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performed as described in Stiasny et 
al. (6) showed a strongly positive ti-
ter of 1:320. We excluded hepatitis C 
virus; West Nile virus infection has 
not been reported in Poland. Because 
of his religious beliefs, the patient 
had not been vaccinated against TBE 
or yellow fever; he had not traveled 
abroad and had not been exposed to 
dengue virus. The differential diag-
nosis included Lyme disease, but the 
results of repeated serologic tests for 
B. burgdorferi were negative.

Chorea arises deep in the basal 
ganglia; high-definition MRI dem-
onstrates caudate atrophy (7). In pa-
tients with TBE, MRI may reveal uni-
lateral or bilateral thalamus lesions, 
as well as lesions in the cerebellum, 
brainstem, and nucleus caudalis (8). 
One case study presented a case of 
simultaneous lesions in the thalamus, 
stem, and spinal cord (9). Chorea de-
veloped in the patient reported here 
because of inflammatory lesions in 
the region of the thalamus. Support-
ive care is standard for patients with 
chorea (10), but after treatment for 
TBE, the lesions in this patient re-
solved, and the chorea abated.

Joanna Zajkowska,1  
Anna Moniuszko,1  

Piotr Czupryna,  
Wiesław Drozdowski,  

Waldemar Krupa,  
Katarzyna Guziejko,  
Maciej Kondrusik,  

Sambor Grygorczuk, and 
Slawomir Pancewicz

Author	 affiliation:	 Medical	 University,	
Białystok,	Poland

DOI:	http://dx.doi.org/10.3201/eid1909.130804

References

  1. Zajkowska J, Czupryna P, Pancewicz S, 
Adamczyk-Przychodzeń A, Kondrusik 
M, Grygorczuk S, et al. Fatal outcome of  
tick-borne encephalitis—a case series. 
Neurol Neurochir Pol. 2011;45:402–6.

  2. Gelpi E, Preusser M, Laggner U, Garzuly 
F, Holzmann H, Heinz FX, et al. Inflamma-
tory response in human tick-borne enceph-
alitis: analysis of postmortem brain tissue. 
J Neurovirol. 2006;12:322–7. http://dx.doi.
org/10.1080/1355028 0600848746

  3. European Centre for Disease Prevention 
and Control. Epidemiological situation 
of tick -borne encephalitis in the Euro-
pean Union and European Free Trade  
Association countries. Stockholm:  
The Centre; 2012.

  4. Cunha BA, Kang S, Chandrankunnel JG. 
West Nile virus (WNV) infection present-
ing as acute chorea. Travel Med Infect Dis. 
2012;10:52–3. http://dx.doi.org/10.1016/ 
j.tmaid.2011.10.002

  5. Hagiwara K, Tominaga K, Okada Y, 
Kido M, Yamasaki R, Shida N, et al. 
Post-streptococcal chorea in an adult 
with bilateral striatal encephalitis. J Clin 
Neurosci. 2011;18:708–9. http://dx.doi.
org/10.1016/j.jocn.2010.08.024

  6. Stiasny K, Holzmann H, Heinz FX. 
Characteristics of antibody responses in 
tick-borne encephalitis vaccination break-
throughs. Vaccine. 2009;27:7021–6. http://
dx.doi.org/10.1016/j.vaccine.2009.09.069

  7. Bamford KA, Caine ED, Kido DK, Cox 
C, Shoulson I. A prospective evaluation 
of cognitive decline in early Huntington’s 
disease: functional and radiographic corre-
lates. Neurology. 1995;45:1867–73. http://
dx.doi.org/10.1212/WNL.45.10.1867

  8. Kaiser R. The clinical and epidemiological  
profile of tick-borne encephalitis in south-
ern Germany 1994–98: a prospective  
study of 656 patients. Brain. 1999; 
122:2067–78. http://dx.doi.org/ 10.1093/
brain/122.11.2067

  9. Bender A, Schulte-Altedorneburg G,  
Walther EU, Pfister HW. Severe tick borne 
encephalitis with simultaneous brain stem, 
bithalamic, and spinal cord involvement 
documented by MRI. J Neurol Neurosurg 
Psychiatry. 2005;76:135–7. http://dx.doi.
org/10.1136/jnnp.2004.040469

10. US Food and Drug Administration. FDA 
approves first drug for treatment of cho-
rea in Huntington’s disease. 2008 Aug 15 
[cited 2012 Aug 10]. http://www.fda.gov/
NewsEvents/Newsroom/PressAnnounce-
ments/2008/ucm116936.htm

Address for correspondence: Anna Moniuszko, 
Department of Infectious Diseases and 
Neuroinfections, Medical University of 
Bialystok, Zurawia 14, 15-540 Białystok, 
Poland; email: annamoniuszko@op.pl

Streptococcus suis 
Meningitis and  

Bacteremia in Man, 
French Guiana

To the Editor: Streptococcus suis 
is a major swine pathogen and is in-
creasingly recognized as the cause of 
an emerging zoonosis in humans. It is 
responsible for severe systemic infec-
tions, most commonly meningitis and 
sepsis, which lead to high rates of ill-
ness and death. Serotype 2 is consid-
ered to be the strain most pathogenic 
for humans and pigs (1,2).

The first reported infection in a 
human was in Denmark (3), but hu-
man infections have been now de-
scribed worldwide, with a predomi-
nance in countries in Southeast Asia 
(1,2,4). However, only 2 cases of hu-
man infection have been described in 
South America, in Argentina in 2005 
(5) and 2008 (6). One infection was 
related to a serotype 2 strain (5). We 
report a human case of S. suis infec-
tion with meningitis and bacteremia in 
an immunocompetent patient living in 
French Guiana.

In August 2011, a 42-year-old 
Haitian man was admitted to Cayenne 
Hospital (Cayenne, French Guiana) 
because of a 3-day history of fever, 
headache, vertigo, and vomiting. He 
was an unemployed illegal immigrant 
who had lived in French Guiana for 4 
years. He had no particular medical 
history and no risk factors for immu-
nodeficiency. At admission, he was le-
thargic, weak, and frail. He had a stiff 
neck, vestibular dysfunction, ataxia, 
and nystagmus. He did not have hear-
ing loss or skin abnormalities. Cranial 
computed tomography with contrast 
and gadolinium-enhanced cranial 
magnetic resonance imaging did not 
show any abnormal findings.

Blood tests indicated thrombocy-
topenia (106 × 109 platelets/L), lym-
phopenia (0.57 × 109 lymphocytes/L), 
a high level of C-reactive protein 
(170 mg/L) and mild cytolysis  
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(3.8-fold increase in aspartate amino-
transferase and 2.5-fold increase in al-
anine aminotransferase levels). There 
was no hyperleukocytosis (leukocyte 
count 7.7 × 109 cells/L). Cerebrospi-
nal fluid (CSF) was slightly opalescent 
and had a protein level of 1.16 g/L, a 
glucose level of 2.2 mmol/L, and 270 
leukocytes/mL (79% neutrophils and 
21% lymphocytes). Gram staining of 
CSF showed numerous gram-positive 
cocci in pairs and short chains.

CSF and blood cultures after 12 
and 48 hours, respectively, of incuba-
tion showed numerous a-hemolytic 
colonies on blood and chocolate agar. 
The bacteria were gram positive, op-
tochin resistant, and catalase negative, 
and were reliably identified by using 
API 20 Strep (bioMérieux, Marcy 
l’Etoile, France) as S. suis (probabil-
ity 99.7%).

Antimicrobial drug susceptibility 
tests were conducted by using Muel-
ler-Hinton agar and the disk diffusion 
method. An E-test was performed 
for ampicillin (MIC<0.016 µg/mL). 
The isolate was resistant to genta-
micin (500 µg/L), tetracycline, and 
norfloxacin, and sensitive to penicil-
lin, ampicillin, amoxicillin, oxacillin, 
cefotaxim, pristinamycin, vancomy-
cin, teicoplanin, trimethoprim/sulfa-
methoxazole, erythromycin, and lin-
comycin in comparison with published 
data (7). Slide agglutination with type-
specific hyperimmune serum and spe-
cific multiplex PCR (8,9) identified 
the isolate as serotype 2. Multilocus 
sequence typing identified the isolate 
as a member of the sequence type 1 
complex, which has spread throughout 
most countries in Europe. This com-
plex has been strongly associated with 
isolates from patients with septicemia, 
meningitis, and arthritis (10).

After S. suis was identified, the 
patient reported contact with swine and 
that he had slaughtered 4 pigs 24 hours 
before onset of symptoms. During this 
activity, he injured his left thumb. The 
patient was empirically given a 2-day 
course of intravenous, high-dose ceftri-

axone (3 g, 2×/d), which was replaced 
by intravenous high-dose amoxicillin 
(3g, 4×/d) for 14 days.

While the patient was receiving 
treatment for 2 days, moderate bilat-
eral hypoacousia developed, which 
required adjunctive corticoid therapy. 
The hypoacousia developed into se-
vere hearing loss in the left ear. Au-
diograms showed moderate sensorial 
hearing loss (50 dB) in the right ear 
on day 7 of treatment, which resolved 
1.5 years later, and complete hearing 
loss in the left ear on day 7 of treat-
ment, which that gradually decreased. 
However, the patient still has severe 
sensorinoral hearing loss (80 dB) in 
the left ear. The patient did not have 
signs or symptoms of endocarditis by 
cardiac ultrasonography.

Little data are available for circu-
lation and epidemiology of S. suis in 
South America (3). We report a human 
case of S. suis infection with meningi-
tis and bacteremia. Clinical and labo-
ratory data, microbiological findings, 
and outcome for this case-patient were 
similar to those of the case-patients re-
ported in Asia (1,2).

Our study shows that in nonen-
demic areas, infection with this patho-
gen, although not frequently reported, 
should be considered when diagnoses 
are made for patients who work in 
piggeries. Persons with occupational 
exposure to swine or pork products 
should be educated and made aware of 
this risk for infection.
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