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We report a case of eosinophilic meningitis complicated by
transverse myelitis caused by Angiostrongylus cantonensis
in a 10-year-old boy from Brazil who had traveled to Surina-
me. We confirmed diagnosis by serology and real-time PCR
in the cerebrospinal fluid. The medical community should be
aware of angiostrongyliasis in the Guiana Shield.

n September 2017, a previously healthy 10-year-old

boy from Brazil came to the emergency department of
Andrée Rosemon Hospital in Cayenne, French Guiana, a
French territory that forms the Guiana Shield together with
Guyana (formerly British Guiana), Suriname, and the Bra-
zil state of Amapa. He related a 4-day history of helmet
headache, repeated vomiting, and hyperthermia (38.5°C).
The patient had lived in Saint-Laurent-du-Maroni, a city
on the French Guiana border with Suriname, for 5 years
and had recently returned from a 3-day trip in Suriname.
He had no memory of ingesting slugs, snails, or uncooked
vegetables, but he reported playing with snails during the
rainy season (April-August).

At admission to the pediatric department, he was afe-
brile with a good state of consciousness (Glasgow coma
score 15). Our physical examination revealed a stiff neck,
with positive Kernig and Brudzinski signs but no focal
deficits. Hematology revealed a leukocyte count of 12.30
x 10° cells/L (reference range 4-14.5 x 10° cells/L) with
5.49 x 10° eosinophils/L (reference range 0.05-0.85 x 10°
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eosinophils/L). C-reactive protein was <3 mg/L; liver and
renal function tests were normal. Computed tomography
of the head showed unremarkable results. We performed
a lumbar puncture; cerebrospinal fluid (CSF) analysis re-
vealed 8.7 x 10° leukocytes/L (30% neutrophils and 70%
lymphocytes), protein 0.43 g/L, glucose 4.2 mmol/L, and
lactates 2.2 mmol/L. Gram stain result was negative for
bacteria. Results of India ink test and microscopic ex-
amination of CSF were negative for Cryptococcus spp.
We saw no helminth larvae in the CSF. Serologic test
results for Treponema pallidum, Borrelia burgdorferi,
Leptospira spp., Mycoplasma pneumoniae, Chlamydi-
ophila pneumoniae, Brucella spp., herpes simplex virus,
and HIV were all negative. Microscopic examinations
of 3 fecal specimens using the concentration method
and Baermann technique showed negative results. We
began empiric treatment with intravenous cefotaxime
(300 mg/kg/d).

On day 6 of hospitalization, paraparesis of the lower
limbs (more marked on the left) and dysuria appeared,
meningeal syndrome persisted. A cerebromedullary mag-
netic resonance imaging (MRI) scan revealed myelitis
lesions through a marrow signal abnormality ranging
from T2 to T10 and a discrete signal enhancement after
gadolinium injection (Figure, panel A). Electroencepha-
lography results were unremarkable. We performed a sec-
ond lumbar puncture on day 7; CSF showed 5.5 x 10°
leukocytes/L with 92% eosinophils, protein 0.42 g/L, glu-
cose 2.80 g/L, and lactates 2.7 mmol/L. Results of CSF
bacterial cultures and PCRs for herpes simplex virus and
enterovirus were negative. Serologic testing by Western
blot was negative for Gnathostoma spp. nematodes but
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positive for Angiostrongylus spp. roundworms by detec-
tion of the specific 31-kDa antigenic band (/). Diagnosis
of angiostrongyliasis was confirmed by A. cantonensis
DNA detection in the CSF by real-time PCR performed
by the US Centers for Disease Control and Prevention
(Atlanta, GA, USA) (2).

We treated the patient with oral ivermectin (200 pg/
kg/d for 10 days) in combination with intravenous meth-
ylprednisolone (30 mg/kg/d for 5 days), followed by oral
prednisolone (2 mg/kg/d), which was gradually discon-
tinued over 1 month. The patient’s condition improved
noticeably, with progressive disappearance of headaches,
dysuria, and paraparesis in the following weeks. A cere-
bromedullary MRI performed on day 38 after admission
showed almost complete recovery from the anomalies
detected previously and did not report new anomalies
(Figure, panel B). Three months after the onset of the
disease, the patient had recovered completely without
any sequelae.

Our findings demonstrate the presence of A. cantonen-
sis roundworms in the Guiana Shield, in the context of a
recent emergence of angiostrongyliasis in Brazil (3), the
Caribbean region (including other French territories of
the Americas) (4,5), and the southern United States (6,7).
The frequency of A. cantonensis infections in humans in
the Guiana Shield is probably underestimated as a result
of the spontaneous course of recovery for most cases (8),
lack of knowledge of the parasite by health professionals,
limited availability of laboratory diagnostic tools, and the
absence of national surveillance. Although the disease usu-
ally resolves spontaneously, case-fatality rates can reach
5% (9). The lack of clinical suspicion for angiostrongyliasis

Figure. Magnetic resonance
imaging (MRI) of the spine

in a 10-year-old boy from

Brazil with Angiostrongylus
cantonensis infection. A) MRI
before treatment showing
myelitis; sagittal T1 postcontrast
sequences show intramedullary
enhancement in the thoracic
spinal cord T2-T10 with diffuse
leptomeningeal enhancement

4 (arrows). B) Normal MRI 1

d month after treatment.
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on the basis of signs and symptoms and delay in initiation
of treatment may lead to adverse neurologic outcomes, es-
pecially in young children (/0). Because the patient in this
study had traveled to Suriname shortly before symptom
onset, the country of origin of the infection could not be
determined. The likely route of transmission was contact
with a contaminated mollusk, such as the giant African
snail Achatinafulica fulica, which is a new and invasive
species in Latin America and a known vector for 4. can-
tonensis roundworms. Our case illustrates the necessity for
healthcare providers to consider angiostrongyliasis in cases
of eosinophilic meningitis in the Guiana Shield, especially
in young children.
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etymologia

Angiostrongylus [an"je-o-stron'ji-las]
Ronnie Henry

From the Greek angeion (“vessel”) + strongylos (“round”), An-
giostrongylus is a genus of parasitic nematodes (roundworms)

in the family Angiostrongylidae, 2 species of which are known
to parasitize humans. 4. cantonensis (commonly known as rat
lungworm) was first described in 1935 (as Pulmonema cantonen-
sis) from rats in Canton, China. It is the most common cause of
eosinophilic meningitis in Asia and the Pacific Basin, but cases
have been reported in many parts of the world. A. costaricensis
roundworms were first described in 1971 in Costa Rica from sur-
gical specimens from children with eosinophilic infiltration in the
abdominal cavity. The distribution of this species ranges from the
southern United States to northern Argentina.

There is still debate about what taxonomic name should be
used. A. cantonensis remains in general use, but some research-
ers suggest it should be changed to Parastrongylus cantonensis
on the basis of the morphology of the adult male bursa and the
definitive host being rats.

Sources 3.
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Taenia saginata is the most common human tapeworm
worldwide but has been unknown in Myanmar. In 2017,
fecal examination in Yangon, Myanmar, revealed eggs of
Taenia species in 2 children from a monastic school. Sev-
eral proglottids expelled after medication with praziquan-
tel were morphologically and molecularly confirmed to be
T. saginata tapeworms.

uman taeniasis is a parasitic infection caused by tape-

worm species including Taenia saginata, T. solium,
and T asiatica (1). T. saginata tapeworm infection is ac-
quired through ingestion of raw or undercooked beef; pork
is the infection source for 7. solium and T. asiatica tape-
worms (/). Because of differences in the life cycle, geo-
graphic distribution of these parasites can be affected by
regional lifestyle, including dietary habit. Little is known
about taeniasis in Myanmar. We report 2 cases of taeniasis
caused by T saginata tapeworms in Myanmar.

In June 2017, the Korea Association of Health Pro-
motion, in cooperation with the National Health Labora-
tory, Myanmar, conducted a survey of intestinal parasitic
infections near the Yangon region of Myanmar. The In-
stitutional Review Board of the Ministry of Health and
Sports, Myanmar (Ethical Review Committee no. 005117)
approved the study. A total of 467 fecal samples were ob-
tained from school-age children living in the district of
Shwe Pyi Thar, Myanmar. In fecal examination using the
Kato-Katz thick-smear technique, we found the eggs of
Taenia tapeworms in 2 brothers, 8 and 10 years of age (Fig-
ure, panel A). They had never traveled out of Myanmar,
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