This first case of autochthonous malaria in Corsica in 35 years demonstrates the importance of epidemiological
surveillance on the Istand. Similar events occurred in Italy in 1997 with one case of autoechthonous P. vivax
malaria linked to an imported case from India [10] and in Spain in 2001 with one autochthonous P. ovale case
[11]. This case demonstrates that mosquito eradication and anti-vectorial measures should be carried out with
great care. Although autochthonous transmission could occur again, the detection of one exceptional mataria
infection transmitted by mosquitoes in Corsica in summer 2006 does not justify proposing individual malaria
protection for Corsica’s residents and tourists. Systematic travel health advice Is very important for individuals
who are travelling to tropical countries in order to reduce the risk of people returning with malaria which can be

spread by local mosquitoes [1].
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An increase in numbers of malaria cases has recently been reported in travellers retuming from India, in particular
rom the state of Goa, on the west coast. These cases have been reported to the European Network on Imported
nfectious Disease Surveillance (TropNetEurop, http://www tropnet.net). In the past two years, there have been no
eports of malaria in European travellers to Goa. However, since late November 2006, the malaria surveillance map
of the network has shownan unusually intensive signal from India [1], indicating an increase in the number of malaria
eports from that region, including Goa.

3y 10 January, eight patients had been reported: two in Germany, four in Denmark, and two in Sweden. With the
sxception of two Danish cases, all patients travelled independently of one another. The two German patients, one of
he Swedish patients and one of the Danish patients stayed in Goa for 2-3 weeks and had not visited other regions

vithin India.

Fermany cases ! and 2
The two German patients developed severe malaria and wgsg treated in an intensive care unit with

1ttp://www.eurosurveillance.org/ew/2007/070111.asp 2007/02/28
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artesunate/doxycycline. Both travellers (2 woman in her 50s and a man in his 40s), travelling independently, spent 14
days at two popular coastal resorts in Goa. Neither took any malaria chemoprophylaxis. One traveller developed a
hyperparasitaemia of 25%, both had signs of cerebral malaria and acute renal failure. They were admitted to the
hospital on December 10 and 11 respectively, and made a full recovery.

Sweden case 1
A Swede in his 40s travelled to Goa for two and a half weeks in November-December 2006. He visited a beach in

northern Goa and stayed in a beach hotel. He slept under 2 mosquito net but without air conditioning, He did not take
any malaria chemoprophylaxis, in accordance with the Swedish recommendations for travellers to that area {2]. Five
days after his return to Sweden, he developed a sudden fever, was diagnosed with a probable pneumonia and treated
with amoxicillin/clavuianic acid for three days. With no improvement in his condition he was admitted to hospital
seven days later, where a diagnosis of Plasmodium falciparum monoinfection with 0.4% parasitaemia was made.
This diagnosis was delayed because travel history had not been obtained earlier. The patient was treated with
mefloquine and made an uneventful recovery.

Sweden case 2
A Swede in her 50s visited Goa for a two week holiday in November-December 2006, and did not take any malaria

chemoprophylaxis. Staying in a coastal area in Goa, she travelled for three days to an area 300 km inland. She
developed symptoms the day before her return to Sweden. On her return she visited her general practztloner twice,
and a diagnosis of bronchitis was made and treatment with amoxicillin/clavulanic acid started. The patient was

a( Jed to hospital with a fever of 40° C, hypotenswe thrombocytopenia and hyponatraemia, diagnosis with P.
falciparum malaria and a 1.5% parasitaemia, 16 days after her return. Malaria treatment was initiated with quinine
and proguanil/atovaquone. Her condition gradually improved and she was discharged from hospital a week later.

Denmark case 1
A Dane in his 60s visited Goa for a two week holiday in December 2006, He stayed in Goa but visited a waterfall in

an area east of Goa. His hotel accommodation in Goa had no air conditioning and no mosquito net. In accordance
with the Danish travel recommendations at the time [3] he did not take any malaria chemoprophylaxis. He developed
symptoms of fever and headache nine days after his return to Denmark, and was admitted to a local hospital three
days later. Two days later, he was diagnosed with P, falciparum malaria, 0.3 % parasitaemia, and transferred to an
infectious disease ward. On admission he had eye muscle paresis but with a normal cerebral magnetic resonance
imaging scan, and thrombocytopenia. Because of these complications, he was started on intravenous quinine
followed by mefloquine, and made an uneventful recovery.

Denmark case 2

A Dane in his 20s travelled to Goa for a two week lioliday in November 2006, and stayed in a tourist hotel. He did
not take any chemoprophylaxis. His symptoms developed in early December, one week after his return to Denmark,
anL 2 was admitted to hospital three days later with a low grade fever. Microscopy revealed a parasitaemia of 1%.
He was treated with mefloquine with rapid clinical response and cleared his parasitaemia uneventfully.

Denmark cases 3 and 4

Two men in their 20s travelled together to India for three weeks from mid October to the beginning of November
2006. They visited Punjab, Goa, Delhi and Mumbai. Both took chloroquine tablets only. The Danish Statens Serum
Institut considers chloroguine-only prophylaxis to be insufficient for malarious areas in India and recommends taking
both chloroquine and proguanil [3]. Both men developed fever, headache and gastrointestinal symptoms on the last
day of their holiday. One of the patients was diagnosed that day with P. falciparum malaria by microscopy and was
successfully treated with proguanil/atovaquone (four tablets per day for three days). The diagnosis was confirmed by
Binax NOW antigen test. The second patient initially tested negaﬁve by microscopy for malaria on three consecutive
days while still taking chloroquine, but his blood tested positive on six weeks after onset of symptoms and he was
successfully treated with proguanil/atovaquone.

Comment from TropNetEurop

Goa, a popular winter resort for European tourists who visit beach hotels and resorts along the coast, has previously
been considered to be very low-risk for malaria infection for travellers. It appears that this cluster of cases of
imported falciparum malaria, acquired in the area to the north of Panaji, the capital of Goa, has coincided with a
period of intense rainfall (50% above average) in the Goan and Konokan region since October 2006 [4]. This may be
the cause of increased vector breeding and transmission d%%hig the current rainy season.

http://www.eurosurveillance.org/ew/2007/070111.asp 2007/02/28
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“he risk of infection will presumably decline with the coming dry season. Currently, however, there may be
ncreased risk of malaria transmission and therefore all travellers who intend to visit this region of India are advised
o use mosquito bite avoidance measures. Visitors may consider using WHO type IV prevention [S], which is
nosquito bite prevention plus chemoprophylaxis with atovaquone/proguanil, doxycycline, or mefloquine, or they
nay consider travelling with emergency standby treatment, Anyone who becomes unwell while on holiday or shortly
fter their return should seek medical attention promptly. Falciparum malaria can be a life-threatening illness. The
liagnosis can only be made if a careful travel history is taken, and testing done early, even for regions where malaria
s not normally recognised. The risk in Goa will be monitored and we expect transmission fo cease as the rainy

eason ends in early 2007.

“hanges made in recommendations for travellers in some EU member states

n December 2006, Denmark’s Statens Serum Institut changed its malaria advice unti! further notice, as a
recautionary measure, Until there is information on possible chloroguine resistance, the new recommendation for
danish travellers to Goa is type IV chemoprophylaxis, as described above [3]. Previously no chemoprophylaxis was

dvised.

n Sweden, no changes in the general recommendations for travellers have been made {2] but the Swedish Institute

or Infectious Disease Control has informed about the Goa cases on their home page and sent alefterto all .
lepartments of Infectious Diseases and Infectious Disease Control. In this letter it is stated that: "Until we know more
ibout the present malaria situation, malaria prophylaxis can be considered for travellers visiting Goa. The drugs that
night be used are Malarone, Lariam (mefloquine) or doxycycline". In addltlon there have been several news spf

mn this topic on the national television.

Jo changes in the general recommendations for traveliers have been made in Germany.

n addition, the recent cluster of malaria cases imported from Goa has also prompted the Advisory Committee for
vialaria Prevention in United Kingdom Travellers (ACMP) to issue temporary change to its recommendations. The
\CMP advises that travel advisors should highlight the risk of malaria, instruct on the use of mosquito bite avoidance
neasures [6], and recommend malaria chemoprophylaxis to those travellers who will be visiting Goa, parﬁcularly
weas north of Panaji, and who will be remote from medical care. This advice remains in effect until further notice as
he situation is clarified. The recommended chemoprophylaxis is chloroquine plus proguanil. Alternatives are
nefloquine, atovaquone plus proguanil, or doxycycline.
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Archive Number 20070223.0668 ,
Published Date 23~-FEB—-2007 - ) .
Sub_leot PRO/AH/EDR> Streptococcus suis, porcine, human — USA (NY) : R

STRF_PTOGOGCUS SUIS PORGINE, HUMAN USA (NEW YORK}

...........................

A ProMED-mail post

<http:/ /www.promedmail.org>

ProMED-mail is a program of the - .
International Society for Infectious Diseases
<http:/ /www.isid.org>

Date: Wed 21 Feb 2007
From: ProMED-mail <promed@promedmail.org>
Source: PigProgress.net [edited]
Shitp:/ /www.pigprogress.net/ts_pi/pigprogress. portaf/ enc/
nfpb/true/tspr _portlet_news_singleeditorschoice_3 actionOverride/__2Fportlets_ . 2Fts 2Fge
2Fnews_smg|eedrtor’schoncei__2Fcontent_2FshowDetallsLlst/
_windowLabe!/tspi_portlet news_singleeditorschoicel1_3/tspi_portiet_ news_singleeditorschoice_
3id/12716/_desktoplLabel/pigprogress/ pagelLabel /tspi _page_néws_contenw,

US scientists have confirmed the 1st'reported case of pig meningitis

in a human being in North America. The patient is a previously

healthy 58—year—old farmer from upstate New York who was hospita!izéd
with meningitis, The hospital's preliminary tests revealed the

presence of _Streptococcus suis_, a bacterium prevalent in pigs,

which can lead to meningitis.

“This should haighten awareness of the possibility of this illness
for people with the occupation of dealing with swine,” said Kara

Willenburg, MD, of Bassett Hospital. "But it should not affect the
lives of the general public.”

Farmers can contract the disease from handiing pigs and their feces.
Butchers are also at risk. Washing hands and cooking pork thoroughly
can minimize the risk ‘

Ruth Zadoks, research associate and veterinarian at Cornell
University's College of Veterinary Medicine, provided the insights
and a DNA~level analysis of S. suis_ strains found in both the
farmer and the pigs from his farm. With the farmer's bacterial
cultures and the pig samples, Zadoks confirmed that the paﬁenﬁ was
indeed infected with _S. suis_.

"Even though we did not match the human strain with those of the
pigs, the strain from the farmer matches superficially a strain found

in both pigs and humans in Denmark and the Netherlands,” said Zadoks.
“Some strains are more likely to cause disease in humans.”

_S. suis_ has occasionally affected humans in Europe over the last 20
years, However, people have regularly contracted the disease in
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Southeast Asia, especially China, where a 2005 outbreak resulted in
204 human cases with 38 deaths, and some 600 pigs killed. In 2005,
South America also dosumented its st case from Argentina.

"I could be that the disease is spreading,” said Zadoks. “But also
wé may be just better at recognizing it.”

All human cases of _S. suis_ have originated with an anim_al irifecting
a human. Public health officials have no fears that the pig bacteria
will spread from one human to another.

ProMED-mail )
<promed@promedmail org>

[This case rabresents the more classic meningitis presentation of

" human _S. suis_ infection. Although it is stated that this case was

the tst in North America, a 2002 paper (Marie J, Morvan H,
Berthelot-Herault F, et al: Antimicrobial susceptibility of
_Streptococcus suis_ isolated from swine in France and from humans in -
- different countries between 1996 and 2000. J Antimicrob Chemotherap
2002:50: 201209 available at
<http://jac.oxfordjournals.org/cgi/content/full/50/2/201>) discusses

4 human isolates of _S. suis_ from Canada. '

In addition, the University of lowa website
{<http://www.public—health.uiowa.edu/CEID/Suis htm>) regarding this
organism states, " The bacterium has caused sporadic illness in other
countries as well, including Canada, and a human case of infection
with the bacterium has recently been described in the USA. Several
investigators have suggested this low number of cases in the USA is
due to under— or misdiagnosis, rather than a frue absence of this
disease in the human population.” It is possible that the site is
referring to the New York case.

The 2005 Chinese outbreak was atypical because most previous cases
had been sporadic, rtot in an outbreak, and cases of streptococecal

toxic shock syndrome (STSS) occurred. The outbreak was summarized in
Yu H, Jing H, Chen Z, et al: Emerg Infect Dis 2006;12: 914-20 '
<http://www.cdc.gov/ncidod/eid/val1 2no006/05—1194.htm?>. Part of the
discussion (with citations removed) is found below:

Beginning mid-Jun 2003, a major outbreak of _S. suis_ killed 647 pigs

in almost the same areas as the outbreak in humans. The outbreak in
swine peaked around 20 Jul 2005 with about 4 dead pigs in each
affected village. _S. suis_ caused 98 percent of the deaths of these
pigs in Sichuan during this period. All infected pigs came from
backyard farms, usualfy with one sick pig in the herd. A pathogenic
strain could have spread by distnibuting infected piglets to the
backyard pig farms and then propagated among healthy pigs. The single
ribotype identified in the investigation lends support to this theory.

The main risk factor for _S. suis_ infection in the outbreak was
direct involvement in slaughtering sick pigs and preparing carcasses
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of pigs that died of unknown causes. Unlike professionals in modern

. abattoirs, the local farmers did not wear protective gear or gloves.
Normally one or 2 persons carried out the procedure, which involved
bloodietting though a neck artery, manually inflating the carcasses,
scalding the pigskin with about 80 deg. C water, and splitting and
shaving the skin with large knives. Scalding and shaving were often
performed together. The farmers then sliced the meat into smaller
pieces before cooking for food. The complete process of slaughtering
could take more than one hour. Our study demonstrated that ali '
patients had been infected during direct contact with blood or
tissues of sick or dead pigs. Often, this may have occurred through
direct exposure of skin wounds. Droplet exposure may also have
occurred during slaughter or processing of carcasses, but we could
not document this occurence. The observed risk factors were
consistent with those reported in other studies. No evidence of
infection from eating cooked pork from these pigs was observed. The -
uncooked meat was shared with nerghbonng families, but these
villagers normally do not éat raw meat ‘or raw animal viscera.
Person—ta—person transmission was highly unlikely since we found no
disease in family members neighbors, or healthcare workers who had
not been exposed to sick or dead pigs.’

One missing link in the ou’cbregk is the exact relationship between a
dead goat in the early cluster of patients and the subsequent
propagation of the _S. suis_ infections. We could not confirm these 2
cases microbiologically. We speculate that -S. suis_ caused these 2
early human infections because they occurred shortly after exposure
to the dead goat, and because clinical manifestations in the 2
patients were similar to those of others in the outbreak Human _S.
suis_ infection after exposure to sick goats has not been reported,
despite isolation of the organism from these animals. In backyard
farms where different animals are kept together, _S. suis_ infection
could have been transmitted between pigs and goats. Animai
surveillance would help establish the role of animals other than pigs '
in carriage of the bactetia and the potential for causing human infections.

Clinically, 3 distinctive forms of human _S. suis_ infection

occurred, namely, STSS, sepsis, and meningitis. STSS has not been
reported from _S. suis_infection, although it has been previously
described in other streptococcal infections and [a similar illness
from] _Staphylococcus aureus_ infections. Unusual STSS—ike ilinesses
brought the outbreak to the attention of local heaith authorities. A
dose effect may explain the relatively high proportion of STSS in
this outbreak. While other explanations fike co morbid conditions,
e.g. asplenia, diabetes mellitus, alcoholism, and malignancy, have
been reported, this was not the case for the outbreak in our study,
" which involved previously healthy adults.

Laboratery examination confirmed virulence factors in the _S. suis_
isolates from this outbrezk. They include mrp, sly, and ef, although
their precise clinical role has not yet been shawn. These isolates
(mrp+, ef+, slyt) are related to European strains that are considerad
to be more virulent than North American strains. Genome analysis
could determine if novel virulence genes were involved. — Mod.Lt]
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[see also:
".2006

Streptococcus suis, porcine, human, 2005 ~ China (Sichuan) 20060411.1082
2005 '

Streptococous suis, porcine, human — China (20) 20051024.3099
Streptococcus suis, porcine, human — China ~ 20050730.2217

Streptococcus suis, human — China (Hong Keng) 20050728.2196
Streptococcus suis, porcine, human ~ China (Sichuan) (02) 20050728.2194
Streptococceus suis, porcine, human — China (Sichuan) 20050727.2179
Undiagnosed deaths — China (Sichuan) (05): Strep. suis susp. 20050726.2169
Undiagnosed deaths — China (Sichuan): RFf  20050724.2131]
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