatine phosphokinase (CPK)
levels dropped to normal values; and the patients recovered
almost completely. They were discharged but no more re-
cruitable for informed consent and it is supposed they went

to Northern Europe.

Table 1. Clinical and some laboratory parameters of the
four patients

 

 

 
CPK peak 
(U/L) 

T max 
Platelet 
(mm3) 

Leukocytes 
(mm3) 

Case 01, M19 36,790 40°C 65,000 3,500 

Case 02, M19 24,500 39.5°C 88,000 2,750 

Case 03, M18 11,916 38.5°C 110,000 4,800 

Case 04, F19 18,540 39.5°C 76,000 4,500 

 

3. DISCUSSION
We hypothesize that bland different viral infections (Par-
vovirus B19, Coxsackie B) may give severe similar clinical
symptoms and signs with preeminent muscle involvement
when predisposing condition (prolonged malnutrition, de-
hydration, promiscuity, prolonged squatting position) are
present in these subjects. Also we wonder if these clinical
pictures may be due to an unknown contagious viral infec-
tion.

4. CONCLUSION
We urge the qualified European Authorities to take care of
the clinical problems of refugees, starting from supplying
during the crossing adequate hydration and nutritional sup-
port. Finally it should be necessary to carry out health checks
at arrival and in the Refugee Centers, especially to find po-
tentially infective causes.

CONFLICTS OF INTEREST DISCLOSURE
Being all of the patients refugees without documents, we
did not have their identify o birth records; also they were
not recruitable at the Refugee Centre, having they fled to
Northern Europe.
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