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West Nile virus (WNV) is an orthoflavivirus 
transmitted primarily by Culex spp. mosqui-

toes, which are endemic in France (1). Recent data 
also suggest possible transmission by Aedes albopictus 
mosquitoes, which are now endemic in the greater 

Paris area, representing a potential new WNV vector 
in France (2). 

Discovered in 1937 in Uganda, WNV has spread 
worldwide; in 1999, it was detected in the United 
States, where it is now endemic in nearly all states 
(3). A major epidemic occurred in Europe in 2018, af-
fecting the Mediterranean coast, and autochthonous 
WNV cases have been reported in France in Camar-
gue, in the Var and Aquitaine region (4–6). We report 
2 autochthonous WNV cases in Paris occurring just 
days apart. 

The first patient was a 64-year-old previously 
healthy man who arrived at the emergency depart-
ment (ED) on July 25, 2025, with a 1-week history of 
asthenia, febrile headache, and altered mental sta-
tus. His last travel outside France was to Portugal in 
2016; he had stayed in the Jura department in eastern 
France 3 weeks earlier. Initial lumbar puncture exhib-
ited neutrophil-predominant meningitis (leukocytes, 
430 cells/L [reference <5 cells/L] with 76% neutro-
phils) and elevated cerebrospinal fluid (CSF) protein 
(1.19 g/L [reference <0.40 g/L]) without hypoglycor-
rhachia (Table). A multiplex neuromeningeal PCR 
panel using QIAstat-Dx (QIAGEN, https://www.
qiagen.com) was negative. Probabilistic treatment 
with intravenous ceftriaxone, amoxicillin, acyclovir, 
and dexamethasone was initiated in the ED before the 
patient was admitted to the intensive care unit (ICU). 
A second lumbar puncture performed on hospitaliza-
tion day 4 revealed lymphocytic meningitis (leuko-
cytes, 48 cells/L with 88% lymphocytes). Brain mag-
netic resonance imaging results were unremarkable. 
Blood and CSF samples were both WNV positive by 
PCR and WNV-specific IgM.

The second patient was a 25-year-old woman 
without any travel outside the Paris area during 
the past 4 years. She arrived at the ED on August 2, 
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We report 2 cases of febrile lymphocytic meningitis with 
encephalitis in patients in France. One patient had not 
traveled outside Paris; the other had traveled to eastern 
France. Laboratory findings revealed acute West Nile vi-
rus infection. The cases occurred days apart, raising con-
cern the virus has spread further in France.

 
Table. Clinical characteristics for 2 cases of autochthonous West Nile virus, Paris, France* 
Characteristics Patient 1 Patient 2 
Age, y/sex 64/M 25/F 

History of travel 
Portugal (2016), Jura (in eastern France) 3 

weeks earlier 
None 

Clinical manifestations Fever, headache, obnubilation, neck stiffness Fever, headache, peripheral 
facial paralysis, nystagmus, 
decreased reflexes in lower 

limbs, urinary retention 
First lumbar puncture    
 Protein level, g/L (reference <0.40) 430 1,200 
 Leukocyte count, cells/L (reference <0.05) 1.19; 76% neutrophils 1.95; 90% lymphocytes 
Second lumbar puncture, time after admission 4 d 72 h 
 Protein level, g/L (reference <0.40) 48 260 
 Leukocyte count, cells/L (reference <5) 1.26; 88% lymphocytes 1.4; 75% lymphocytes 
Brain MRI Unremarkable Unremarkable 
PCR WNV Positive in blood and CSF Positive in blood and CSF 
IgM WNV Positive in blood and CSF Positive in blood and CSF 
*CSF, cerebrospinal fluid; MRI, magnetic resonance imaging; WNV, West Nile virus. 
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2025, with fever, neck stiffness, binocular diplopia, 
and vertigo without altered mental status, and had a 
3-day history of influenza-like illness. Lumbar punc-
ture showed lymphocytic meningitis (leukocytes, 
1,200 cells/L with 90% lymphocytes) with elevated 
CSF protein (1.95 g/L) without hypoglycorrhachia 
(Table); she also had biochemical evidence of hepatic 
cytolysis. Probabilistic treatment with intravenous 
cefotaxime (4 g/6 h), amoxicillin (2.5 g/6 h), 1 intra-
venous injection of gentamicin (5 mg/kg), acyclovir 
(600 mg/8 h), and dexamethasone (10 mg/6 h) was 
initiated in ED before ICU admission. Multiplex neu-
romeningeal PCR panel (QIAstat-Dx) was negative 
on first CSF sample. Brain magnetic resonance im-
aging results were unremarkable. A second lumbar 
puncture at 72 hours still showed lymphocytic men-
ingitis with elevated CSF protein and normal glucose. 
Clinical examination evolved to include static and 
kinetic cerebellar syndrome with multidirectional 
nystagmus, bilateral peripheral facial nerve paralysis, 
decreased deep tendon reflexes in the lower limbs, 
and acute urinary retention. Both blood and CSF were 
WNV positive by PCR and IgM testing.

Neither patient had underlying immunodepres-
sion, and both had low inflammatory syndrome (C 
reactive protein <30 mg/L) with negative procalcito-
nin. WNV RNA was detected by using a specific re-
al-time duo reverse transcription PCR, and IgM was 
detected by using the Anti-West Nile Virus ELISA 
on the Analyzer I-2P platform (both EUROIMMUN, 
https://www.euroimmun.com) at the national refer-
ence center for France. Others flaviviruses, notably 
Usutu virus, were ruled out.

The cases described raise concern in France, 
particularly because, although the patients were im-
munocompetent and had favorable outcomes, the 
literature suggests a high (10%) mortality rate for 
neuroinvasive forms of WNV and worse outcomes 
for immunocompromised patients (3,7). Of note, 
clinical manifestations varied between the 2 cases: 
1 patient had acute encephalitis with altered men-
tal status, typical of WNV infection; the other had 
rhombencephalitis without altered consciousness but 
bilateral peripheral facial paralysis and cerebellum 
involvement, uncommon but previously described 
manifestations of the disease (8).

These cases should not be overlooked because 
no human vaccine or effective therapy exists for 
WNV infection. Preliminary results from a ran-
domized trial in Israel investigating convalescent 
plasma to treat WNV found a 10% reduction in 
mortality rates for each 10-fold increase in neutral-
izing antibody titer (9).

A hypothesis to explain viral dissemination, 
notably in the Nouvelle Aquitaine region of France, 
involves climate change–related alterations to avi-
an migratory patterns. Environmental and spatio-
environmental risk models confirm that the struc-
ture of migratory bird flyways contributes to the 
geographic dynamics of human WNV outbreaks in 
Europe, particularly in river basins (the 2 patients 
lived near the Seine) and wetland areas, further 
underscoring the One Health concept in the hu-
man dissemination of pathogens (10). Phylogenetic 
analyses comparing the strains from these 2 cases 
with other strains circulating in France to deter-
mine WNV lineage are ongoing.

In conclusion, our findings highlight spread of 
WNV into northern France during the mosquito sea-
son. This new area of WNV circulation is a concern 
for physicians managing infected patients but also 
for blood, cell, or organ donations for which qualified 
donors are needed. In addition, the 2 cases likely in-
dicate northward spread of the virus beyond its pre-
viously known range. Clinicians should be aware of 
WNV in the greater Paris region and test any patient 
with unexplained lymphocytic meningitis.
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Since avian influenza virus (AIV) subtype H10 was 
isolated in 1949, >2,000 H10 subtype AIVs have 

been isolated from wild waterfowl, poultry, and 
mammals worldwide (1). Cross-species spillovers 
make AIV prevention and control a major One Health 
challenge (2). According to the World Health Orga-
nization weekly update on AIV surveillance pub-
lished December 20, 2024, only 3 human cases of AIV 
A(H10N3) virus infection had been reported world-
wide, all from China (3). We report another human 
case of H10N3 virus infection in Nanning, Guangxi 
Zhuang Autonomous Region, China.

On December 12, 2024, a 23-year-old woman 
began experiencing fever (maximum axillary tem-
perature 40°C) and cough. After failed symptomatic 
management at a local clinic on December 16, she 
was referred to the hospital for outpatient evaluations 
on December 17 and 18. Her condition deteriorated, 
and she was admitted to the hospital on December 
19 with severe community-acquired pneumonia 
complicated by type I respiratory failure. Moreover, 
clinical blood and biochemical tests showed elevated 
C-reactive protein (75.8 mg/L; reference range 0.5–10 
mg/L) (Appendix Table, https://wwwnc.cdc.gov/
EID/article/31/11/25-0847-App1.pdf). 

Chest computed tomography imaging revealed 
thickened lung markings with patchy areas of high 
density in both lungs. Because of worsening respi-
ratory failure, the patient was transferred to the re-
spiratory intensive care unit on December 22 for 
VV-ECMO (venovenous extracorporeal membrane 
oxygenation) (4). 

Reverse transcription PCR of sputum specimens 
analyzed by the Nanning Centers for Disease Con-
trol and Prevention were positive for A(H10N3) AIV 
on December 23. After >10 days of treatment with 
VV-ECMO and antiviral drugs, the patient recov-
ered uneventfully and was discharged on February 
8 (Figure 1).

The patient had no history of exposure to live 
poultry before disease onset. She worked in a local 
supermarket’s meat department that processed and 
sold fresh pork, beef, and poultry products (chicken 
and duck), but no live poultry was handled on site. 
Four close contacts and 12 colleagues of the case-1These authors contributed equally to this article.

We describe the clinical symptoms and epidemiologic 
characteristics of a patient infected with avian influenza 
A(H10N3) virus in Guangxi Province, China, in Decem-
ber 2024. Whole-genome sequencing showed that the 
virus was highly homologous to a virus from Yunnan 
Province. H10 subtype viruses should be monitored for 
potential zoonotic or reassortant events.


