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SYNOPSIS

Blastomycosis is caused by inhalation of Blastomyces
spp. fungi. Limited data are available on the incidence
and geographic range of blastomycosis in the United
States. To better characterize its epidemiologic features,
we analyzed combined surveillance data from the 5
states in which blastomycosis is reportable: Arkansas,
Louisiana, Michigan, Minnesota, and Wisconsin. Surveil-
lance identified 4,441 cases during 1987-2018, a mean
of 192 cases per year. The mean annual incidence was
<1 case/100,000 population in most areas but >20 cas-
es/100,000 population in some northern counties of Wis-
consin. Median patient age was 46 years, 2,892 (65%)
patients were male, 1,662 (57%) were hospitalized, and
278 (8%) died. The median time from symptom onset to
diagnosis was 33 days. The severity of iliness and diag-
nostic delays suggest that surveillance underestimates
the true number of cases. More in-depth surveillance
in additional states could elucidate blastomycosis inci-
dence and inform efforts to increase awareness.

lastomycosis is a fungal infection caused pri-

marily by inhalation of the environmental fungi
Blastomyces dermatitidis and B. gilchristii. The in-
cubation period varies from 2 to 15 weeks, and the
clinical spectrum ranges from asymptomatic to
life-threatening infections involving acute respi-
ratory distress syndrome or extrapulmonary dis-
semination (1,2). Most identified cases involve
pulmonary infection that manifests similarly to
other causes of pneumonia (1,2). The clinical simi-
larities between blastomycosis and other pulmonary
infections often result in diagnostic delays and un-
necessary empiric antimicrobial drug treatment for
suspected bacterial pneumonia (3). Because acute ill-
nesses can self-resolve before diagnosis, and because
physician awareness of this generally uncommon dis-
ease probably is low in most parts of the United States,
many blastomycosis cases likely go undetected.

In the United States, most blastomycosis cases are
thought to occur in the midwestern, south-central, and
southeastern states, in areas surrounding the Ohio and
Mississippi River valleys, the Great Lakes, and the
Saint Lawrence River. Cases also occur outside these
regions, indicating that the infection’s true range is
broader than generally appreciated (4,5). Blastomyces
spp. appear to have an affinity for moist soil and de-
composing plant matter, but much remains unknown
about its precise environmental niche (6,7). The fungus
is difficult to isolate from the environment, making in-
vestigation of potential sources challenging.

Public health surveillance for blastomycosis in
the United States is limited because it is currently
reportable in only 5 US states: Arkansas, Louisiana,
Michigan, Minnesota, and Wisconsin. Blastomycosis

1000

is not nationally notifiable, so the Centers for Disease
Control and Prevention does not routinely receive
case reports from states where it is reportable. Never-
theless, surveillance data represent some of the most
comprehensive information about blastomycosis.
Before the Council of State and Territorial Epidemi-
ologists (CSTE) approved a standardized surveil-
lance case definition in 2019 (8), state health depart-
ments used different case definitions (Appendix,
https:/ /wwwnc.cdc.gov/EID/article/27/4/20-
4078-Appl.pdf). However, state surveillance gener-
ally collected similar demographic, clinical, and lab-
oratory data elements, enabling comparisons across
states. We summarized available blastomycosis sur-
veillance data to assess the overall burden of disease,
geographic patterns and temporal trends, and factors
associated with poor clinical outcomes.

Methods

We combined deidentified data on blastomycosis
cases reported in Arkansas during January 1995-
May 2018, Louisiana during January 1987-October
2018, Michigan during January 2007-December 2017,
Minnesota during January 1999-December 2018, and
Wisconsin during January 1990-December 2017. We
also used the Louisiana Hospital Inpatient Discharge
Database to identify additional cases among hospital-
ized patients in Louisiana during 1999-2014.

We included data elements that were collected
by >3 states. We considered event date as the earliest
date associated with the case; for example, symptom
onset, or first healthcare visit, laboratory test order,
or public health report. We considered all laborato-
ry tests recorded as positive for blastomycosis to be
positive, even without an explicitly stated qualitative
or quantitative result. Negative blastomycosis test re-
sults were not routinely available; therefore, we did
not include these in the analysis.

We used patients’ state and county of residence to
calculate annual state-specific incidence and county-
level mean annual incidence per 100,000 persons by
using yearly population estimates from the US Cen-
sus Bureau, Population Division, Vintage 2015 Spe-
cial Tabulation (https://www.census.gov). We used
x> Fisher exact, and t-tests to identify factors indepen-
dently associated with hospitalization or death, the
Cochran-Armitage test for trends in the proportion
of patients who were hospitalized or died, and nega-
tive binomial regression to assess incidence trends,
and we considered p<0.05 statistically significant.
We also compared demographic features and out-
comes among cases associated with outbreaks (out-
break cases) and those not associated with outbreaks
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(nonoutbreak cases) for Minnesota and Wisconsin,
the 2 states that reported outbreaks during the sur-
veillance periods we examined. Human subjects
review by the Centers for Disease Control and Pre-
vention determined this project to be consistent with
nonresearch public health surveillance.

Results

Descriptive Analysis

Data were available for 4,441 cases: 348 from Arkan-
sas, 296 from Louisiana, 186 from Michigan, 671 from
Minnesota, and 2,904 from Wisconsin. Most (2,892
[65%]) patients were male, and the median age was
46 years (range 0-97, interquartile range [IQR] 31-59)
(Table 1). Most (64%, n = 2,778) cases were among
persons of White race, 17% (740) were among persons
of unknown race, 9% (406) were among persons of
Black or African American races, and 5% (193) were
among Asian, Native Hawaiian, or other Pacific Is-
lander races. Most (2,828 [71%]) patients were not
Hispanic or Latino; ethnicity was unknown for 1,015
(26%) patients.

Symptom data were available for 2,005 patients
from Michigan, Minnesota, and Wisconsin beginning
in 2005. The most common symptoms were cough in
79% (range by state 51%-83%) of patients, fever in
61% (range by state 38%-69%), shortness of breath
in 55% (range by state 44%-85%), and weight loss in
54% (range by state 29%-62%).

Among 2,912 patients with hospitalization data,
57% (1,662) were hospitalized. The median length of
hospitalization was 7 days (range 1-379 days, IQR
4-15 days; n = 1,231). Among 3,385 patients with
mortality data, 278 (8%) died. The proportion of hos-
pitalized patients did not change significantly during
2007-2017 (p = 0.252), but the proportion of patients
who died increased from 9.9% to 12.4% (p = 0.017).

Data on positive blastomycosis laboratory tests
were consistently available from Arkansas, Michi-
gan, and Minnesota (Table 2). Among 1,241 reported
cases from the 3 states, the most common test types
were culture among 835 (67%) cases and microscopy
among 333 (27%) cases. Less commonly reported tests
included positive antigen tests for 206 (17%) cases
and antibody tests for 59 (5%) cases.

Among 777 patients with available data, the me-
dian time from symptom onset to diagnosis was 33
days (range 1-2,996 days; IQR 16-75 days). We did
not observe clear seasonal patterns by event month.
Minnesota had 32 (5%) outbreak cases and Wiscon-
sin had 181 (6%) outbreak cases. Outbreak cases were
more frequent among younger persons (median
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age 25 years) than nonoutbreak cases (median age 45
years; p = 0.0092). Outbreak cases also more often oc-
curred among female persons (41% vs. 34% of non-
outbreak cases; p = 0.0365) and non-White persons
(28% vs. 19% of nonoutbreak cases; p = 0.002). In ad-
dition, persons with outbreak cases were less likely
to be hospitalized (45% vs. 58 % of nonoutbreak cases;
p = 0.003) or to have died (2% vs. 9% of nonoutbreak
cases; p = 0.001).

Bivariable Analysis

Age; female sex; non-White race; and positive anti-
gen, culture, and microscopy tests had statistically
significant associations with hospitalization (Table 3).
The median age among hospitalized patients was 46
years compared with 44 years for nonhospitalized pa-
tients (p = 0.015). Female patients were more likely to
be hospitalized (relative risk [RR] 1.13; 95% CI 1.06-
1.21) than male patients. Persons of non-White races
were more likely to be hospitalized (RR 1.13; 95% CI
1.05-1.21) than persons of White race. Patients with
positive antigen tests (RR 1.25; 95% CI 1.13-1.37), pos-
itive culture (RR 1.28; 95% CI 1.20-1.36), and positive
microscopy (RR 1.32; 95% CI 1.23-1.43) were more
likely to be hospitalized than patients without posi-
tive results for those laboratory tests. Factors signifi-
cantly associated with death were older age (median
61 years vs. 44 years; p<0.001) and positive micros-
copy test (RR 1.76; 95% CI 1.34-2.38).

Table 1. Patient characteristics of blastomycosis cases reported
to public health, Arkansas, Louisiana, Michigan, Minnesota, and
Wisconsin, USA, 1987-2018*

Characteristic Value
Median age, y (range; IQR), n = 4,390 46 (0-97; 31-59)
Mean age, y, n = 4,390 45.3
Sex, n = 4,441

M 2,892 (65.1)

F 1,533 (34.5)

Unknown 16 (0.4)
Race, n = 4,316

White 2,778 (64.4)

Black or African American 406 (9.4)

Asian, Native Hawaiian, other Pacific 193 (4.5)

Islander

American Indian or Alaska Native 152 (3.5)

Other or multiple races 47 (1.1)

Unknown 740 (17.2)
Ethnicity, n = 3,984

Not Hispanic or Latino 2,828 (71.0)

Hispanic or Latino 141 (3.5)

Unknown 1,015 (25.5)
Hospitalized, n = 2,912

Y 1,662 (57.1)

N 1,250 (42.9)
Died, n = 3,385

Y 278 (8.2)

N 3,107 (91.8)

*Values are no. (%) except as indicated. IQR, interquartile range.
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Incidence

During years for which data were available from all
5 states, 2007-2017, surveillance detected 2,111 cases,
a mean of 192 cases per year. In Arkansas, incidence
declined from 1.3 cases/100,000 population in 1995 to
0.4 cases/ 100,000 population in 2017 (p<0.001) (Figure
1). Incidence was stable during each state’s surveil-
lance period in Louisiana, Michigan, and Minnesota.
Mean annual incidence was 0.2 cases/100,000 popu-
lation in Louisiana, 0.2 cases/100,000 population in
Michigan, and 0.6 cases/100,000 population in Min-
nesota. In Wisconsin, incidence peaked at >3 cas-
es/100,000 population during 2006, 2010, and 2015.
Mean annual county-level incidence in Wisconsin
was highest in Menominee (42.1 cases /100,000 popu-
lation), Lincoln (28.4 cases/100,000 population), and
Vilas (26.5/100,000 population) counties (Figure 2).

Discussion
We summarize blastomycosis surveillance data from
5 states and provide a broad update on the basic epi-
demiology of this enigmatic and underrecognized dis-
ease. Many patients experienced severe outcomes and
diagnostic delays. Our results show that blastomycosis
is underdetected, even in states where it is reportable,
and that more standardized and in-depth surveillance,
ideally in additional states, would help public health
professionals better identify highest-risk groups and
emerging areas for targeted prevention messaging.
Blastomycosis often results in severe illness,
even in previously healthy persons (9), but this ob-
servation might be influenced by underdetection of
asymptomatic or milder, self-resolving disease. The
high hospitalization rate of 57% noted in this analysis
demonstrates that blastomycosis surveillance detects
severe cases, which is typical for passive disease sur-
veillance. We found an annual mean of <200 cases/
year; a hospitalization rate of 57% suggests that =110
patients are hospitalized each year from states where
blastomycosis is reportable. In contrast, ~1,000 blas-
tomycosis-associated hospitalizations occur nation-
wide (10,11), showing that the limited surveillance
likely underdetects cases nationally.

Table 2. Positive laboratory tests among 1,241 blastomycosis
cases reported to public health, Arkansas, Michigan, and
Minnesota, United States, 1995-2018

Test type No. (%)
Antibody 59 (4.8)
Immunodiffusion 18 (1.5)
Complement fixation 7 (0.6)
Enzyme immunoassay 30 (2.4)
Unspecified antibody test 17 (1.4)
Antigen 206 (16.6)
Confirmatory test 965 (77.8)
Culture 835 (67.3)
Microscopy* 333 (26.8)
DNA probe 40 (3.2)
PCR 2(0.2)
Unspecified test type 166 (13.4)
Specimen type
Culture 769 (100)
Bronchial specimen 372 (48.4)
Sputum 180 (23.4)
Other tissue besides lung 121 (15.7)
Lung tissue 21 (2.7)
Multiple specimen types 14 (1.8)
Other 61 (7.9)
Microscopy 342 (100)
Bronchoalveolar lavage 110 (32.2)
Sputum 78 (22.8)
Other tissue besides lung 52 (15.2)
Lung tissue 47 (13.7)
Multiple specimen types 24 (7.0)
Other 31(9.1)

*Includes smear, histopathology, and unspecified microscopy tests.

The average time of >1 month from symptom on-
set to diagnosis indicates delays in seeking healthcare,
delays in diagnosis, or both. This time interval is con-
sistent with a previous report describing a median of
23 days between examination at a healthcare facility
and a median of 2.5 courses of antibacterial medica-
tions for presumed bacterial infection before pulmo-
nary blastomycosis was correctly diagnosed (3). Ear-
lier diagnosis might reduce unnecessary antibacterial
drug use, time, and resources invested in searching
for alternative diagnoses and could potentially
improve patient outcomes. Therefore, greater public
and provider education about blastomycosis is need-
ed, especially in areas where blastomycosis is less
commonly recognized.

The high proportion of patients with positive
confirmatory laboratory tests, such as culture and

Table 3. Factors associated with hospitalization or death among blastomycosis cases reported to public health, Arkansas, Louisiana,

Michigan, Minnesota, and Wisconsin, United States, 1987-2018*

Hospitalization Death
Characteristic RR (95% ClI) p value RR (95% Cl) p value
Older age NA 0.015 NA <0.001
Female sex 1.13 (1.05-1.21) <0.001 1.05 (0.83-1.33) 0.681
Non-White race 1.13 (1.05-1.21) 0.002 1.08 (0.82-1.42) 0.588
Antigen testt 1.25 (1.13-1.37) <0.001 1.27 (0.84-1.92) 0.255
Culturet 1.28 (1.20-1.36) <0.001 1.02 (0.79-1.33) 0.864
Microscopyt 1.32 (1.23-1.43) <0.001 1.76 (1.34-2.38) <0.001

*NA, not applicable; RR, relative risk.
tArkansas, Michigan, and Minnesota only.
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Figure 1. Annual state-specific
incidence (no. cases/100,000
population) among 5 states in
which blastomycosis is reportable,
United States, 1987-2018. Cases
reported during 2018 in Arkansas
and Louisiana were excluded
because data were not available
for the entire year.

microscopy, likely reflects detection of more severe
cases because serologic tests for blastomycosis offer
only presumptive evidence of infection (12), and se-
rologic tests were not included in most states” case
definitions (Appendix). The associations between
older age and confirmatory test types with hospital-
ization point to severe illness, and are unsurprising;
however, why women were more likely to be hos-
pitalized is unclear but could be related to delayed
diagnosis or underdiagnosis of less severe disease in
women. More blastomycosis hospitalizations typi-
cally occur among men (10,13), although a recent
study found female sex was independently associ-
ated with death in blastomycosis patients with acute
respiratory distress syndrome (14). The increased
risk for hospitalization among persons of non-White
races lends further evidence to the existence of blas-
tomycosis-related health disparities, as previously
suspected (15-17). Further studies could help deter-
mine whether these differences are related to genetic
predisposition (18), involvement in outdoor activi-
ties resulting in exposures to Blastomyces, or access
to medical care (19).

Reliance on often invasive and time-consuming
tests such as culture and microscopy for diagnosis
likely is a key factor in underdiagnosis of blastomyco-
sis because these tests might not be ordered until tests
for other diseases have been negative. Accordingly,
most specimen types in our analysis were from bron-
choalveolar lavage and lung and other tissue, which

Emerging Infectious Diseases « www.cdc.gov/eid « Vol. 27, No. 4, April 2021

likely required biopsy. Given the prolonged time to
diagnosis we identified, improved noninvasive diag-
nostic methods with high sensitivity and specificity
for blastomycosis are needed for earlier and more fre-
quent testing, which could prevent hospitalizations
and deaths.

Consistent with previous reports, Wisconsin had
the highest number of cases and incidence of the 5
states where blastomycosis is reportable, with mean
annual incidence in several northern counties >20
cases/100,000 population. Peaks in incidence in Wis-
consin corresponded to a known outbreak at a yard
waste site in 2006 (20), an outbreak likely associated
with multiple sources in 2010 (21), and an outbreak
linked to recreational tubing on the Little Wolf Riv-
er in 2015 (22). For case-patients in these outbreaks,
younger age and higher likelihood of being non-White
was consistent with our findings (20,21). In addition,
the finding that patients with outbreak-associated
cases had less severe outcomes could reflect detection
of milder cases through enhanced case detection ef-
forts during outbreak investigations. However, out-
breaks comprised <6% of cases overall, suggesting
that most cases occur sporadically, which also is true
for histoplasmosis and coccidioidomycosis. Of note,
most of northern Wisconsin is rich in soils classified
as spodosols, which are characterized by high con-
centrations of organic matter in coarse, often sandy,
particles (23). Blastomyces spp. are thought to dwell
primarily in organic-rich soils. However, spodosols
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also occur widely in northern Michigan, where dis-
ease incidence was not elevated, and are less common
in northern Minnesota, where incidence was higher.
Further study, including the role of soil types, could
elucidate the natural habitat of these fungi.

For most states in this analysis, the relatively
stable incidence and hospitalization rates over time
were consistent with a previous analysis of blastomy-
cosis-related hospitalizations during 2000-2011 (10).
Another study found a decline in blastomycosis-asso-
ciated deaths nationwide during 1990-2010 (15); the
reasons for the increase in deaths we observed dur-
ing 2007-2017 are unclear but could reflect improve-
ments in case follow-up, a decline in reporting of less
severe cases, or other surveillance changes over time.

The limitations of our study include that pooling
surveillance data based on different blastomycosis
case definitions is fundamentally problematic; how-
ever, few other data sources would enable analyses
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of thousands of cases, which is helpful for studying
this uncommon disease. Furthermore, some states’
case definitions changed over time. Although blasto-
mycosis was reportable in each state during the years
included in this analysis, Arkansas did not have a
formal case definition, and Michigan did not have
one until 2012. Wisconsin classified all cases as con-
firmed until September 2015, when their case defini-
tion changed to include confirmed and probable case
classifications; for outbreaks in Wisconsin, a positive
serologic blastomycosis test plus an epidemiologic
link was sufficient to be considered a case. Moving
forward, the standardized blastomycosis case defi-
nition from the Council of State and Territorial Epi-
demiologists will enable more robust comparisons
between states and stratification of confirmed and
probable cases.

Combining data from different times in each state
is an additional potential limitation. Some states’

Figure 2. Mean annual
county-specific incidence (no.
cases/100,000 population)
among 5 states in which
blastomycosis is reportable,
United States, 1987-2018.
Cases reported during 2018 in
Arkansas and Louisiana were
excluded because data were not
available for the entire year.
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surveillance systems underwent changes during the
analysis period; for example, data elements were add-
ed or removed, resulting in inconsistent denomina-
tors in the pooled analysis. For certain variables, such
as race and ethnicity, missing data or values of “un-
known” were common and demonstrate that infor-
mation can be challenging to obtain because substan-
tial time and resources often are needed to conduct
case investigations (24). Data about environmental
exposures, immunocompromised status, body site of
infection, occupation, illness duration, and treatment
were not available consistently from every state. Wis-
consin and Minnesota conducted extensive follow-up
on cases (19,25), providing deeper insight into state-
specific features of blastomycosis. Collecting these
types of data in a standardized way in additional
states could help identify high-risk populations and
activities and help inform prevention efforts.

In summary, blastomycosis remains a rarely re-
ported but severe disease in most areas where it is
under public health surveillance. Our findings indi-
cate that blastomycosis likely is underdetected. Blas-
tomycosis also can occur in areas outside those where
it is commonly recognized (4) and might be emerging
in new areas, such as east-central New York (5). Sur-
veillance for blastomycosis in more areas and collec-
tion of more standardized, detailed data could help
identify emerging geographic hotspots or clusters,
new risk factors, and other epidemiologic patterns.
Increased awareness among healthcare providers and
the public could lead to faster diagnosis and treat-
ment for blastomycosis patients.
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Treponema [trep"”o-ne'ma]
Fabio C. Pogliani," Riidiger D. Ollhoff"

From the Greek trepo (rotate, turn) and ne ma (thread), Treponema is a genus of
gram-negative, anaerobic or microaerophilic bacteria. They are spiral-shaped
and have flagella, which extend from motors at the pole, producing undulating
movement through fluids, enabling tissue invasion and dissemination. In 1905,
microbiologist Fritz Richard Schaudinn and dermatologist Paul Erich Hoffmann
described Treponema pallidum subsp. pallidum as Spirochaeta pallida from a fresh hu-
man vulvar lesion.
Treponema spp. can invade the epidermis and oral, intestinal, and genital mucosa
of humans and animals. They cause human diseases, such as syphilis, yaws, pinta,
and bejel, and animal diseases, such as digital dermatitis. T. phagedenis, T. pedis, and
T. medium infect mainly cattle. T. paraluiscuniculi can cause syphilis in rabbits.
Most Treponema spp. are not cultivable, except for T. palllidum subsp. pallidum
and T. phagedenis. T. pallidum subsp. pallidum causative syphilis is a reemerging Tissue sample stained with Steiner silver stain. Image shows
disease in industrialized countries. Digital dermatitis, a polytreponemal disease, is numerous, corkscrew-shaped, darkly-stained, Treponema

. s . . . . allidum spirochetes, which cause syphilis. Skip Van Orden,
considered to be the major infectious claw disease in cattle worldwide. B tors for Dicoaas Cantrol 1008, TP P
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Reemergence of Human
Monkeypox and Declining
Population Immunity in the
Context of Urbanization,
Nigeria, 2017—-2020

Phi-Yen Nguyen, Whenayon Simeon Ajisegiri, Valentina Costantino, Abrar A. Chughtai, C. Raina Maclintyre

A monkeypox outbreak in Nigeria during 2017-2020 pro-
vides an illustrative case study for emerging zoonoses.
We built a statistical model to simulate declining immunity
from monkeypox at 2 levels. At the individual level, we
used a constant rate of decline in immunity of 1.29% per
year as smallpox vaccination rates fell. At the population
level, the cohort of vaccinated residents decreased over
time because of deaths and births. By 2016, only 10.1%
of the total population in Nigeria was vaccinated against
smallpox; the serologic immunity level was 25.7% among
vaccinated persons and 2.6% in the overall population.
The substantial resurgence of monkeypox in Nigeria in
2017 appears to have been driven by a combination of
population growth, accumulation of unvaccinated cohorts,
and decline in smallpox vaccine immunity. The expanding
unvaccinated population means that entire households,
not just children, are now more susceptible to monkeypox,
increasing risk of human-to-human transmission.

Since September 2017, Nigeria has been experienc-
ing the largest monkeypox outbreak in the coun-
try’s history. As of November 2019, the country had
reported 183 confirmed cases across 18 states (1). This
outbreak is also the largest recorded that has been
caused by the West Africa clade of the monkeypox
virus (MPXV). Beyond its scale, this outbreak is an
illustrative case study for emerging zoonosis because
of its epidemiologic characteristics.

Preliminary genetic analysis suggests multiple
zoonotic introductions from animal reservoirs into
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the human population (2). In 2018, an MPXV sample
isolated from a case-patient in Cameroon was found
to be genetically similar to a sample from Nigeria de-
spite no epidemiologic linkage, raising the possibility
of an epizootic event spanning the Nigeria-Cameroon
border (3). This finding is uncharacteristic of the West
Africa clade, which tends to cause temporally and
geographically isolated outbreaks (4,5). Moreover, the
2017-2020 Nigeria outbreak showed a higher preva-
lence among adults; 78% of patients were 21-40 years
of age (1), whereas historically, most case-patients
were <15 years of age (6). The changing demograph-
ics of this outbreak may offer insights into reasons be-
hind the reemergence of monkeypox in West Africa.
We hypothesized 2 main mechanisms to explain
this resurgence after 40 years of no reported cases.
First, residents have experienced increased exposure
to and interactions with forest animals, driven by de-
forestation, armed conflicts, and population migra-
tion. Second, herd immunity from since-discontinued
universal smallpox vaccination programs in the 1970s
has declined over time (7). The 2 theories, not mutu-
ally exclusive, represent the loss of 2 different barriers
to spillover (8). We aimed to examine the potential role
of declining population immunity and how it interacts
with the country’s rapid urbanization to affect the re-
emergence of monkeypox in Nigeria. Whereas data
on urbanization and land expansion are available, the
dearth of data from recent serologic surveys makes it
challenging to separate out changes in the levels of re-
sidual immunity from smallpox vaccination from the
endemicity of monkeypox in the population. By using
a statistical model to account for declining individual-
level immunity, we aimed to quantify the fraction of
the population that is susceptible to monkeypox and
plot the growth of this population during 1970-2018.
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Methods

Data Sources

We retrieved epidemiologic and demographic data
from monthly situational reports and weekly epide-
miologic reports from the Nigeria Centre for Disease
Control and Prevention, as well as from published
literature. Annual population data and crude death
rates for 1970-2020 came from the World Bank data
portal (9,10) and state population data and area size
used to determine population density from the Nige-
ria National Bureau of Statistics (11).

Population Immunity Model

We sought to model declining immunity against
monkeypox at 2 levels. At the individual level, we
assumed that smallpox vaccination provides 85% ef-
fective cross-immunity against MPXV among all vac-
cinated persons (12) and that the level of serologic im-
munity to MPXV for each vaccinated person would
decline at a constant rate until it reached 0%, at which
point the person would be fully susceptible to MPXV.
We set the rate of decline for serologic immunity lev-
els at 1.29% (95% CI 0.56-2.71) per year, based on
findings from a 2006 study in which the authors plot-
ted the fraction of vaccinated case-patients protected
against fatal or severe disease against the number of
years since their most recent smallpox vaccination
(13). At the population level, we assumed that 77.2%
of the population in 1970 had received smallpox vac-
cination based on data from a series of surveys in
1969 that reported the proportion of populations in
northern and western regions of Nigeria with evi-
dence of smallpox vaccination by jet injectors (14). We
used population sizes of these 2 regions to calculate a
weighted country-level estimate of vaccination cover-
age, which we used in the model (Table 1). Because
the surveys were conducted through 1969, we chose
1970 as the first year for the model.

In each subsequent year, we calculated that the
size of the vaccinated population in the model would
decline at a rate equivalent to that year’s crude death
rate. The difference between total population report-
ed by World Bank and the living vaccinated popula-
tion represented the immunologically naive popula-
tion; this figure accounted for the number of newly

born children and unvaccinated immigrant persons
recruited into the subsequent year’s unvaccinated
population figure for the model. We calculated pop-
ulation immunity level by multiplying the propor-
tion of the living vaccinated population in the total
population by the individual immunity level. The
model used countrywide population data, not state
population data, because the latter became available
only beginning with the 1991 census (15). We as-
sumed that vaccination coverage was uniform across
all states in 1970 and no subsequent vaccination cam-
paigns occurred after 1970. To visualize the decline
of immunity over time, we plotted the proportion of
immunological-naive populations during 1970-2018
and superimposed individual- and population-level
immunity levels onto this plot (Figure 1).

Geographic Distribution

We tabulated total confirmed and suspected or
probable cases in each state through September
2020 based on case definitions (Table 2) and mapped
these data as a chronopleth (Figure 2, panel A). We
calculated population density and annual popula-
tion growth rate during 2006-2016 for each state
(Table 3) and mapped these data with Nigeria's
2018 road network overlaid as a chronopleth (16)
(Figure 2, panel B). Risk ratios were calculated for
states with population densities and annual growth
rates higher than the national averages (Table 3).
Only states with confirmed cases were considered
for analysis because the definition of suspected or
probable cases has low specificity and can lead to
misdiagnosis with similar rash-like illnesses such
as varicella zoster virus (17).

Results

Increase in Susceptible Population over Time

During 1970-2018, the overall population of Nigeria
increased from 55.98 million to 195.87 million. The
unvaccinated, immunologically naive population in-
creased from 12.76 million (22.8% of total population)
in 1970 to 177.62 million (90.7% of total population)
in 2018. From 43.22 million (77.2% of total popula-
tion) in 1970, the vaccinated population declined
to ~18.25 million (9.3% of total population) in 2018.

Table 1. Estimation of a weighted country-level estimate of smallpox vaccination coverage, Nigeria, 1969

Category Northern Nigeria Western Nigeria
Population assessed* 6.8 million 4.4 million
Weight assigned to region in calculation of overall coverage, % 60.7 39.3
Proportion of population with evidence of smallpox vaccination, %
Region 88.4 60.0
Nation 77.2

*Provided in the source study (14).
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Figure 1. Relationship between population- and individual-level smallpox vaccination and immunity rates and resurgence of monkeypox

cases in Nigeria, 1970-2018.

In addition, the cross-immunity protection of 85%
conferred by smallpox vaccination for monkeypox,
using the assumed linear rate of decline over time
from vaccination, fell to only 23.1% (95% CI 0.0%-
58.1%) among vaccinated persons. Combining the ef-
fects of declining immunity from these 2 factors, the
overall population immunity, estimated to be 65.6%
in 1970, declined to only 2.2% (95% CI 0.0%-5.4%) in
2018 (Figure 1). In 2016, the year preceding the out-
break, the percentage of the population vaccinated
was 10.1% and estimated population immunity was
2.6% (95% C1 0.0%-6.0%).

Geographic Distribution

States that reported >10 confirmed cases within a year
were Rivers (36), Bayelsa (31), Lagos (19), and Delta
(17) (Table 3). Exported cases in the United Kingdom,
Singapore, and Israel had epidemiologic linkages to
clusters in these states with the highest numbers of
monkeypox cases (18,19). Most states with confirmed
cases were concentrated in the South-West (3), South-
South (6), and South-East (4) zones, with sporadic
spread to the North-West and North-Central zones,
which include highly populated states such as the
Federal Capital Territory (FCT), Nasawara, and Pla-
teau (Table 3).

Among 17 states with confirmed cases, 4 (Riv-
ers, Akwa Ibom, Oyo, and FCT) had annual popula-
tion growth rates higher than the national average of
3.93%; Abuja (FCT), the capital city, increased 15.3%
(Table 3). In 2016, the national population density
was 421.1 persons/km?, but 8 states had population
densities >500 persons/km? Lagos state reported
more than 3,500 persons/km? (Table 3). A dense net-
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work of roads converges in the South-South zone
and Lagos state, an area with an overall population
density of >1,000 persons/km? (Figure 2, panel B).
States with population densities higher than the na-
tional average were 2.1 (95% CI 1.0-4.2) times more
likely to report confirmed cases (p = 0.039). High-
er risk (risk ratio 1.2, 95% CI 0.5-2.7; p = 0.65) was
also observed among states with annual popula-
tion growth higher than the national average, albeit
without statistical significance.

Discussion

Our investigation shows that a large decline in esti-
mated population immunity was observed before a
2017 increase in cases of monkeypox. On this basis,
we postulate a relationship between decreased im-
munity to smallpox and resurgence of monkeypox
in Nigeria. The potential role of declining popula-
tion immunity in the resurgence of monkeypox has
been raised in earlier studies (4,6,7,20). Epidemiolog-
ic evidence suggests previous smallpox vaccination

Table 2. Case definitions for monkeypox in Nigeria

Term Definition

Suspected case  Acute illness with fever >38.3°C, intense
headache, lymphadenopathy, back pain,
myalgia, and intense asthenia followed 1-3
days later by a progressively developing rash
often beginning on the face (most dense) then
spreading elsewhere on the body, including
soles of feet and palms of hand

Meets the clinical case definition; not
laboratory confirmed, but has an
epidemiological link to a confirmed case
Clinically compatible case that is laboratory
confirmed by positive IgM, PCR, or virus
isolation

Probable case

Confirmed case
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Figure 2. Monkeypox in Nigeria and factors affecting spread. A) Case distribution by state, September 2017-September 2020. B)
Population density by state in 2016 (gray shading) and nationwide road network in 2018 (black lines).

provides at least partial protection against severe
MPXV infections (13,20), further supported by im-
munologic studies of smallpox vaccine. Residual IgG
and neutralizing antibodies were shown to persist in
vaccinated persons (21-23) and have been associat-
ed with milder disease among infected patients (24).
Among US monkeypox patients, those vaccinated
for smallpox displayed evidence of vaccination im-
munity (orthopoxvirus [OPXV] IgG and memory
B cells) after monkeypox exposure (24). Smallpox
vaccine induces both humoral and cell-mediated
response against OPXV, including MPXYV, targeting
a wide range of viral particles and preventing viral
replication (23,25).

Our results show that the effect of a decline in
individual-level immunity among vaccinated per-
sons, as well as population growth in the postvac-
cination era, has substantially reduced the overall
population immunity level within the past 45 years.
The median age of the patients was 29 years old (2),
notably higher than for previous outbreaks except
from the 2017 outbreak in Central African Republic
(median 27.5 years of age) and a single case in Sierra
Leone in 1970 (27.5 years old) (4). This finding can
be explained by the fact that children too young to
get vaccinated in the 1970s have grown up and now
form most of the contemporary susceptible popula-
tion. The smallpox vaccination campaign officially
ceased in 1980; by 2017, when the monkeypox out-
break in Nigeria occurred, the unvaccinated cohort
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would encompass all residents <37 years of age. This
contemporary susceptible population is composed
mainly of working adults who maintain wider social
contact and are more likely to engage in activities
that include risk of animal exposures, such as hunt-
ing, farming, or trading bush meat (26). In addition,
the expanding unvaccinated population means that
entire households are now susceptible to monkey-
pox instead of just children, which enhances the risk
of human-to-human transmission. In fact, the index
case in 2017 was part of a 5-member family cluster
of cases (27).

Most confirmed cases were concentrated in the
southern zones, which are characterized as natural
ecologic niches of monkeypox because of swamps
and rain forests (2,4). Satellite imagery during 2000-
2016 shows a substantial increase in built-up areas
and farmland in southern Nigeria, created at the ex-
pense of these forested areas (28). This expansion of
developed areas increases the likelihood of reservoir
animals, such as rodents, rabbits, and primates, be-
ing displaced from their natural habitat and living
among humans, thus increasing interspecies con-
tact (29). Past serologic surveys found higher sero-
prevalence of OPXV-specific IgG among residents
of forested habitat, suggesting frequent exposure
to MPXV and other OPXV (5,30,31). This evidence
is further supported by the disproportionate preva-
lence among men in this outbreak (male:female ratio
= 3:1), because predominantly men perform most
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high-risk occupations dealing with wild animals,
such as hunting and trading bush meat (4,32). In ad-
dition, expansion of urban transport networks may
have contributed to widespread transmission in this
outbreak, because states with >10 confirmed cases
tended to be converging points for major roads (Fig-
ure 2, panel B).

Of note, an increasing number of cases were
detected in drier savannahs in the northern zones,
which are not typical ecologic niches of MPXV (2).
This finding is possibly because more animal-human
interfaces are occurring outside of MPXV natural
habitats because of savannah being cleared for farm-
ing and settlement. In fact, savannah-to-agricultural
land transition constituted the largest segment of land
conversion in Nigeria during 1975-2013 (33). More-
over, interstate railway lines and highways may have
enabled patients from monkeypox clusters to travel
north from southern locations and subsequently in-
fect local residents.

Reemergence of Human Monkeypox, Nigeria

Several models have conceptualized zoonotic
transmission as a multistage process with several
bottlenecks that can influence the probability of
spillover (8,34). In these models, host-specific and
pathogen-specific factors determine how many
pathogens are released into the environment and
how long they survive. Individual human behav-
iors determine the probability and dose of expo-
sure; individual human physiology and immunity
determine the probability and severity of infection
upon exposure (8). In other words, although urban-
ization and land conversion increase the frequency
of animal exposure and the average exposure dose,
human immunity potentially opposes this effect by
lowering the probability of infection. At the same
time, although smallpox vaccination may provide
partial protection, sufficiently large infectious inocu-
lum, through prolonged or frequent animal contact,
can overcome such protection and manifest symp-
tomatically (24,35).

Table 3. Annual population growth and number of cases, by state, Nigeria, 2006—2016*

Population density,

Population density,

Annual population

State Zone Area, km? 2006, persons/km?® 2016, persons/km? growth, % No. cases

Abia SE 4,900 580.7 760.7 3.1 1-9 confirmed cases
Adamawa NE 38,700 82.1 109.8 3.4 Only suspected/probable cases
Akwa Ibom SS 6,900 565.5 794.5 4.0 1-9 confirmed cases
Anambra SE 4,865 858.8 1,136.2 3.2 1-9 confirmed cases
Bauchi NE 49,119 94.7 1331 4.0 Only suspected/probable cases
Bayelsa SS 9,059 188.2 251.5 3.4 30-39 confirmed cases
Benue NC 30,800 138.1 186.4 3.5 1-9 confirmed cases
Borno NE 72,609 57.4 80.7 4.0 Only suspected/probable cases
Cross River SS 21,787 132.8 177.5 3.4 1-9 confirmed cases
Delta SS 17,108 240.4 331.0 3.8 11-19 confirmed cases
Ebonyi SE 6,400 340.1 450.1 3.2 Only suspected/probable cases
Edo SS 19,187 168.5 220.8 3.1 1-9 confirmed cases

Ekiti SW 5,435 441.4 601.8 3.6 1-9 confirmed cases
Enugu SE 7,534 433.7 585.5 3.5 1-9 confirmed cases

FCT NC 7,607 184.9 468.5 15.3 1-9 confirmed cases
Gombe NE 17,100 138.3 190.5 3.8 No cases

Imo SE 5,288 742.7 1,022.8 3.8 1-9 confirmed cases
Jigawa NW 23,287 187.3 250.3 3.4 No cases

Kaduna NW 42,481 143.9 194.3 3.5 Only suspected/probable cases
Kano NW 20,280 463.6 644.8 3.9 Only suspected/probable cases
Katsina NW 23,561 246.2 3324 3.5 Only suspected/probable cases
Kebbi NW 36,985 88.1 120.1 3.6 Only suspected/probable cases
Kogi NC 27,747 119.4 161.2 3.5 Only suspected/probable cases
Kwara NC 35,705 66.2 89.4 3.5 Only suspected/probable cases
Lagos SW 3,671 2,482.6 3,418.8 3.8 11-19 confirmed cases
Nasarawa NC 28,735 65.1 87.8 3.5 1-9 confirmed cases
Niger NC 68,925 57.4 80.6 4.0 Only suspected/probable cases
Ogun SW 16,400 228.7 318.2 3.9 No cases

Ondo SW 15,820 218.8 295.3 3.5 Only suspected/probable cases
Osun SW 9,026 378.6 521.3 3.8 No cases

Oyo SW 26,500 210.6 295.9 4.0 1-9 confirmed cases
Plateau NC 27,147 118.1 154.7 3.1 1-9 confirmed cases
Rivers SS 10,575 491.6 690.7 4.0 30-39 confirmed cases
Sokoto NwW 27,825 133.1 179.6 3.5 No cases

Taraba NE 56,282 40.8 54.5 3.4 No cases

Yobe NE 46,609 49.8 70.7 4.2 No cases

Zamfara NW 37,931 86.4 119.0 3.8 Only suspected/probable cases
National average  NA 24,592 304.4 4211 3.93

*NA, not applicable; FCT, Federal Capital City; NC, North-Central; NE, North-East; NW, North-West; SE, South-East; SS, South-South; SW, South-West.
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Although no cases were reported in Nigeria dur-
ing 1978-2017, because of the high prevalence of
smallpox vaccination among the 1970s cohort, mild
and asymptomatic infections might have occurred but
gone unreported. In addition, the West Africa clade
is associated with lower virulence (36), which could
have enabled the disease to spread through mild or
asymptomatic cases not captured by passive surveil-
lance. In fact, before the 2017 outbreak, monkeypox
was not in the Integrated Disease Surveillance and
Response system list of reportable diseases (37). Se-
rologic surveys of West Africa populations revealed
active levels of IgG suggestive of routine exposure to
OPXV, albeit without patients recalling symptoms or
having scars (6,30). The resurgence of monkeypox in
Nigeria in 2017, although seemingly unprecedented,
may be the result of alignment of several control gaps
in the spillover process, driven by a combination of
factors: modern urbanization, urban densification,
waning of immunity among vaccinated residents,
and accumulation of unvaccinated cohorts.

This study is subject to some limitations be-
cause our model was built on several assumptions.
We assumed that the base population in 1970 start-
ed with a uniform immunity level of 85%; in reality,
persons vaccinated before 1970 would have had a
lower immunity level at the start of the model and
persons vaccinated from 1970-1980 would have
started with a higher immunity level at a later year.
We assumed that 77.2% vaccination coverage was
uniform across all states, but our uniform vacci-
nation coverage and protection levels represent a
simplified averaging of heterogeneous rates of cov-
erage across states. Finally, for our model, we as-
sumed that no vaccination campaigns occurred in
Nigeria after 1970. In fact, several vaccination cam-
paigns were conducted during 1969-1980 in Ni-
geria (38), but there was insufficient data on these
campaigns’ frequency and coverage to accurately
quantify their effects on the population immunity
level. The model also did not account for changing
kinetics of antibodies and T-cells in persons receiv-
ing a booster dose (39).

Next, in the absence of state-specific population
growth rates, we were unable to simulate rural-ur-
ban migration in the model, which resulted in an
urban-rural growth differential and could lead to
differential increase in the susceptible population
between states (40,41). However, accurately esti-
mating this effect would require expanding the pa-
rameters of a future model to account for population
migration between states, data that are not pub-
licly available. Last, the estimated rate of serologic

1012

immunity decline we used had a wide confidence
interval in the source study (13); that would have
increased the margin of error for our estimates of
individual and population immunity levels. The
model would benefit from future studies that more
accurately estimate rates of immunity decline.

The wide geographic spread of the 2017 outbreak
in Nigeria was likely driven by the lower level of re-
sidual OPXV immunity, population growth, an in-
crease in the proportion of susceptible persons, and
potential spillover events at the animal-human inter-
faces caused by human settlements encroaching into
forested areas. The initial spillovers may have been
followed by rapid human-to-human transmission
enabled by high population density and a growing
immunologically naive population fully susceptible
to MPXV. High prevalence among working adults
21-40 years of age, born after universal vaccination
programs were discontinued, suggests that declining
population immunity plays a substantial role in the
reemergence of monkeypox.

Fewer monkeypox cases were diagnosed in 2020,
which other researchers have attributed to the self-
limiting nature of MPXV human transmission (e.g.,
because of nonairborne mode of transmission, low
probability of infection per contact) (4,42). However,
we cannot rule out the possibility of future muta-
tions that might enable sustained human-to-human
transmission or adoption of more cosmopolitan ani-
mal reservoir hosts. Such occurrences would present
substantial public health risks. These ongoing risks
highlight the importance of serosurveillance to un-
derstand the extent of OPXV endemicity within the
population. The role of vaccination in preventing
monkeypox is being considered, and clinical trials
for healthcare workers are underway (43,44). In the
absence of seroprevalence data in Nigeria, this study
provides an alternative method to estimate the resid-
ual level of vaccine immunity and adds another per-
spective to the discourse on monkeypox reemergence
in West Africa.
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Death in People from Dog Bites

Rabies vaccines are highly effective, but delivering them can be
challenging. The challenge is even greater for stray animals, which
might not trust a stranger trying to deliver a life-saving vaccination.

How can public health officials ensure that stray dogs
(and the people around them) are protected against rabies?

Some researchers may have an answer: Oral vaccines in dog treats.

In this EID podcast, Dr. Ryan Wallace, a CDC veterinary
epidemiologist, explains an innovative strategy for
delivering safe and effective oral vaccines.
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Animal Reservoirs and Hosts
for Emerging Alphacoronaviruses
and Betacoronaviruses

Ria R. Ghai, Ann Carpenter, Amanda Y. Liew, Krystalyn B. Martin, Meghan K. Herring, Susan |. Gerber,
Aron J. Hall, Jonathan M. Sleeman, Sophie VonDobschuetz, Casey Barton Behravesh

The ongoing global pandemic caused by coronavirus dis-
ease has once again demonstrated the role of the fam-
ily Coronaviridae in causing human disease outbreaks.
Because severe acute respiratory syndrome coronavirus
2 was first detected in December 2019, information on
its tropism, host range, and clinical manifestations in ani-
mals is limited. Given the limited information, data from
other coronaviruses might be useful for informing scien-
tific inquiry, risk assessment, and decision-making. We
reviewed endemic and emerging infections of alphacoro-
naviruses and betacoronaviruses in wildlife, livestock,
and companion animals and provide information on the
receptor use, known hosts, and clinical signs associated
with each host for 15 coronaviruses detected in humans
and animals. This information can be used to guide imple-
mentation of a One Health approach that involves human
health, animal health, environmental, and other relevant
partners in developing strategies for preparedness, re-
sponse, and control to current and future coronavirus
disease threats.

oronaviruses are a family of RNA viruses whose

large genomes, propensity for mutation, and fre-
quent recombination events have resulted in a diver-
sity of strains and species that are capable of rapid
adaptation to new hosts and ecologic environments
(1). This viral plasticity has garnered widespread
concern because of zoonotic potential and the conse-
quences of new emergence events in both human and
animal populations. The emergence of a new strain
of severe acute respiratory syndrome coronavirus
2 (SARS-CoV-2), which causes coronavirus disease
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(COVID-19) has once again demonstrated the role
of the family Coronaviridae in causing human disease
outbreaks. SARS-CoV-2, a novel betacoronavirus,
was identified in human patients from Wuhan, China,
during December 2019 and has resulted in a global
pandemic, an unprecedented public health emergen-
cy, and untold economic and societal repercussions
worldwide. Similar to the 2002-2003 severe acute re-
spiratory syndrome (SARS) epidemic, a live animal
market where hundreds of animal species were sold
is suspected to be associated with the emergence or
early spread of COVID-19 in humans (2).

Although COVID-19 is novel in the breadth of
the human outbreak, several pathogenic alphacoro-
naviruses and betacoronaviruses have shown similar
patterns of emergence. As early as the 1930s, corona-
viruses pathogenic to livestock, companion animals,
and laboratory animals were identified (3). During
the 1960s, 2 human coronaviruses, HCoV-229E and
HCoV-OC43, were detected in patients who had com-
mon colds (4,5). Although it is speculated that HCoV-
OC43 might also have emerged through a global
pandemic in the late 1800s (6), the 2002-2003 SARS
outbreak is the first known global epidemic caused by
a coronavirus. The SARS epidemic triggered research
within this viral family (3). This research led to detec-
tion of 2 new human coronaviruses, HCoV-NL63 and
HCoV-HKU1 (7,8). HCoV-229E, HCoV-OC43, HCoV-
NL63, and HCoV-HKU1 are now accepted as glob-
ally endemic common cold species that are typically
associated with mild-to-moderate respiratory illness.
In 2012, the most deadly human coronavirus to date
was detected in the Arabian Peninsula: Middle East
respiratory syndrome coronavirus (MERS-CoV) (9).
A cumulative body of research on these and other
coronaviruses has shown that most alphacoronavi-
ruses and betacoronaviruses infecting humans have
come from animal hosts and that both historic pat-
terns and coronavirus biology establish an urgent
ongoing threat to human and animal health (10).
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Although coronaviruses are divided into 4 viral gen-
era, namely alphacoronaviruses, betacoronaviruses,
gammacoronaviruses, and deltacoronaviruses, we fo-
cus on alphacoronaviruses and betacoronaviruses be-
cause all known human coronaviruses are from these
genera, and they may therefore pose an increased risk
for causing future pandemics.

This review is intended to compile data to inform
a One Health approach to combatting emerging al-
phacoronaviruses and betacoronaviruses. One Health
is a collaborative, multisectoral, and transdisciplinary
approach—working at the local, regional, national,
and global levels —with the goal of achieving optimal
health outcomes recognizing the interconnection be-
tween humans, animals, plants, and their shared en-
vironment (11). For example, in Qatar, a One Health
approach for MERS-CoV prevention and control has
been implemented since early in the outbreak, and
is associated with improvements in coordination,
joint outbreak response rates, and diagnostic capac-
ity (12). Similarly, in the United States, establishment
of the One Health Federal Interagency COVID-19
Coordination Group has been instrumental in ensur-
ing an efficient and coordinated all-of-government
response by creating a mechanism to communicate,
share timely updates, and align messaging (13). More
generally, the One Health approach is endorsed as
an effective means of combatting zoonotic diseases
internationally by the Tripartite international health
organizations, consisting of the Food and Agricul-
ture Organization of the United Nations, the World
Health Organization, and the World Organisation for
Animal Health (14).

As with other zoonotic diseases, effective im-
plementation of a One Health approach for emerg-
ing coronaviruses requires an understanding of the
transmission dynamics and human and animal hosts
associated with the pathogen. Therefore, this review
summarizes information from other coronavirus
emergence events, which might be useful in identi-
fying trends, establishing baselines, and informing
decision-making by using a One Health approach
around the current COVID-19 pandemic and future
emerging coronavirus threats. Specifically, we pro-
vide information on the receptor used by each cur-
rent or previously emerging coronavirus because
tropism can help predict host susceptibility (Table
1) for all known hosts of each coronavirus and their
host category (i.e., reservoir, intermediate, spill-
over, susceptible through experimental infection,
or nonsusceptible through experimental infection)
(Table 2, https://wwwnc.cdc.gov/EID/article/27/
4/20-3945-T2.htm) and clinical signs associated with
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coronavirus infection (Table 3, https://wwwnc.cdc.
gov/EID/article/27/4/20-3945-T3.htm)

Emerging Coronaviruses and Wildlife

More than 70% of zoonotic emerging infectious dis-
eases in humans are caused by pathogens that have
a wildlife origin (11). Several mammalian orders are
now known to host coronaviruses, including carni-
vores, lagomorphs, nonhuman primates, ungulates
and rodents (3). However, the attention has focused
on Chiroptera (bats), which are hypothesized to be
the origin host for all alphacoronaviruses and beta-
coronaviruses, and therefore all human coronavirus-
es (Table 2) (1,3).

After rodents, bats are the second most diverse
and abundant mammalian order, comprising 20% of
all mammalian biodiversity worldwide. In the past 2
decades, research has intensified to determine why
bats harbor more zoonotic diseases than other mam-
malian taxa, including pathogens that result in high-
consequence infectious diseases, such as Ebola and
Marburg filoviruses; Nipah and Hendra paramyxovi-
ruses; and SARS-CoV, SARS-CoV-2, and MERS-CoV,
emerging in humans (15). Behavioral and ecologic
traits, such as their gregariousness, sympatry with
mixed species assemblages in roosts, and long lifes-
pan relative to size, have been suggested explanations
for why bats are reservoirs to many viral pathogens
(15). Physiologically, bats have comparatively high
metabolic rates and typically do not show clinical
signs after viral infection. Recently, it has also been
shown that bats have several immune characteristics
that are unique among mammals and that cumula-
tively dampen their antiviral responses (16). Those
factors also probably contribute to their effectiveness
as viral reservoirs.

Coronavirus richness and diversity detected in
bats far exceeds those of other mammalian orders;
>11 of 18 chiropteran families across 6 continents
have tested positive for >1 coronavirus species (3).
A study surveying the diversity of wildlife corona-
viruses across global disease hotspots identified 100
distinct viruses, of which 91 were detected in bats
(10). This study reported that patterns of coronavi-
rus diversity mirrored bat diversity and evolution-
ary history, reinforcing the idea that bats are the
predominant reservoir of zoonotic and emerging
coronaviruses (10). On the basis of extrapolations
made in the same study, Anthony et al. predicted
that bats harbor ~3,204 coronaviruses, most of which
remain undetected (10). Although much coronavirus
diversity remains to be detected, several SARS-like
coronaviruses have been detected already in bats,

Emerging Infectious Diseases « www.cdc.gov/eid « Vol. 27, No. 4, April 2021



Table 1. Current or previously emerging coronaviruses*

Animal Reservoirs and Hosts for Coronaviruses

Receptor (abbreviation)

Pathogen (abbreviation) Disease (abbreviation) Viral genus [suspected]
Alphacoronavirus 1 (ACoV1); strain canine enteric Canine coronavirus infection Alphacoronavirus Aminopeptidase N
coronavirus (CCoV) (CCoV) (APN, CD13)
Alphacoronavirus 1 (ACoV1); strain feline Feline infectious peritonitis virus  Alphacoronavirus Aminopeptidase N
infectious peritonitis virus (FIPV) (FIP) (APN, CD13)
Bat coronavirus HKU10 NA Alphacoronavirus Unknown
Ferret systemic coronavirus (FRSCV) Ferret systemic coronavirus Alphacoronavirus Unknown

(FRSCV)-associated disease

Human coronavirus NL63
Human coronavirus 229E

Porcine epidemic diarrhea virus (PEDV)

Common cold
Common cold

Porcine epidemic diarrhea

Alphacoronavirus Angiotensin-converting
enzyme 2 (ACE2)
Human aminopeptidase N
(hAPN, CD13)

[Aminopeptidase N

Alphacoronavirus

Alphacoronavirus

(PED) (APN, CD13)]
Rhinolophus bat coronavirus HKUZ2; strain swine ~ Swine acute diarrhea syndrome  Alphacoronavirus Unknown
acute diarrhea syndrome coronavirus (SADS- (SADS)
CoV)
Betacoronavirus 1; strain bovine coronavirus NA Betacoronavirus ~ Human leukocyte antigen

Betacoronavirus 1; strain canine respiratory
coronavirus

Betacoronavirus1; strain human coronavirus
0C43

Human coronavirus HKU1

Middle East respiratory syndrome coronavirus

Canine infectious respiratory
disease (CIRD)
Common cold
Common cold

Middle East respiratory

class | (HLA-1)
Human leukocyte antigen
class | (HLA-1)
Human leukocyte antigen
class | (HLA-1)
Human leukocyte antigen
class | (HLA-1)
Dipeptidyl peptidase 4

Betacoronavirus

Betacoronavirus

Betacoronavirus

Betacoronavirus

(MERS-CoV) syndrome (MERS) (DPP4, CD26)
Severe acute respiratory syndrome coronavirus Severe acute respiratory Betacoronavirus Angiotensin-converting
(SARS-CoV) syndrome (SARS) enzyme 2 (ACE2)
Severe acute respiratory syndrome coronavirus 2 Coronavirus disease Betacoronavirus Angiotensin-converting
(SARS-CoV-2) (COVID-19) enzyme 2 (ACE2)

*All coronaviruses are described in Tables 2 and 3, including the receptor used for viral entry. NA, not available.

including viruses that use the same human cellular
receptor molecule as SARS-CoV and SARS-CoV-2,
and might therefore pose an increased risk for future
emergence from bats to humans (17).

Despite the risks associated with bat-origin coro-
naviruses, bats play integral roles in ecosystems, in-
cluding insect suppression through predation, prey
for numerous predators, pollinators for economi-
cally and ecologically useful plants, and seed dis-
persal for countless tropical trees and shrubs (18).
Therefore, mitigating the risks of future emergence
events from bats would benefit from minimizing
close interaction between humans and bats and oth-
er wildlife, by reducing or stopping wildlife sales at
wet markets, wildlife hunting, and encroachment on
wildlife habitat.

Although further research on bats might help to
understand the origins of coronaviruses, other wild-
life species are intermediate hosts for human emerg-
ing coronaviruses. Intermediate hosts might not only
add complexity to coronavirus transmission dynam-
ics, but might also amplify viral spillover to new hosts
by closing gaps in interaction frequency between spe-
cies, and by increasing transmissibility and/or infec-
tiousness through viral adaptation (19). A canonical
example is SARS-CoV, whose intermediate host is
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accepted to be palm civets (Table 2; Appendix,
https:/ /wwwnc.cdc.gov/EID/article/27/4/20-
3945-Appl.pdf). In this instance, close interaction be-
tween humans and civets sold through wildlife mar-
kets probably facilitated transmission to humans, and
passage and ongoing recombination in civet interme-
diate hosts is believed to have played a critical role in
human receptor tropism (19,20) (Table 1).

Some wildlife species are at risk for human coro-
navirus spillover. Wild great apes, all species of which
are endangered, are a taxonomic group vulnerable to
spillover from humans, at least in part because they
are our closest living relatives. Several documented
respiratory outbreaks that resulted in clinical signs
ranging from mild illness to death in chimpanzee and
gorilla populations originated from a human source
(21,22). The human betacoronavirus HCoV-OC43
was reported as the causative agent of mild-to-mod-
erate respiratory illness among wild chimpanzees in
Cote D'Ivoire in late 2016 and early 2017 (Table 2; Ap-
pendix), suggesting the susceptibility of these chim-
panzees to human coronaviruses. As the COVID-19
pandemic continues, there is concern that susceptible
wildlife, such as great apes, might be exposed to the
virus through human contact, resulting in a new host
reservoir, which could pose a risk for perpetuating
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enzootic transmission and zoonotic transmission into
recovering human populations.

Wildlife infections with SARS-CoV-2 have al-
ready occurred; the first natural infection of SARS-
CoV-2 in a wild animal, and the first confirmed ani-
mal cases in the United States, were in tigers (n = 5)
and lions (n = 3) at a zoo in New York, NY (Table
2; Appendix). Unlike most other asymptomatic ani-
mal cases reported previously, the large cats dem-
onstrated respiratory signs that included coughing
and wheezing but ultimately made a full recovery
(Table 3). SARS-CoV-2 infection in wild felids in
captivity highlights the complex interactions hu-
mans might have with wildlife, including the poten-
tial for human-to-wildlife transmission. Given these
interlinkages, framing risk by using a One Health
approach might more comprehensively address the
socioeconomic and environmental drivers of disease
emergence, leading to potentially novel, mutually
beneficial solutions. For example, risks could be re-
duced by improving wildlife importation, trade and
market regulations, and sanitary standards, which
would not only protect public health and animal
health but also result in positive wildlife conserva-
tion outcomes.

Emerging Coronaviruses and Livestock

Some coronaviruses naturally infect livestock and
can have devastating economic consequences,
such as swine acute diarrhea syndrome coronavi-
rus (SADS-CoV), porcine epidemic diarrhea virus
(PEDV), and betacoronavirus 1. Although recent
studies suggest that pigs are not susceptible hosts
for SARS-CoV-2 infection (23,24), pigs are a com-
mon host for alphacoronaviruses and betacoronavi-
ruses; 6 viral species cause disease (25) (Table 2). Of
these species, the enteric alphacoronavirus PEDV is
considered reemerging, and the enteric alphacoro-
navirus SADS-CoV (a strain of the Rhinolophus bat
coronavirus HKU?2) is considered emerging (25). Al-
though PEDV was detected in China in the 1970s, a
highly pathogenic variant caused considerable loss-
es to the United States pork industry in 2013-2014
(26). SADS-CoV is highly pathogenic in swine and
was detected in Guangdong Province in China dur-
ing 2016-2017, causing the death of nearly 25,000
piglets (27) (Table 3). SADS-CoV emerged within
100 km of the accepted locale of the SARS index case,
and like SARS-CoV and SARS-CoV-2, SADS-CoV is
suspected to originate in horseshoe bats (Rhinolophus
spp.) (Table 2; Appendix). However, unlike SARS-
CoV and SARS-CoV-2, SADS-CoV has not been de-
tected outside China (25).
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Among betacoronaviruses, a strain of betacoro-
navirus 1 also infects pigs (25). Porcine hemaggluti-
nating encephalomyelitis virus has been circulating
for decades and causes rapid death in piglets (25)
(Table 3). Unlike other coronaviruses, betacoronavi-
rus 1 is a unique species complex, in that its distinct
strains are host-specific to a range of different spe-
cies, including wild and domestic ungulates, rabbits,
and canines (19,28) (Table 2; Appendix). Perhaps
the most well-studied strain of betacoronavirus 1 is
bovine coronavirus (BCoV), which has a major eco-
nomic role because it can be associated with a suite
of clinical disease in calves and cattle, including calf
diarrhea, winter dysentery, and respiratory infec-
tion (28) (Table 3). BCoV also infects several other
livestock species, including horses, sheep, and cam-
els (19,28) (Table 2).

Livestock have also been intermediate hosts in
the emergence of 3 human coronaviruses. An un-
known ungulate species, speculated to be cattle, is
accepted as the intermediate host of HCoV-OC43
(6,29), a strain of betacoronavirus 1 (Table 2). On the
basis of molecular clock calculations, HCoV-OC43 is
predicted to have jumped from livestock to humans
around 1890, a timeframe coincident with pandem-
ics of respiratory disease in cattle (which resulted
in widespread culling) and humans (although this
outbreak is historically attributed to influenza) (6).
Dromedary camels are accepted as established hosts
of MERS-CoV and are believed to be associated with
the emergence of HCoV-229E in humans on the ba-
sis of closely related viruses found in camelids (Table
2; Appendix). Dromedary camels inhabit the Middle
East and northern Africa and comprise 90% of extant
camels on earth. In much of their range, dromedaries
are a major livestock species that are used as racing
and working animals, as well as for their milk, meat,
and hides.

Livestock can also be spillover hosts of human
coronavirus infection. After the 2002-2003 SARS
outbreak, a study conducted on farms in Xiqing
County, China, tested livestock (pigs, cattle, chick-
ens, and ducks) and companion animals (dogs and
cats), leading to detection of 1 pig that was posi-
tive for SARS-CoV by antibody test and reverse
transcription PCR (30) (Table 2). A larger and more
complex series of livestock outbreaks of SARS-
CoV-2 has been unfolding since April 2020. Mink
farms across Europe and North America have re-
ported outbreaks of SARS-CoV-2 (Tables 2, 3). In
most outbreaks, farmed mink were suspected to be
initially infected by COVID-19-positive farm em-
ployees (31,32). Findings from the Netherlands have
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also identified instances of spillback from mink to
humans through ongoing investigations (33). Na-
tional surveillance and control efforts have been
implemented in several countries, many of which
have subsequently identified other SARS-CoV-2-
positive species living on or nearby mink farms, in-
cluding cats, dogs, and escaped or wild mink (32).
Several countries have implemented mandatory re-
porting of any virus-positive animals and depopu-
lation or quarantine of affected farms (32). In Eu-
rope, several million mink have been culled, and a
moratorium has been placed on the mink industry
in some countries; such early and coordinated One
Health actions are needed to prevent bidirectional
transmission of zoonotic diseases (32).

Emerging Coronaviruses and

Companion Animals

Companion animals are members of many house-
holds and can improve the physical and mental well-
being of their owners (34). In the United States, ~71.5
million households (57%) own >1 companion animal
(35). Among households with companion animals,
dogs (67%) and cats (44%) are the most commonly
owned (35). Despite the many benefits of pet owner-
ship, close interactions with pets pose risks for zoo-
notic disease transmission (34). Zoonotic diseases that
are spread between humans and companion animals
include rabies, salmonellosis, campylobacteriosis,
and hookworm (34,36,37). Companion animals are
estimated to be a source of >70 human diseases (38),
and the burden of zoonotic diseases attributed to in-
teractions with companion animals is substantial. For
example, rabies kills 59,000 persons per year glob-
ally, and 99% of human rabies cases originate from
rabid dogs (37).

Several common coronaviruses have been de-
tected in companion animals, although none of the
coronaviruses that are endemic to companion animal
populations are zoonotic. One of the most common
respiratory diseases in dogs is canine infectious re-
spiratory disease, or kennel cough, which typically
causes cough and nasal discharge in puppies and
dogs (39,40). Although kennel cough can be caused
by several pathogens, most frequently the bacterium
Bordetella bronchiseptica, canine respiratory coronavi-
rus (CRCoV) is a contributing pathogen to this syn-
drome (39,41) (Table 1). CRCoV is believed to origi-
nate from BCoV through a common ancestor, host
variant, or a host species shift and is therefore consid-
ered a strain of betacoronavirus 1 (39,41). Regardless
of how CRCoV and BCoV are genetically related, ex-
perimental studies have shown that dogs challenged
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with BCoV can become infected and transmit the vi-
rus to other dogs, although they do not exhibit clini-
cal signs of disease (Tables 2, 3; Appendix).

Canine enteric coronavirus (CCoV) is an al-
phacoronavirus often associated with mild enteri-
tis in puppies and dogs, especially in group hous-
ing situations (42). However, during 2005, a novel,
highly pathogenic variant strain of CCoV-II, CB/05,
was identified (43) (Table 2). This new variant is
now pantropic, and results in a mortality rate up to
100% in isolated outbreaks in puppies (43) (Table 3).
Because of its increased pathogenicity and changes
in tissue tropism, CCoV is considered an emerging
pathogen (42).

Although CCoV is generally considered to be spe-
cific to dogs, cats experimentally challenged with the
virus can be infected with CCoV and mount an an-
amnestic response to further exposure, although they
do not develop clinical signs of illness (Table 3; Ap-
pendix). In addition, although there are 2 serotypes
of feline coronavirus (FCoV), FCoV type I and FCoV
type 1I, type Il is hypothesized to have originated
from a recombination event between FCoV type I and
CCoV, which suggests co-infections of coronaviruses
among companion animals might yield opportunity
for emergence of new disease (44).

Companion animals might also act as spillover
hosts for human coronaviruses. A study after the
2002-2003 SARS outbreak showed that pet cats liv-
ing in a Hong Kong, China, apartment complex were
naturally infected with SARS during the epidemic
(45). After the epidemic, challenge experiments in
cats and ferrets found that both species could be ex-
perimentally infected and transmit the infection to
immunologically naive animals of the same species
they were housed with (45) (Table 2). In this experi-
ment, cats did not show clinical signs of illness, al-
though ferrets became lethargic, showed develop-
ment of conjunctivitis, and died on days 16 and 21
postinfection. However, unlike human cases, there
was no evidence that SARS-CoV-associated pneu-
monia was a cause of death (Table 3). Rather, the
main findings in deceased ferrets were marked he-
patic lipidosis and emaciation (45).

Companion animals, specifically dogs and cats,
are among the most commonly infected groups of
animals in the ongoing COVID-19 pandemic. Natu-
ral cases of suspected human-to-animal transmission
have been confirmed in dogs and cats from several
countries, and the earliest reports date back to March
2020 in Hong Kong (32). As of January 2021, there
are ~100 confirmed cases of SARS-CoV-2 infections
in dogs and cats in the United States; most of those
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cases resulted from exposure to owners who had
COVID-19 (46). Experimental challenge studies ad-
ditionally suggest that similar to SARS-CoV, several
companion animals, including cats, ferrets, and gold-
en hamsters, are all susceptible to SARS-CoV-2 infec-
tion under laboratory conditions (Table 2; Appendix).
Furthermore, studies in cats, hamsters, and ferrets
showed that they are capable of direct and indirect
transmission to healthy animals of the same species
in experimental settings (23,24,47,48), which under-
scores the need for infection prevention and control
practices for humans and companion animals (49).

The global prevalence of companion animal
ownership underscores the need for better under-
standing of pathogens, such as coronaviruses, that
can infect pets. Because companion animals harbor
endemic coronaviruses and might also be at risk for
spillover for some human zoonotic coronaviruses,
there is potential for coronavirus recombination
events and new viral emergence to occur within
these hosts. Therefore, ensuring that persons under-
stand how to safely interact with their companion
animals is essential for ensuring that persons and
companion animals stay healthy while also protect-
ing animal welfare.

Conclusions

A considerable number of mammalian species, includ-
ing wildlife, livestock, and companion animals, are
susceptible to infection with alphacoronaviruses and
betacoronaviruses. The propensity of alphacorona-
viruses and betacoronaviruses to jump to new hosts,
coupled with their relatively large host ranges, sug-
gests that a One Health approach could be used to de-
velop strategies to mitigate the effects of current and
future coronavirus emergence events. During the CO-
VID-19 pandemic, One Health collaboration between
public health and veterinary sectors has already bol-
stered critical healthcare resources and infrastructure,
leading to improvements in diagnostic testing capac-
ity and human resource availability (50). In the United
States, the One Health Federal Interagency COVID-19
Coordination Group has developed risk communica-
tion and messaging for companion animals, livestock,
and wildlife and has been instrumental in coordinat-
ing joint outbreak response and diagnostic testing in
animals. As these examples highlight, integration of
the One Health approach into preparedness planning,
joint epidemiologic investigations, surveillance, labo-
ratory diagnostics, risk assessment, and field research
is not only beneficial but a useful approach to safe-
guard the health, welfare and safety of humans, ani-
mals, and their shared environment.

1020

Acknowledgments

We thank members of the COVID-19 One Health Working
Group of the Centers for Disease Control and Prevention,
the One Health Federal Interagency Coordination Group,
and state and local partners for providing valuable contri-
butions and insights for this manuscript.

The opinions expressed by authors contributing to this
journal do not necessarily reflect the opinions of the
Centers for Disease Control and Prevention, Emory
University, or the Food and Agriculture Organization of
the United Nations, but do represent the views of the US
Geological Survey.

About the Author

Dr. Ghai is an associate service fellow in the One Health
Office, National Center for Emerging and Zoonotic Infec-
tious Diseases, Centers for Disease Control and Preven-
tion, Atlanta, GA. Her primary research interests include
One Health, disease ecology, and zoonotic diseases.

References

1. Woo PC, Lau SK, Huang Y, Yuen K-Y. Coronavirus
diversity, phylogeny and interspecies jumping. Exp Biol
Med (Maywood). 2009;234:1117-27. https:/ /doi.org/
10.3181/0903-MR-94

2. Huang C, Wang Y, Li X, Ren L, Zhao J, Hu Y, et al. Clinical
features of patients infected with 2019 novel coronavirus in
Wuhan, China. Lancet. 2020;395:497-506. https:/ /doi.org/
10.1016/5S0140-6736(20)30183-5

3. Drexler JE, Corman VM, Drosten C. Ecology, evolution and
classification of bat coronaviruses in the aftermath of SARS.
Antiviral Res. 2014;101:45-56. https:/ /doi.org/10.1016/
j-antiviral.2013.10.013

4. Hamre D, Procknow JJ. A new virus isolated from the human
respiratory tract. Proc Soc Exp Biol Med. 1966;121:190-3.
https:/ /doi.org/10.3181/00379727-121-30734

5. McIntosh K, Dees JH, Becker WB, Kapikian AZ, Chanock RM.
Recovery in tracheal organ cultures of novel viruses from
patients with respiratory disease. Proc Natl Acad Sci U S A.
1967;57:933-40. https:/ /doi.org/10.1073 / pnas.57.4.933

6. Vijgen L, Keyaerts E, Moés E, Thoelen I, Wollants E,
Lemey P, et al. Complete genomic sequence of human
coronavirus OC43: molecular clock analysis suggests a
relatively recent zoonotic coronavirus transmission event.
J Virol. 2005;79:1595-604. https:/ /doi.org/10.1128/
JV1.79.3.1595-1604.2005

7. van der Hoek L, Pyrc K, Jebbink MF, Vermeulen-Oost W,
Berkhout RJ, Wolthers KC, et al. Identification of a new
human coronavirus. Nat Med. 2004;10:368-73.
https:/ /doi.org/10.1038 /nm1024

8. Woo PC, Lau SK, Chu CM, Chan KH, Tsoi HW, Huang Y,
et al. Characterization and complete genome sequence of a
novel coronavirus, coronavirus HKU1, from patients with
pneumonia. J Virol. 2005;79:884-95. https:/ /doi.org/
10.1128/]JV1.79.2.884-895.2005

9. Zaki AM, van Boheemen S, Bestebroer TM, Osterhaus AD,
Fouchier R. Isolation of a novel coronavirus from a man with
pneumonia in Saudi Arabia. N Engl ] Med. 2012;367:1814-20.
https:/ /doi.org/10.1056/ NEJMoa1211721

Emerging Infectious Diseases « www.cdc.gov/eid « Vol. 27, No. 4, April 2021



10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

Anthony 5], Johnson CK, Greig DJ, Kramer S, Che X,
Wells H, et al.; PREDICT Consortium. Global patterns in
coronavirus diversity. Virus Evol. 2017;3:vex(012.

https:/ /doi.org/10.1093/ve/vex012

Centers for Disease Control and Prevention. One Health.
2020 [cited 2020 Jul 15]. https:/ /www.cdc.gov/onehealth/
index.html

Farag E, Nour M, Islam MM, Mustafa A, Khalid M,
Sikkema RS, et al. Qatar experience on One Health approach
for Middle East respiratory syndrome coronavirus,
2012-2017: a viewpoint. One Health. 2019;7:100090.

https:/ /doi.org/10.1016/j.onehlt.2019.100090

Newman A, Smith D, Ghai RR, Wallace RM, Torchetti MK,
Loiacono C, et al. First reported cases of SARS-CoV-2
infection in companion animals —New York, March-April
2020. MMWR Morb Mortal Wkly Rep. 2020;69:710-3.
https:/ /doi.org/10.15585/ mmwr.mmé6923e3

World Health Organization, Food and Agriculture
Organization of the United Nations, World Organisation
for Animal Health. Taking a multisectoral, One Health ap-
proach: a tripartite guide to addressing zoonotic diseases in
countries. Geneva: The Organization; 2019.

Luis AD, Hayman DT, O’Shea TJ, Cryan PM, Gilbert AT,
Pulliam JR, et al. A comparison of bats and rodents as
reservoirs of zoonotic viruses: are bats special? Proc Biol
Sci. 2013;280:20122753. https:/ / doi.org/10.1098/
rspb.2012.2753

Banerjee A, Baker ML, Kulcsar K, Misra V, Plowright R,
Mossman K. Novel insights into immune systems of bats.
Front Immunol. 2020;11:26. https:/ /doi.org/10.3389/
fimmu.2020.00026

Ge X-Y, LiJ-L, Yang X-L, Chmura AA, Zhu G, Epstein JH,
et al. Isolation and characterization of a bat SARS-like
coronavirus that uses the ACE2 receptor. Nature.
2013;503:535-8. https:/ /doi.org/10.1038 /nature12711
Kasso M, Mundanthra B. Ecological and economic
importance of bats (order Chiroptera). Int Sch Res Notices.

2013;2013:187415 [cited 2021 Jan 22]. https:/ /www.hindawi.

com/journals/isrn/2013/187415

Corman VM, Muth D, Niemeyer D, Drosten C. Hosts and
sources of endemic human coronaviruses. In: Kielian M,
Mettenleiter TC, Roossinck MJ, editors. Advances in Virus
Research. New York: Academic Press; 2018. p. 163-88.
Song H-D, Tu C-C, Zhang G-W, Wang S-Y, Zheng K,

Lei L-C, et al. Cross-host evolution of severe acute respiratory
syndrome coronavirus in palm civet and human. Proc Natl
Acad Sci U S A. 2005;102:2430-5. https:/ /doi.org/
10.1073/pnas.0409608102

Kéndgen S, Schenk S, Pauli G, Boesch C, Leendertz FH.
Noninvasive monitoring of respiratory viruses in wild
chimpanzees. EcoHealth. 2010;7:332-41. https:/ /doi.org/
10.1007/s10393-010-0340-z

Scully EJ, Basnet S, Wrangham RW, Muller MN, Otali E,
Hyeroba D, et al. Lethal respiratory disease associated with
human rhinovirus C in wild chimpanzees, Uganda, 2013.
Emerg Infect Dis. 2018;24:267-74. https:/ /doi.org/10.3201/
€1d2402.170778

Shi J, Wen Z, Zhong G, Yang H, Wang C, Huang B, et al.
Susceptibility of ferrets, cats, dogs, and other domesticated
animals to SARS-coronavirus 2. Science. 2020;368:1016-20.
https:/ /doi.org/10.1126/ science.abb7015

Schlottau K, Rissmann M, Graaf A, Schon J, Sehl ],
Wylezich C, et al. Experimental transmission studies of
SARS-CoV-2 in fruit bats, ferrets, pigs and chickens. Lancet
Microbe. 2020;1:e218-25. https:/ /doi.org/10.1016/
S2666-5247(20)30089-6

Emerging Infectious Diseases *« www.cdc.gov/eid « Vol. 27, No. 4, April 2021

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

Animal Reservoirs and Hosts for Coronaviruses

Wang Q, Vlasova AN, Kenney SP, Saif L]. Emerging and
re-emerging coronaviruses in pigs. Curr Opin Virol.
2019;34:39-49. https:/ /doi.org/10.1016/j.coviro.2018.12.001
Lee C. Porcine epidemic diarrhea virus: An emerging and
re-emerging epizootic swine virus. Virol J. 2015;12:193.
https:/ /doi.org/10.1186/512985-015-0421-2

Zhou P, Fan H, Lan T, Yang X-L, Shi W-F, Zhang W, et al.
Fatal swine acute diarrhoea syndrome caused by an
HKU2-related coronavirus of bat origin. Nature.
2018;556:255-8. https:/ /doi.org/10.1038 /s41586-018-0010-9
Amer HM. Bovine-like coronaviruses in domestic and wild
ruminants. Anim Health Res Rev. 2018;19:113-24.

https:/ /doi.org/10.1017/51466252318000117

Vijgen L, Keyaerts E, Lemey P, Maes P, Van Reeth K,
Nauwynck H, et al. Evolutionary history of the closely
related group 2 coronaviruses: porcine hemagglutinating
encephalomyelitis virus, bovine coronavirus, and human
coronavirus OC43. ] Virol. 2006;80:7270-4. https:/ /doi.org/
10.1128/JV1.02675-05

Chen W, Yan M, Yang L, Ding B, He B, Wang Y, et al.
SARS-associated coronavirus transmitted from human to pig.
Emerg Infect Dis. 2005;11:446-8. https:/ /doi.org/10.3201/
€id1103.040824

Oreshkova N, Molenaar R-J, Vreman S, Harders F,

Oude Munnink BB, Hakze-van der Honing RW, et al.
SARS-CoV-2 infection in farmed minks, the Netherlands,
April and May 2020. Euro Surveill. 2020;25:2001005.

https:/ /doi.org/10.2807/1560-7917.ES.2020.25.23.2001005
World Organisation for Animal Health. COVID 19 portal
events in animals; 2020 [cited 2020 Jul 13]. : https:/ /www.
oie.int/en/scientific-expertise/ specific-information-and-
recommendations/questions-and-answers-on-2019novel-
coronavirus/events-in-animals

Oude Munnink BB, Sikkema RS, Nieuwenhuijse DF,
Molenaar R], Munger E, Molenkamp R, et al. Transmission of
SARS-CoV-2 on mink farms between humans and mink and
back to humans. Science. 2021;371:172-7. https:/ /doi.org/
10.1126/ science.abe5901

Centers for Disease Control and Prevention. Healthy pets,
healthy people, 2020 [cited 2020 Jul 13]. https:/ /www.cdc.
gov/healthypets/index.html

American Veterinary Medical Association. Pet ownership
and demographics sourcebook. Schaumburg (IL): The
Association; 2018.

Smith K, Boxrud D, Leano F, Snider C, Braden C,
Montgomery S, et al.; Centers for Disease Control and
Prevention (CDC). Outbreak of multidrug-resistant
Salmonella typhimurium associated with rodents purchased
at retail pet stores — United States, December 2003-
October 2004. MMWR Morb Mortal Wkly Rep. 2005;
54:429-33.

Hampson K, Coudeville L, Lembo T, Sambo M, Kieffer A,
Attlan M, et al.; Global Alliance for Rabies Control Partners
for Rabies Prevention. Estimating the global burden of
endemic canine rabies. PLoS Negl Trop Dis. 2015;9:e0003709.
https:/ /doi.org/10.1371/journal. pntd.0003709

Stull JW, Brophy ], Weese JS. Reducing the risk of pet-
associated zoonotic infections. CMA]J. 2015;187:736-43.
https:/ /doi.org/10.1503/cma;j. 141020

Erles K, Toomey C, Brooks HW, Brownlie J. Detection of a
group 2 coronavirus in dogs with canine infectious
respiratory disease. Virology. 2003;310:216-23.

https:/ /doi.org/10.1016 /S0042-6822(03)00160-0

Erles K, Brownlie J. Canine respiratory coronavirus: an
emerging pathogen in the canine infectious respiratory
disease complex. Vet Clin North Am Small Anim Pract.

1021



SYNOPSIS

41.

42.

43.

44.

45.

46.

1022

2008;38:815-25, viii. https:/ /doi.org/10.1016/
j-cvsm.2008.02.008

Erles K, Shiu K-B, Brownlie J. Isolation and sequence
analysis of canine respiratory coronavirus. Virus Res. 2007;
124:78-87. https:/ /doi.org/10.1016/j.virusres.2006.

10.004

Licitra BN, Duhamel GE, Whittaker GR. Canine enteric
coronaviruses: emerging viral pathogens with distinct
recombinant spike proteins. Viruses. 2014;6:3363-76.
https:/ /doi.org/10.3390/v6083363

Buonavoglia C, Decaro N, Martella V, Elia G, Campolo M,
Desario C, et al. Canine coronavirus highly pathogenic for
dogs. Emerg Infect Dis. 2006;12:492-4. https:/ /doi.org/
10.3201/eid1203.050839

Pratelli A. Genetic evolution of canine coronavirus and
recent advances in prophylaxis. Vet Res. 2006;37:191-200.
https:/ /doi.org/10.1051/ vetres:2005053

Martina BE, Haagmans BL, Kuiken T, Fouchier RA,
Rimmelzwaan GF, Van Amerongen G, et al. Virology: SARS
virus infection of cats and ferrets. Nature. 2003;425:915.
https://doi.org/10.1038/425915a

US Department of Agriculture. Cases of SARS-CoV-2 in
animals in the United States, 2020 [cited 2020 Dec 20].

47.

48.

https:/ /www.aphis.usda.gov/aphis/ourfocus/
animalhealth/sa_one_health/sars-cov-2-animals-us

Kim Y-I, Kim S-G, Kim S-M, Kim E-H, Park S-J, Yu K-M,

et al. Infection and rapid transmission of SARS-CoV-2

in ferrets. Cell Host Microbe. 2020;27:704-709.e2.
https://doi.org/10.1016/j.chom.2020.03.023

Halfmann PJ, Hatta M, Chiba S, Maemura T, Fan S, Takeda M,
et al. Transmission of SARS-CoV-2 in domestic cats. N Engl |
Med. 2020;383:592-4. https:/ / doi.org/10.1056/ NEJMc2013400

49. Centers for Disease Control and Prevention. Toolkit: One
Health approach to address companion animals with
SARS-CoV-2, 2020 [cited 2020 Dec 20]. https://www.cdc.
gov/coronavirus/2019-ncov/animals/ toolkit.html
Lorusso A, Calistri P, Mercante MT, Monaco F, Portanti O,
Marcacci M, et al. A “One-Health” approach for diagnosis
and molecular characterization of SARS-CoV-2 in Italy.
One Health. 2020;10:100135. https:/ /doi.org/10.1016/
j-onehlt.2020.100135

50.

Address for correspondence: Ria R. Ghai, Centers for Disease
Control and Prevention, 1600 Clifton Rd NE, Mailstop H16-5,
Atlanta, GA 30329-4027, USA; email: ofu9@cdc.gov

The Public Health Image Library (PHIL)

The Public Health Image Library
(PHIL), Centers for Disease Control
and Prevention, contains thousands
of public health—related images,
including high-resolution (print
quality) photographs, illustrations,
and videos.

PHIL collections illustrate
current events and articles,

supply visual content for health
promotion brochures, document
the effects of disease, and enhance
instructional media.

PHIL images, accessible to PC
and Macintosh users, are in the
public domain and available
without charge.

Visit PHIL at:
http://phil.cdc.gov/phil

Emerging Infectious Diseases « www.cdc.gov/eid « Vol. 27, No. 4, April 2021



Difficulties in Differentiating
Coronaviruses from Subcellular
Structures in Human Tissues
by Electron Microscopy

Hannah A. Bullock, Cynthia S. Goldsmith, Sherif R. Zaki, Roosecelis B. Martines, Sara E. Miller

Efforts to combat the coronavirus disease (COVID-19)
pandemic caused by severe acute respiratory syndrome
coronavirus 2 (SARS-CoV-2) have placed a renewed fo-
cus on the use of transmission electron microscopy for
identifying coronavirus in tissues. In attempts to attribute
pathology of COVID-19 patients directly to tissue damage
caused by SARS-CoV-2, investigators have inaccurately
reported subcellular structures, including coated vesicles,
multivesicular bodies, and vesiculating rough endoplas-
mic reticulum, as coronavirus particles. We describe mor-
phologic features of coronavirus that distinguish it from
subcellular structures, including particle size range (60—
140 nm), intracellular particle location within membrane-
bound vacuoles, and a nucleocapsid appearing in cross
section as dense dots (6—12 nm) within the particles. In
addition, although the characteristic spikes of coronavi-
ruses may be visible on the virus surface, especially on
extracellular particles, they are less evident in thin sec-
tions than in negative stain preparations.

he Coronaviridae family of viruses contains sev-

eral human pathogens, including severe acute
respiratory syndrome coronavirus 2 (SARS-CoV-2),
the causative agent of the coronavirus disease (CO-
VID-19) pandemic. Since early 2020, the unprec-
edented collective response to the COVID-19 pan-
demic from the scientific and medical community
has led to numerous SARS-CoV-2-related publica-
tions and underscored the urgent need to demon-
strate and verify the presence of coronavirus direct-
ly in tissues. Among these publications are reports
describing the pathology of SARS-CoV-2 infection
in patient specimens, which have been scrutinized
intensely by electron microscopy (EM) for evidence
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of the virus. Consequently, several articles have er-
roneously described the identification of coronavi-
rus particles by EM in the lung (1-6), kidney (6-13;
B. Diao et al., unpub. data, https://doi.org/10.1101
/2020.03.04.20031120), heart (14,15), brain (16), liver
(17), intestine (6,18), skin (19), and placenta (20-22)
(Table). However, most of the presumed virus or vi-
rus-like particles shown in all of these reports either
represent normal subcellular organelles previously
demonstrated in cells (23) or, otherwise, lack suffi-
cient ultrastructure and morphologic features to be
conclusively identified as coronavirus. Since early
May 2020, letters to the editors of several journals
have refuted these descriptions (24-30), yet the mis-
identification of coronavirus particles continues. It
is essential for our collective understanding of CO-
VID-19 clinical pathology and pathogenesis as well
as the field of diagnostic EM that these misidentifica-
tions of SARS-CoV-2 particles be addressed.

As of November 2020, only 2 articles and 1 let-
ter to the editor had been published documenting
clear EM evidence of SARS-CoV-2 directly in tissue
samples (30-32), and another 2 articles showed rare
viral particles (33,34). Here, we review published
articles that used EM to search for SARS-CoV-2 in
patient tissue samples. Our goal is to highlight the
importance of coronavirus morphology and cellu-
lar localization in diagnosis and detection. In ad-
dition, we provide a side-by-side comparison of
the subcellular structures that have been most fre-
quently misinterpreted as SARS-CoV-2 along with
actual viral particles that have been identified in
COVID-19 autopsy tissues.

Coronavirus Structure

Knowledge of coronavirus ultrastructure and mor-
phogenesis is paramount to avoiding errors in
identification. The name coronavirus was coined by
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June D. Almeida, who visualized the virus by EM
in 1967 (35). The name was derived from the sur-
face peplomers or spikes that give the viral parti-
cles the appearance of having a solar corona. These
spikes are one of the more distinctive features for a
coronavirus. For diagnostic EM, coronaviruses can

be observed using 2 techniques, negative stain (36)
and thin section (36,37). Negatively stained samples
are prepared by adsorbing virus suspended in fluid
onto a plastic-coated grid, wicking off excess liq-
uid, and staining with a heavy-metal salt solution.
The virus is coated with the stain, which penetrates

Table. Structures misidentified as coronavirus particles by transmission electron microscopy in publications, March—November 2020*

Structures misidentified as coronavirus

Original reference Tissue (Figure no., panel) Correct identification Response

Yao et al. (1) Lung Spiked vesicles in the cytoplasm (1, A—C) CCVs NA

Pesaresi et al. (2) Lung Vacuole containing vesicles (1, A, B) MVB NA

Clusters of dark particles some associated RER and possibly
with membranes (1, C, D) ribosomes
Clusters of dark particles (2, A, B, E) Unidentifiable structures
Grimes et al. (3) Lung Vacuole containing vesicles (2, A) MVB NA
Spiked vesicle in cytoplasm (2, B) Possible CCV

Ackermann et al. (4) Lung Dark circular structures (3, D) Unidentifiable structure  Scholkmann et al. (29)
Borczuk et al. (5) Lung Clusters of dark particles associated with Vesiculating RER NA

membranes (6, E)

Spiked vesicle in cytoplasm (7, F) ccv
Bradley et al. (6) Lung Collections of vesicles (5, A, D) Unidentifiable structures  Dittmayer et al. (30)
Coated vesicles (5, B) CCVs
Vacuole containing vesicles (5, C) MVB
Intestine  Circular membranes in cytoplasm (5, E) ~ Unidentifiable structures NA
Extracellular spiked vesicles (5, F) Unidentifiable structures
Kidney  Spiked vesicles within a membrane (5, G) CCVs NA
Membrane bound vesicles (5, H) Unidentifiable structures
Suetal. (7) Kidney Spiked vesicles in cytoplasm (2, A-D) CCVs Calomeni et al. (24);
Miller et al. (27);
Roufosse et al. (28)
Kissling et al. (8) Kidney Vacuole containing vesicles (1, E, F) MVB Calomeni et al. (24);
Miller et al. (27);
Roufosse et al. (28)
Varga et al. (9) Kidney Circular membrane structures with Vesiculating RER Goldsmith et al. (26);
surrounding black dots (1, A, B) Roufosse et al. (28)
Farkash et al. (10) Kidney Spiked vesicles in cytoplasm (3, A-C) CCVs Miller et al. (25);
Roufosse et al. (28)
Vacuole containing vesicles (3, D) MVB
B. Diao et al., unpub. Kidney Spiked vesicles in cytoplasm (3) CCVs Roufosse et al. (28)
data,

https://doi.org/10.1101/20
20.03.04.20031120

Abbate et al. (11) Kidney Spiked vesicle in cytoplasm (1) ccv NA
Menter et al. (12) Kidney Vacuoles containing vesicles (4, A—C) MVB, NA
Collection of membrane bound particles Unidentifiable structure
(4. D)
Werion et al. (13) Kidney Circular vesicles with internal black dots Outside-in RER NA
(3, A-C)
Tavazzi et al. (14) Heart Spiked vesicles in cytoplasm (2, A-F) CCVs Dittmayer et al. (30)
Dolhnikoff et al. (15) Heart Roughly circular black structures (3, A, D)  Unidentifiable structures  Dittmayer et al. (30)
Clusters of dark particles, some RER and clusters of
associated with membranes (3, B, C) ribosomes
Paniz-Mondolfi et al. (16) Brain Vacuole containing circular particles (3, A, Unidentifiable structures NA
B
Vacuole containing vesicles (1, C, D) MVB
Wang et al. (17) Liver Circular structures with surrounding black Vesiculating RER NA
dots (1, M; 2, J)
Qian et al. (18) Intestine Spiked vesicles in cytoplasm (3, A, B) CCVs NA
Colmenero et al. (19) Skin Spiked vesicle in cytoplasm (4, D) ccv NA
Hosier et al. (20) Placenta Spiked vesicles in cytoplasm (4, C—F) CCVs NA
Spherical particles (4, G-I) Unidentifiable structures
Algarroba et al. (21) Placenta Spiked vesicles in cytoplasm (2—-6) CCVs NA

Sisman et al. (22) Placenta Vacuole containing circular particles (1, C) Unidentifiable structures NA

*CCV, clathrin or coatomer coated vesicles; MVB, multivesicular body; NA, not

applicable; RER, rough endoplasmic reticulum.
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between spikes protruding on the virus surface,
making them visible. Thus, negative stain EM im-
ages readily show the prominent spikes that are
associated with coronaviruses (Figure 1, panel A).
For thin section EM, tissues or infected cell culture
specimens are fixed in formalin or glutaraldehyde,
stained with osmium, embedded in epoxy resin,
baked to harden, and sectioned using an ultrami-
crotome. The resulting ultrathin sections show
a cross-sectional view of the cells and viruses. In
ultrathin sections of fixed tissues, coronavirus
particles are 100 nm in diameter including their
peplomer spikes and 80 nm in diameter excluding
spikes (Figure 1, panel B). The spikes on corona-
virus particles within cytoplasmic vacuoles (Fig-
ure 1, panel C) are not easily visible by thin sec-
tion EM, unless the tissue is processed with tannic

Differentiating Coronavirus by Electron Microscopy

acid; instead, they usually appear as a fuzz on the
surface of the virus. The difference in the appear-
ance of the virus in negative stain versus thin sec-
tion contributes to the confusion and misidentifi-
cation of coronaviruses. Spikes are very rarely as
clear in thin-sectioned specimens as they are when
seen by negative stain EM.

Coronavirus Biology

Proper identification of coronaviruses within tissue
samples requires understanding the biology of the
virus and its replicative process (37-39); this knowl-
edge ensures that the microscopist is searching for
it in the correct cellular location, saving valuable
time and helping to avoid misidentifying normal
cellular structures as virus. In an infected cell, virus
replication takes place within the host cell cytoplasm.

Figure 1. Overview of the ultrastructural features of coronavirus morphology as seen by negative stain and thin section. A)
Extracellular viral particles 100 nm in diameter with prominent peplomers (spikes). Prepared from a cell culture sample by
negative stain using heavy metal salt solutions to coat the outside of the virus. Scale bar indicates 100 nm. B) Extracellular
viral particles ~100 nm in diameter with clearly visible spikes. Cross sections through the helical nucleocapsid are visible on the

interior of the particle as electron-dense black dots, 6-12 nm in diameter. Prepared by thin section from a formalin-fixed autopsy
specimen. Scale bar indicates 100 nm. C) Intracellular viral particles ~80 nm in diameter held within a membrane-bound vacuole.
Cross sections through the helical nucleocapsid are visible inside the particles. Prepared by thin section from a formalin-fixed
autopsy specimen. Scale bar indicates 200 nm. D) Intracellular viral particles (arrowhead) within a membrane-bound vacuole and
nearby clathrin-coated vesicles (CCV) in the cytoplasm (arrows). CCV spikes directly contact the cell cytosol; viral spikes, barely
visible as a faint fuzz, contact the vacuole contents. Cross sections through the helical nucleocapsid are visible inside the viral
particles but not within the CCVs. Prepared by thin section from a glutaraldehyde-fixed cell culture sample. Scale bar indicates
500 nm.
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Several studies have documented that the coronavi-
rus replicative process induces formation of modi-
fied host cell membranes, including structures like
double-membrane vesicles and convoluted mem-
branes (39,40). Coronavirus structural components,
including envelope, membrane, and spike proteins,
are inserted into the endoplasmic reticulum (ER) and
eventually move to the endoplasmic reticulum-Golgi
intermediate compartment (ERGIC) (37,41). Com-
plete virions are produced when the helical viral nu-
cleocapsids bud through membranes of the ERGIC,
taking with them ERGIC membrane, which pinches
off to form spherical viral particles inside vesicles; the
budding process provides the viral envelope (37,38).
This region between the rough ER (RER) and the
Golgi complex is known as the budding compart-
ment. Virions then accumulate in the intracisternal
space that forms a vacuole; if spikes were visible, they
would be observed within the area of this membrane-
bound vacuole (Figure 1, panels C, D). The vacuoles
with viral particles migrate to the cell surface where
the vacuolar and plasma membranes fuse, and the
virus is extruded, resulting in extracellular particles
in which spikes may be more apparent (38) (Figure
1, panel B). Of note, accumulations of coronavirus
would not be found free within the cytoplasm of a
cell, and at no point would the spikes of a coronavirus
be in direct contact with the cytosol.

Structures Commonly Misidentified
as Coronaviruses
We performed a literature search for reports pub-
lished during March 1-November 30, 2020, that
used EM to identify coronavirus directly in patient
specimens. We used the keywords ultrastructure or
electron microscopy in conjunction with COVID-19,
SARS-CoV-2, or coronavirus when searching Google
Scholar, PubMed, MEDLINE, Web of Science, and
Scopus. We identified 27 reports with EM findings.
Four of these reports and 1 letter to the editor includ-
ed correctly identified coronavirus (30-34). The other
23 articles revealed a pattern of subcellular structures
misidentified as virus (Table), including clathrin-
coated and coatomer-coated vesicles (CCVs; 48%),
multivesicular bodies (MVBs; 26%), circular cross-
sections through vesiculated RER (19%), spherical
invaginations of RER (4%), and other nonviral struc-
tures (30%). Figure 2 shows an overview of these sub-
cellular components observed within autopsy tissues.
The most common structures erroneously iden-
tified as coronaviruses were CCVs (Table; Figure 2,
panel A), which play essential roles in cellular trans-
port. The clathrin protein is associated with vesicle
formation and transport at the plasma membrane
and trans-Golgi network. Coatomer proteins mediate
transport within the Golgi complex and between the
Golgi complex and ER (42). Although the sizes of the

Figure 2. Overview of differential ultrastructural features of subcellular structures commonly misidentified as coronaviruses; all were
prepared by thin section from formalin-fixed autopsy specimens. A) Clathrin-coated vesicles (CCVs), circular vesicles with a fringe of
clathrin protein (arrow), in the cell cytoplasm range in size from 60 nm-100 nm. Differentiation: clathrin surrounding the vesicle may
be misinterpreted as viral spikes, however, CCVs are free in the cell cytoplasm, and clathrin is in direct contact with the cytoplasm.
Intracellular coronaviruses are found within membrane-bound vacuoles, and spikes, if visible, are in contact with the vacuolar
contents. CCVs lack the internal black dots that signify cross sections through the viral nucleocapsid. Scale bar indicates 200 nm. B)

Multivesicular body (MVB), a collection of membrane-bound roughly spherical vesicles formed by the inward budding of an endosomal
membrane. Differentiation: MVBs may be confused with a vacuolar accumulation of coronavirus particles. Vesicles within multivesicular
bodies do not have internal black dots that signify cross sections through the viral nucleocapsid. Scale bar indicates 200 nm. C)
Circular cross sections through rough endoplasmic reticulum (RER) (arrows) found free within the cytoplasm. Differentiation: ribosomes
along the endoplasmic reticulum may be confused with viral spikes. Ribosomes of vesiculating RER are in direct contact with the cell
cytoplasm, unlike coronavirus spikes, which would be in contact with vacuolar contents. Vesiculating RER lacks cross sections through
the viral nucleocapsid. Scale bar indicates 1 um.
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CCVs and the virus may be similar, the cellular lo-
cation of each and the lack of cross sections through
the viral nucleocapsid are key differentiating features
(Figure 1, panel D). CCVs are found free in the cy-
toplasm, not within the membrane-bound vacuoles
where intracellular coronavirus particles are found
(Figure 1, panel D). The clathrin or coatomer projec-
tions protruding from the vesicles as a fringe can be
easily misinterpreted as viral spikes. These clathrin
and coatomer proteins, however, are in direct con-
tact with the cell cytosol (Figure 1, panel D; Figure 2,
panel A), whereas spikes on intracellular coronavirus
particles, if visible, are within the vacuolar contents
and not the cell fluid (Figure 1, panels C, D). An ad-
ditional morphologic feature visible in coronaviruses
in thin section EM is the helical nucleocapsid (41,43),
which can be seen in cross sections as electron-dense
black dots 6-12 nm in diameter on the inside of the
viral particles (Figure 1 panels B-D). CCVs do not
contain these black dots (Figure 1, panel D; Figure 2,
panel A). The lack of these dots in a subcellular struc-
ture is a good indicator that it is not coronavirus.

Several reports have misidentified multivesicu-
lar bodies (MVBs) as coronavirus particles (Table).
MVBs are a type of late endosome consisting of mul-
tiple vesicles within a membrane-bound structure
formed from the inward budding of an outer endo-
somal membrane (Figure 2, panel B) and are part of
standard cellular processes for protein degradation
(23,24). MVBs may be confused with vacuolar ac-
cumulations of coronavirus; both have the appear-
ance of a membrane-bound collection of spherical
particles (Figure 1, panels C, D; Figure 2, panel B).
The key differentiating feature is the lack of cross
sections through the viral nucleocapsid within the
spherical profiles of the MVB. Any purported mem-
brane-bound accumulation of virus-like particles
without the black dots signifying cross sections
through the viral nucleocapsid is likely an MVB
rather than a vacuole containing coronavirus. MVBs
have also been misidentified as double-membrane
vesicles, a part of the replication complex for coro-
naviruses. However, double-membrane vesicles are
composed of 2 tightly apposed membranes, which
is not the case with MVBs (37,40). In a letter to the
editor of the journal Kidney International, Calomeni
et al. discussed the prevalence of MVBs in kidney
biopsies from the pre-COVID-19 era (24).

Circular cross sections through vesiculated RER,
with its ribosome-studded membranes, have also
been highlighted as viral particles in tissue samples
(Table). The RER is the site of protein synthesis and
plays a role in viral replication; however, it has been
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misidentified as virus itself in some recent publica-
tions. A thin section through an area of RER may
give the appearance of a circular membrane with
small dark spikes along the outside edge of the
membrane (Figure 2, panel C). In this instance, the
spikes along the membrane are in fact ribosomes,
not viral peplomers. The substantial variability in
size of circular cross sections through the RER in-
dicate that these are not viral particles; coronavirus
particles with spikes are typically around 80-100 nm
in diameter. Vesiculating RER also lacks the interior
black dots of cross sections through the viral nucleo-
capsid, and the ribosomes, mistaken for spikes, are
in direct contact with the host cell cytoplasm, rather
than the vacuolar content.

An additional structure that has misled investiga-
tors appears to be an invagination of RER that results
in roughly spherical particles with ribosomes inside
(13), referred to in one paper as outside-in RER (44).
These virus-like particles are uniform and compa-
rable in size to coronaviruses, <100 nm in diameter.
The particles meet the morphological criteria for a
coronavirus except that the dots inside are larger (=20
nm) than those in cross sections through coronavirus
nucleocapsids (=6-12 nm). The exact nature of their
composition or relationship to any cellular processes
has not been determined.

Identifying Coronaviruses Using

Formalin-Fixed Tissue and Formalin-Fixed,
Paraffin-Embedded Samples

Although EM alone is a powerful tool, a multipronged
approach for detecting and identifying viral particles
can be key to the prompt and accurate diagnosis of
the extent of infection and for further investigation
into disease pathology. This fact is particularly true
in rapidly developing situations, such as the COV-
ID-19 pandemic, when transmission of high-quality
scientific information is of paramount importance.
Although formalin- or glutaraldehyde-fixed tissues
embedded for EM are necessary for accurate classi-
fication of viral morphology and morphogenesis, the
detection of virus within a tissue may require a more
targeted approach to find the infected area, such as by
working closely with a pathologist to select promising
areas for EM from formalin-fixed tissues displaying
evident disease pathology (e.g., areas of pulmonary
consolidation) or by using formalin-fixed, paraffin-
embedded (FFPE) blocks (31).

The benefit of using FFPE samples is the ability
to perform a variety of diagnostic methodologies on
serial sections from the same tissue, enabling com-
parison and correlation of test results. For example,
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immunohistochemistry (IHC) tests using antibod-
ies for a specific pathogen can be applied to sec-
tions of FFPE tissue on glass slides and, based on
the IHC results, areas of interest that are likely to
contain the antigen or virus can be identified for
EM analysis. The selected areas can be prepared for
EM by embedding a tissue section 4-6 pm thick af-
fixed to a glass side in situ on the slide (on-slide), or
the targeted tissue can be removed from the FFPE
block using a biopsy punch, deparaffinized, and
embedded in epoxy (31,36). However, processing
and analyzing each of these sample types presents
challenges; the foremost is the accurate identifica-
tion of viral particles, because the ultrastructural
morphology of the virus and the surrounding tis-
sue may be degraded by the processing for light mi-
croscopy. Having an area of interest selected that is
already positive for a virus by another test, such as
IHC or in situ hybridization (ISH), aids in viral de-
tection and identification by EM. For this approach
to be successful, IHC and ISH assays must be rig-
orously evaluated and validated by using negative
controls and by testing antibody cross-reactivities
to prevent false positives and the misinterpretation
of nonspecific staining.

An example of this approach in autopsy tissues
is shown in Figure 3. We selected an area of inter-
est for EM based on a positive IHC result for SARS-
CoV-2 in ciliated epithelial cells from the trachea
(Figure 3, panel A). Using FFPE samples leads to
compromised ultrastructure and a reduction in vi-
ral particle size because of the additional process-
ing these samples undergo, including embedding
in paraffin, deparaffinizing, staining, and drying,

before being dehydrated and embedded in epoxy for
EM. This deteriorated ultrastructure is particularly
evident in the on-slide sample (Figure 3, panel B).
Although morphology is compromised, the presence
of large numbers of intracellular and extracellular
uniformly sized particles in areas corresponding to
positive immunostaining or molecular labeling are
clues to the presence of viruses. The extracellular vi-
ral particles are smaller than would be observed in
a typical glutaraldehyde-fixed thin section sample
due to shrinkage from processing, closer to 75 nm in
diameter than 100 nm, but can still be differentiated
from the surrounding ciliary structures. Closer ex-
amination of the FFPE biopsy punch sample (Figure
3, panel C) reveals apparent cross sections through
the viral nucleocapsid as well as a surrounding fuzz
which is suggestive of peplomers. Using a multifac-
eted approach such as this for SARS-CoV-2 detection
enables accurate determination of the localization of
the virus within tissues and correlation of histopath-
ological with ultrastructural features of SARS-CoV-2
infection.

Conclusions

EM is powerful in its ability to provide a window
into the ultrastructure, and thus function, of tissues
and the infectious agents they may contain. It gives
scientists a valuable tool to provide clear visual evi-
dence of viral infection and disease pathology, unlike
biochemical tests that require choosing a priori the
correct reagent and may yield false positive or false
negative results. However, knowledge of both viral
morphogenesis and normal subcellular architecture
is necessary to identify viruses correctly by EM. The

Figure 3. Use of immunohistochemistry and electron microscopy to detect severe acute respiratory syndrome coronavirus 2
(SARS-CoV-2) in formalin-fixed paraffin embedded (FFPE) autopsy tissues. A) Immunostaining (arrows) of SARS-CoV-2 in the
epithelial cells of the trachea. Scale bar indicates 20 ym. B) Ultrastructural features of extracellular SARS-CoV-2 particles (arrow)
in association with ciliated cells of the trachea from paraffin section in panel A, prepared using an FFPE on-slide method. Scale
bar indicates 200 nm. C) Thin section of a biopsy punch from the original FFPE block in panel A showing viral particles (arrow) =75

nm. Scale bar indicates 200 nm.

1028

Emerging Infectious Diseases « www.cdc.gov/eid « Vol. 27, No. 4, April 2021



issue of virus misidentification within tissue samples
is not unique to coronaviruses or limited to those
subcellular structures we addressed in this report;
nuclear pores may be mistaken for herpesvirus, peri-
chromatin granules for smaller DNA viruses such as
parvoviruses or polyomaviruses, and ribosomes for
picornaviruses. Neurosecretory granules and glyco-
calyceal bodies can also be misidentified as viruses
(23,45,46). Before declaring the presence of viruses,
particularly complex enveloped viruses with mul-
tiple appearances in different stages of maturation,
we recommend consulting with a trained diagnostic
EM professional who has extensive knowledge of vi-
ral ultrastructure. If, after such consultation, a defini-
tive identification still cannot be made, a descriptive
report may be used, including the size, morphology,
and cellular location of the particles of interest. One
should only use the term virus or a more specific
term, such as coronavirus, when the particles in ques-
tion can be positively identified. The term virus-like
may be used when only some morphologic criteria
for virus identification have been met or in cases of
deteriorated ultrastructure.

The use of diagnostic EM for infectious diseas-
es pathology research is at its best when it involves
collaboration between specialists in pathology, mi-
croscopy, and microbiology. The scientific commu-
nity’s interest in diagnostic EM and the need for
trained professionals in this field is highlighted by
the number of recent articles seeking to identify
SARS-CoV-2 particles in patient specimens. In each
case of erroneously identified coronavirus particles,
the structures mistaken for virus are common cel-
lular organelles. These misinterpretations are easy
to make without extensive training and are made
easier by the publication of incorrectly identified
viral structures. Articles with misidentified viral
particles are used by others to verify the presence
of viral particles in their own research, potentially
wrongfully documenting the presence of the virus
in damaged tissues. However, rather than actual
virus infection of a failing organ, the damage could
be due to lack of support of the infected organ due
to the body’s response to toxins, such as cytokines
and circulating debris, or to clotting (47,48). These
continued misinterpretations could have meaning-
ful impacts on future publications about coronavi-
rus detection and research.

Coronaviruses have been the cause of 3 life-
threatening human disease outbreaks over the past
18 years: SARS-CoV in 2002, Middle East respira-
tory syndrome coronavirus in 2012, and finally, the
2020 SARS-CoV-2 pandemic. Given the abundance
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of coronaviruses in the natural environment, the
scientific literature should accurately reflect the
nature of SARS-CoV-2 infection, including the ul-
trastructure and cellular location within the cell of
the virus. This need is important not only for our
current understanding of SARS-CoV-2 infection
but also as the public health community prepares
for future outbreaks. Diagnostic EM has played
a key role in previous outbreaks of Nipah virus,
SARS-CoV, monkeypox virus, and Ebola viruses,
as well as many others (49), and will continue to
be a tool for detecting and characterizing new and
emerging pathogens.
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Methicillin-resistant Staphylococcus aureus, bet-
ter known as MRSA, is often found on human skin.
But MRSA can also cause dangerous infections that
are resistant to common antimicrobial drugs. Epide-
miologists carefully monitor any new mutations or
transmission modes that might lead to the spread of
this infection.

Approximately 15 years ago, MRSA emerged in
livestock. From 2008 to 2018, the proportion of in-
fected pigs in Denmark rocketed from 3.5% to 90%.

What happened, and what does this mean for hu-
man health?

In this EID podcast, Dr. Jesper Larsen, a senior re-
searcher at the Statens Serum Institut, describes the
spread of MRSA from livestock to humans.
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Characteristics of SARS-CoV-2
Transmission among Meat
Processing Workers in Nebraska,
USA, and Effectiveness of Risk
Mitigation Measures

Jocelyn J. Herstein, Abraham Degarege, Derry Stover, Christopher Austin,
Michelle M. Schwedhelm, James V. Lawler, John J. Lowe, Athena K. Ramos, Matthew Donahue

The coronavirus disease (COVID-19) pandemic has
severely impacted the meat processing industry in the
United States. We sought to detail demographics and
outcomes of severe acute respiratory syndrome corona-
virus 2 infections among workers in Nebraska meat pro-
cessing facilities and determine the effects of initiating
universal mask policies and installing physical barriers
at 13 meat processing facilities. During April 1-July 31,
2020, COVID-19 was diagnosed in 5,002 Nebraska meat
processing workers (attack rate 19%). After initiating both
universal masking and physical barrier interventions,
8/13 facilities showed a statistically significant reduction
in COVID-19 incidence in <10 days. Characteristics and
incidence of confirmed cases aligned with many nation-
wide trends becoming apparent during this pandemic:
specifically, high attack rates among meat processing
industry workers, disproportionately high risk of adverse
outcomes among ethnic and racial minority groups and
men, and effectiveness of using multiple prevention and
control interventions to reduce disease transmission.

In the early months of the coronavirus disease
(COVID-19) pandemic, meat processing facilities
became among the largest epicenters of COVID-19
outbreaks in the United States (1). Declared a critical
infrastructure industry in April 2020 (2), meat pro-
cessing facilities are particularly vulnerable to COV-
ID-19 because of the high density of workers required
for operations, prolonged close contact of personnel
on the production line, indoor work environments
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with compact cafeteria and locker room areas, and a
workforce with diverse cultural and linguistic back-
grounds that make educational efforts more challeng-
ing (3). A Centers for Disease Control and Prevention
(CDC) report found that, as of May 31, 2020, >16,000
workers in meat and poultry processing facilities in
the United States had been diagnosed with COVID-19
and 86 had died (4); as of October 2020, those case
counts and deaths had more than tripled (5).

Meat processing facilities in Nebraska employ
~26,000 workers (6). The first COVID-19 illness
among meat processing facility workers in Nebraska
was identified March 9, 2020. As of July 2020, cases
had been reported among workers in 23 Nebraska
meat processing facilities. The University of Nebras-
ka Medical Center (UNMC) and Nebraska Depart-
ment of Health and Human Services partnered to
mitigate COVID-19 risks in Nebraska among workers
in this industry. Nebraska Department of Health and
Human Services expanded case investigations and
contact tracing teams and coordinated 2 mass testing
events with participating meat processing facilities.
UNMC created evidence-based guidelines for facili-
ties (7) and assembled a team of infectious disease
and infection prevention and control (IPC) experts to
provide onsite and virtual technical assistance to fa-
cilities to evaluate gaps in IPC practices and provide
facility-specific IPC recommendations.

Local and state health departments conducted
case investigations to collect information on demo-
graphics, employer, occupation, industry, illness
descriptions, medical history, and outcomes among
Nebraska meat processing workers. Moreover, al-
though industry-specific guidelines for mitigating
COVID-19 transmission in meat processing facilities
have been issued by CDC and other public health
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organizations (7,8), the effectiveness of these mea-
sures among workers has not been reported. We
present data on the effectiveness of initiating a uni-
versal mask policy and installing physical barriers
(plexiglass or plastic partitions) between worksta-
tions and at cafeteria tables on reducing COVID-19
incidence at meat processing facilities in Nebraska.

Methods

Characteristics of Laboratory-Confirmed Cases

We used SAS version 9.4 (https:/ /www.sas.com) to
develop a keyword algorithm to identify meat pro-
cessing facility workers by using occupation, indus-
try, and employer data fields from case investigations
conducted among Nebraska residents with laborato-
ry-confirmed COVID-19. Specimens were collected
from healthcare providers, work-sponsored testing
events, state—sponsored testing events, and station-
ary state-sponsored testing sites during April 1-July
31, 2020. We used R 4.0.2 with dplyr version 1.0.2
(https:/ /cran.r-project.org) to examine the duration
of timelines between illness onset dates, specimen
collection dates, and case investigation dates. Data
from records with erroneous timelines were excluded
from timeline analyses (Table 1), including records in
which the same dates were recorded for illness onset,
specimen collection, and investigation (not possible
within the case investigation workflow) or if illness
onset occurred after the case investigation.

We classified workers with laboratory-confirmed
COVID-19 into 1 of 3 timeline categories based on the
relationship between the illness onset date, specimen
collection date, and case investigation date: primary
timeline, probable timeline, or presymptomatic time-
line. We classified workers into the primary timeline
if they had an illness onset date followed by specimen
collection date, followed by investigation date. We
classified workers into the probable timeline if they

SARS-CoV-2 and Meat Processing Workers in Nebraska

were investigated before their positive test result was
available. We further classified workers in the proba-
ble timeline into 3 subcategories: 1) illness onset occur-
ring the same day as the investigation date, followed
by specimen collection; 2) illness onset date followed
by an investigation date, followed by specimen collec-
tion date; or 3) illness onset date followed by specimen
collection date occurring on the same day the investi-
gation began. We classified workers into the presymp-
tomatic timeline if they had a specimen collection date
followed by illness onset date, followed by an investi-
gation date. We used the R package tablel version 1.2
to create frequency tables for demographics, illness de-
scriptions, medical history, and outcomes.

Effects of Mask and Physical Barrier Interventions

The UNMC team provided technical assistance as
voluntarily requested by meat processing facilities
in the state to identify facility-specific recommen-
dations on additional risk mitigation measures that
could be implemented. We used a 4-page checklist
summarizing primary IPC recommendations for
meat processing facilities to guide technical assis-
tance site visits or calls and subsequent debriefing
with plant leadership (7). The checklist included
recommendations for engineering controls (e.g.,
enhancing ventilation, installing physical barri-
ers between workers on the production line and in
cafeterias), administrative controls (e.g., cohorting
of consistent work teams, education, environmen-
tal cleaning and disinfection policies), and personal
protective equipment. Site visit personnel complet-
ed the checklist and gathered information on the
workforce (e.g., number of employees, employee de-
mographics) and dates of initiating a universal mask
policy, installing physical barriers, or both. For each
facility, the dates of initiating a universal mask poli-
cy and completing physical barrier installation were
collated and used in the analyses.

Table 1. Timeline exclusions, subsets, and median durations for case investigations of severe acute respiratory syndrome coronavirus
2 infection among meat processing workers, Nebraska, April 1-July 31, 2020*

lliness onset to Specimen collection  lliness onset to

Category specimen collection to Investigation investigation
Beginning total 3,695 4,834 3,817
Erroneous timelines excluded: onset date = collection 16 16 16
date = investigation date
Erroneous timelines excluded: investigation — onset 39 39 40
Probable cases analyzed separately: onset = investigation — collection 29 29 31
Probable cases analyzed separately: onset — collection = investigation 76 116 76
Probable cases analyzed separately: onset — investigation — 19 55 19
collection
Presymptomatic cases analyzed separately: collection — onset — 214 214 214
investigation
Primary timeline totals: onset — collection — investigation 3,302 4,365 3,421
Median (range) for primary timeline, d 3 (0-53) 4 (1-109) 8 (1-110)
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We used Stata version 16 (https://www.stata.
com) to conduct a retrospective analysis of data on
the incidence of severe acute respiratory syndrome
coronavirus 2 (SARS-CoV-2) infection among em-
ployees in the meat processing facilities that received
technical assistance during April-July 2020. To esti-
mate when the effect of an intervention, measured
by case counts, might be observed, we estimated the
total duration from exposure through testing and
diagnosis (positive test) at 10 days based on prior
analyses (9). The main outcome variable we assessed
was the incidence of SARS-CoV-2 infection.

For each plant, before-intervention incidence
per 1,000 persons per day was calculated by divid-
ing the number of cases reported before or <10 days
after intervention by the product of the total number
of employees and the number of days from baseline
to 10 days after intervention. Postintervention inci-
dence per 1,000 persons per day was calculated by
dividing the number of new cases reported 10 days
after intervention by the product of the total number
of cases 10 days after intervention and the number of
days from 10 days after intervention to the last day
of the study period. Z-test of proportion was used to
compare incidence per 1,000 persons per day before
or <10 days after intervention with incidence 10 days
after the intervention. Differences in the incidence of
SARS-CoV-2 infection before and after the interven-
tion were considered significant where p was <0.05.

Results

Characteristics of Laboratory-Confirmed and
Probable Cases
During April 1-July 31, 2020, among Nebraska resi-
dents working at meat processing facilities, 5,002 of
~26,000 received a diagnosis of COVID-19 (attack
rate 19%). Of those, 3,817 (76%) had a recorded illness
onset date, 4,834 (97%) had a recorded specimen col-
lection date, and 5,002 (100%) had a recorded inves-
tigation date; 3,695 (74%) had both illness onset and
specimen collection dates recorded, 4,834 (97%) had
both specimen collection and investigation dates re-
corded, and 3,817 (76%) had both illness onset and in-
vestigation dates recorded. After excluding erroneous
timelines, probable cases, and presymptomatic cases
(Table 1), we used data from confirmed cases with ill-
ness onset followed by specimen collection followed
by investigation to calculate durations for the prima-
ry timeline; we calculated durations independently
for the probable and presymptomatic timelines.

For the primary timeline, the median duration from
illness onset to specimen collection was 3 days (n =

1034

3,302), from specimen collection to investigation was 4
days (n = 4,365), and from illness onset to investigation
was 8 days (n = 3,421). For probable cases, the median
duration from illness onset to specimen collection was 4
days (n =124), from specimen collection to investigation
was 0 days (n = 200), and from illness onset to investiga-
tion was 2.5 days (n = 124). For presymptomatic cases,
median duration from specimen collection to illness on-
set was 3 days (n = 214), from specimen collection to in-
vestigation was 6 days (n = 214), and from illness onset
to investigation was 4 days (n = 214).

Among the 5,002 total COVID-19 case-patients, the
median age was 43 years (mean 42.7 years, range 13-
81 years). Men accounted for 2,919 (58%) cases; 3,343
(67%) identified as Hispanic or Latino, 2,678 (54%) as
White, 570 (11%) as Asian, 405 (8%) as Black or Afri-
can American, 27 (<1%) as American Indian or Alaska
Native, 16 (<1%) as Native Hawaiian or other Pacific
Islander, and 1,306 (26%) as other race or unknown.
Twenty-seven case-patients (<1%) were pregnant.

Symptoms were reported by 4,237 (85%) work-
ers, 501 (10%) were asymptomatic, and 264 (5%) had
unknown symptom status. Of those reporting symp-
toms, the average illness duration was 12.8 days (me-
dian 11 days). Headache (2,526; 60%), cough (2,442;
58%), and muscle pain (2,344; 55%) were most fre-
quently reported symptoms. Smoking (124/4,237;
2%) was reported more frequently among workers
not identifying as Hispanic or Latino (64; 5%) than
among Hispanic or Latino workers (52; 2%). A preex-
isting medical condition was reported by 1,117 (22%)
workers, most frequently diabetes (359; 32%) or car-
diovascular disease (240; 21%). Diabetes was reported
more frequently among workers identifying as His-
panic or Latino (277; 36%) than among non-Hispan-
ic/Latino workers (72; 23%).

Among symptomatic case-patients, 225 (4%; me-
dian age 55 years, range 19-49 years) were hospital-
ized for an average duration of 8.4 days and 83 (2%;
median age 57 years, range 21-79 years) required
intensive care unit (ICU) admission; 21 (<1%; me-
dian age 63 years, range 39-79 years) workers died.
Among the 225 hospitalized patients, 161 (72%) were
men, as were 65 (78%) requiring ICU admission, and
17 (81%) who died. Hispanic or Latino ethnicity was
reported for 164 (73 %) hospitalized patients, 65 (78%)
requiring ICU admission, and 18 (86 %) who died.

Effects of Mask and Physical Barrier Interventions

We analyzed case counts and intervention initiation
dates for 13 facilities for which data were available;
technical assistance was provided onsite at 12 facilities
and by telephone call to 1 facility. Facilities consisted
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of primary processing plants for beef (n = 7), pork (n
= 3), and poultry (n = 1), as well as 2 secondary pro-
cessing plants. The number of workers employed at
the 13 facilities ranged from <400 to several thousand
(mean 1,675). Placement of physical barriers varied by
facility, but they were generally located on the produc-
tion line and at cafeteria tables; barriers consisted of
plexiglass partitions, plastic wrap secured around PVC
pipes, or plastic sheeting. Although the site visit teams
recommended use of surgical masks, national shortages
of personal protective equipment early in the pandemic
led to the adoption of different masking requirements;
some facilities allowed cloth masks, and other facilities
acquired and provided surgical masks to workers. Of
the 13 facilities, 5 (38 %) initiated a universal mask policy
>10 days before physical barriers were installed; 6 (46%)
initiated a universal mask policy and installed physical
barriers <10 days apart; and 2 (15%) had universal mask
policies but no physical barriers in place at the time of
technical assistance and whether physical barriers were
installed later is unknown.

We analyzed the incidence of SARS-CoV-2 infec-
tion before and after the date the last intervention was
initiated (e.g., date physical barriers were installed
if universal mask policy began first). Ten days after
the last intervention was initiated, 8 facilities (62%)
showed a statistically significant (p<0.05) decrease in
incidence and 3 (23%) showed a nonsignificant de-
crease; 1 (7 %) facility showed a statistically significant
(p<0.05) increase in incidence and 1 (7%) showed a
nonsignificant increase in incidence (Table 2). Three
facilities reported case counts from the time between
initiating mask policy and physical barrier interven-
tions that allowed us to compare incidence before

SARS-CoV-2 and Meat Processing Workers in Nebraska

mask intervention, between mask and physical bar-
rier initiation, and after both were in place simultane-
ously (Table 3). All 3 facilities showed a significant re-
duction (p<0.05) in incidence, particularly with both
interventions deployed.

Discussion

The meat processing industry in Nebraska employs
~26,000 workers (6), of whom 5,002 were diagnosed
with COVID-19 during March-July 2020. The at-
tack rate during this time period (19%) was more
than double the 9.1% attack rate that was reported
in a multistate analysis of meat processing facili-
ties across the United States through May 2020 (4).
Cases in meat processing facilities have far-reaching
effects, potentially fueling outbreaks within sur-
rounding communities where workers and work-
ers’ families comprise a substantial proportion of
area residents. In addition, plants are often located
in rural communities with limited infrastructure and
resources to respond to outbreaks. In Nebraska, the
8 counties with the highest COVID-19 case rates per
capita (as of September 2020) are also home to large
meat processing facilities (10).

This report supports the increasing body of evi-
dence that the COVID-19 pandemic has disproportion-
ately affected racial and ethnic minority groups (11). Al-
though 67% of confirmed cases were among Nebraska
meat processing workers reporting Hispanic or Latino
ethnicity, they constituted 73% of hospitalized case-pa-
tients, 78% of ICU admissions, and 86% of deaths, indi-
cating a higher proportion of poor outcomes (hospital-
izations, ICU admissions, deaths) compared with other
racial and ethnic groups. Likewise, data presented here

Table 2. Comparisons of the incidence of severe acute respiratory syndrome coronavirus 2 infection before and after mask or physical
barrier interventions or both among employees in 13 meatpacking facilities in Nebraska, April-July 2020*

Incidence /1,000 persons /d

Facility <10 d after final intervention 10 d after final intervention p value for difference
Facilities that initiated a universal mask policy >10 d before physical barriers
A 7.27 0.33 <0.001
B 3.21 0.69 <0.001
C 3.46 0.27 <0.001
D 3.64 0.15 0.072
E 0.48 2.09 0.008
Facilities that initiated a universal mask policy and physical barriers <10 d of each other
F 17.16 0.58 <0.001
G 2.49 1.27 0.002
H 4.08 0.78 <0.001
| 6.82 1.40 <0.001
J 2.19 0.059 <0.001
K 0.65 1.90 0.180
Facilities that only initiated a universal mask policy
L 3.2 2.87 0.745
M 3.29 3.178 0.944

*For facilities that initiated both a universal mask policy and physical barriers, date of last intervention was defined as start date of latter intervention (i.e.,
if physical barriers were initiated first, final intervention date was date of mask policy initiation). For facilities that initiated only masking, final intervention

date was the initiation date.
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Table 3. Comparisons of the incidence of severe acute respiratory syndrome coronavirus 2 infection among meat processing workers
before mask intervention, between mask and physical barrier intervention, and after physical barrier intervention in meatpacking
facilities, Nebraska, April-July 2020

Incidence /1,000 persons /d

<10 d after mask Between day 10 after mask and day 10 >10 d after physical p value
Facility intervention after physical barrier intervention intervention for difference*
A 3.46 3.23 0.26 <0.001
B 11.13 42.2 0.58 <0.001
C 2.63 0.26 0.32 <0.001

*p value difference represents difference in incidence before initiation of mask intervention and after physical barrier intervention.

reflect emerging evidence suggesting disease manifesta-
tions are more severe in men (12,13). Despite comprising
58% of confirmed case-patients, men represented 72%
of hospitalized case-patients, 78% of ICU admissions,
and 81% of deaths. Higher risk of poor outcomes among
men and ethnic and racial minority groups demands tai-
lored prevention and education strategies to subgroups
shown to be more affected by adverse outcomes, both
for this specific work environment and for broader local,
state, and federal public health policy applications. Plant
or corporate management can work to address these dis-
parities among their worker populations by engaging
with language and culture experts to ensure appropri-
ate and effective communication and educational mate-
rials (e.g., videos, infographics) by providing materials
in all languages spoken by workers and partnering with
respected local community leaders (e.g., religious and
spiritual leaders, elders) and community organizations
to educate and disseminate information to workers.
The proportion of SARS-CoV-2 infections that
remain asymptomatic is uncertain, although some
reports estimate it to be higher than 30% (14-16). The
percentage of asymptomatic COVID-19 cases (10%)
among Nebraska meat processing workers was
lower than these estimates. However, because few
Nebraska meat processing facilities completed mass
testing events during the study period, it is likely
that many asymptomatic cases went undetected and
are not reflected in this report. Indeed, a mass test-
ing event at 1 Nebraska facility found that nearly one
third of workers confirmed with COVID-19 reported
no symptoms (17). Data on the 214 presymptomatic
case-patients described in this report suggest detect-
able levels of virus in these persons and therefore
transmission potential (18-20) at a median of 3 days
before onset. Mass and routine testing enables iden-
tification of asymptomatic and presymptomatic in-
fections, leading to swifter isolation, fewer days of
potential exposure, and faster identification, quaran-
tine, and testing of close contacts. As detailed in this
report, identifying presymptomatic cases shortened
the duration from symptom onset to investigation by
a median of 4 days. Facilitywide or corporationwide
routine testing programs, with frequency of testing
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informed by both local community transmission
rates and cases identified within the plant, can posi-
tion meat processing plants to identify cases early
and stem potential outbreaks.

Risk mitigation strategies based on symptoms,
such as active screening protocols and paid sick leave
policies, are limited by asymptomatic and presymp-
tomatic transmission and emphasize the importance of
multilayered IPC interventions. Industry-specific guid-
ance released by the CDC and the Occupational Safety
and Health Administration in late April (8) centered on
the Hierarchy of Controls risk mitigation framework
(https:/ /www.cdc.gov/niosh/topics/hierarchy/
default.html) to reduce transmission within facilities
(21). Although many of these risk mitigation strategies
are similar to those recommended for various other
high-risk industries (e.g., schools, long-term care facili-
ties), the effectiveness of these IPC measures in the meat
processing work environment has not been reported.

Our results indicate significantly reduced inci-
dence of COVID-19 cases in 62% of studied facilities
following adoption of universal masking and physi-
cal barrier interventions. Several factors may explain
why some facilities did not see incidence decrease and
1 saw incidence significantly increase after initiating
these measures. First, as an engineering control, physi-
cal barriers are generally considered one of the most
effective measures to reduce person-to-person trans-
mission of a communicable disease because they do
not rely on worker adherence (21). However, since the
study period, evidence has mounted supporting the
substantial role of aerosols in transmitting COVID-19
(22-24). Although physical barriers installed between
meat processing workers on the production line and
at cafeteria tables would block larger respiratory drop-
lets, the primary mode of transmission according to the
CDC (22), they would not fully protect against aerosol
transmission. Moreover, low temperatures and limited
fresh air supply combined with physically demanding
work conditions could facilitate longer-range aerosol
transmission (25). Enhancements in ventilation (e.g.,
increasing the number of air exchanges per hour, in-
stalling high efficiency particulate air [HEPA] filtra-
tion) should therefore be considered the most effective
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engineering control for COVID-19. More study is need-
ed on aerosol transmission dynamics in this setting.

Second, although masking is one of the most ef-
fective tools for reducing COVID-19 transmission
(26,27), the effectiveness of a universal mask policy
relies on workers being educated on and adhering to
proper mask use. A previous study of Nebraska meat
processing workers found that only 44% of workers
had received information on how to wear and care for
a mask properly (28). Observed adherence to proper
mask use (e.g., wearing the mask over both mouth
and nose, minimizing adjustment or touching of the
front of the mask) varied during site visits; at some
plants, nearly all workers exhibited proper use, but
at other facilities nearly half of workers wore masks
below their noses.

The IPC challenges inherent in meat processing
facilities cannot be addressed with only 1 or 2 mea-
sures; multilayered interventions are more effective
than any single measure (29). In addition to IPC-fo-
cused strategies to reduce transmission within the fa-
cility, such as reducing density, engineering controls,
physical distancing, active screening, environmental
cleaning and disinfection, and masking, workforce
policies ensuring social protections such as paid sick
leave and flexible absenteeism policies are critical
tools to prevent the disease from entering the work-
place. However, given the inherent IPC challenges
faced by the industry (e.g., high density of workers,
duration of shifts, indoor environment, crowded caf-
eterias where masks are removed), it is also possible
that no combination of interventions will be com-
pletely effective at reducing transmission in meat pro-
cessing facilities, particularly when high rates of local
community transmission exist. Facilities that did not
see a significant reduction in incidence after initiat-
ing mask policies and physical barriers may not have
incorporated other strategies to the same degree as
facilities that did see significantly reduced incidence.
Alternatively, some facilities we assessed might have
initiated key interventions well before cases among
their workers were diagnosed, causing interventions
to appear less effective in this study.

A limitation of this study is that, although we at-
tempted to distinguish the effectiveness of a univer-
sal mask policy from that of physical barrier installa-
tion, only 3 facilities had enough cases between the
initiation of the 2 interventions to evaluate the sepa-
rate direct effects of the measures. Moreover, when it
became apparent in mid-April that meat processing
facilities were particularly vulnerable to and being
affected by COVID-19, facilities scrambled to incor-
porate IPC strategies within a short timeline and re-
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quested simultaneous technical assistance from our
team. In many cases, site visits were conducted <10
days after a universal mask policy or physical barrier
installation was begun. Our site visits and incorpora-
tion of additional IPC measures beyond physical bar-
riers and masking might have contributed to reduced
incidence. In addition, we were not able to definitive-
ly separate out whether transmission to case-patients
occurred in the workplace or in the community and
therefore couldn’t determine the exact effect risk mit-
igation measures had on incidence compared with
trends in community transmission rates. However,
COVID-19 cases among meat processing workers
represented almost 1 in 5 cases in Nebraska during
the study period (there were 27,036 total cases in Ne-
braska from the beginning of the pandemic through
July 31, 2020) (30). In addition, Nebraska’s first wave
of COVID-19 cases peaked in early May and gradu-
ally declined from May to July; our findings indicate
that mitigation measures had a more rapid effect on
incidence than reductions reflected in community
transmission trends.

In conclusion, we present a snapshot of the ef-
fect of COVID-19 among meat processing workers in
facilities in Nebraska. Nearly 1 in 5 Nebraska meat
processing workers were diagnosed with COVID-19
between March and July 2020, a profound burden of
cases unparalleled in any other worker population.
Many of the nationwide trends that have become ap-
parent during this pandemic applied here, namely
high attack rates among workers in the meat pro-
cessing industry, a disproportionately high risk of
adverse outcomes among ethnic and racial minority
groups and men, and the effectiveness of IPC inter-
ventions at reducing person-to-person transmission.
Increased multilayered IPC strategies, rapid contact
tracing, and accessible testing are critical to identify-
ing asymptomatic and presymptomatic cases and in-
terrupting silent transmission. COVID-19 will be an
enduring threat to the meat processing industry and
its workers for the foreseeable future. Facilities must
adopt and sustain multiple interventions to prevent,
control, and rapidly identify transmission within fa-
cilities to protect this worker population.
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Unsafe injection practices and injection drug use have
been linked to multiple HIV outbreaks in Pakistan since
2003; however, few studies have systematically ana-
lyzed the causes of these outbreaks. We conducted a
systematic review of published English-language litera-
ture indexed in bibliographic databases and search en-
gines and a focused gray literature review to collate and
analyze all reported HIV outbreaks in Pakistan during
2000—2019. Of 774 unique publications reviewed, we
identified 25 eligible publications describing 7 outbreaks.
More than half occurred during 2016-2019. The primary
sources of transmission were iatrogenic transmission,
affecting children, persons with chronic medical condi-
tions, and the general population (4 outbreaks); injec-
tion drug use (2 outbreaks); and a combination of both
(1 outbreak). In the absence of robust HIV testing and
surveillance in Pakistan, timely and detailed outbreak
reporting is important to understand the epidemiology of
HIV in the country.

he first cases of HIV in Pakistan were reported

in 1987, with epidemiologic evidence supporting
the importation of cases by migrant workers from the
Gulf States (1-3). Since that time, noncontinuous sur-
veillance assessments have noted high prevalence of
HIV in certain populations; the most recent 2016-2017
prevalence estimates were 38.4% among persons who
inject drugs (PWID), 7.2% among transgender per-
sons, and 5.6% among men who have sex with men
(4-8). By comparison, the prevalence in the general
population is 0.1%, representing ~190,000 persons
living with HIV (PLHIV), including 6,100 children
<15 years of age, according to 2019 Joint United Na-
tions Programme on HIV/AIDS (UNAIDS) estimates
(8,9). Approximately 44,758 (24%) PLHIV were reg-
istered with the National AIDS Control Programme
with a known diagnosis as of December 2020, and of
these, only 24,362 (54%) were receiving antiretrovi-
ral therapy (ART) (10). These statistics are far below
the UNAIDS 90-90-90 HIV treatment targets (90% of
HIV-positive persons being aware of their status; of
those, 90% receiving ART; and of those, 90% being
virally suppressed) aimed at controlling the AIDS
epidemic; most PLHIV (87%) in Pakistan are not re-
ceiving treatment (11).

In April 2019, a major HIV outbreak in Larkana
District in Pakistan was identified by local and pro-
vincial public health officials (12). After several ill
children with HIV-negative parents tested positive
for HIV, the provincial Sindh AIDS Control Program
began a voluntary district-wide testing campaign.
During April 25-June 28, 2019, a total of 30,192
persons were tested for HIV; 876 (2.9%) were HIV
positive, and 82% of those were children <15 years
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of age. A World Health Organization (WHO) report
cited unsafe medical practices and poor infection
control programs as key risk factors for infection (12)
and noted that this outbreak was the fourth HIV out-
break in Larkana since 2003. A cursory review of the
literature, however, did not identify peer-reviewed
publications on all of these referenced outbreaks.
The objective of our systematic review was to iden-
tify and collate data from all reported HIV outbreaks
in Pakistan to describe overarching themes and aid
in future prevention efforts.

Methods

We followed the PRISMA statement and the Co-
chrane Handbook to conduct this systematic review
(Appendix Table 1, https://wwwnc.cdc.gov/EID/
article/27/4/20-4205-Appl.pdf) (13). We searched
Medline, Embase, CAB Abstracts, Global Health,
PsycInfo, Cochrane Library, Scopus, Academic
Search Complete, Cumulative Index to Nursing and
Allied Health Literature, ProQuest Central, PubMed
Central, Virtual Health Library, and Google Schol-
ar to identify English-language publications on re-
ported HIV outbreaks in Pakistan during January
1, 2000-December 31, 2019. We limited the search
to studies published after January 1, 2000, because
the earliest reported HIV outbreak in Pakistan oc-
curred in 2003 (14). To complement the published
literature search, we conducted a comprehensive
search of the gray literature (i.e., publications not
published in indexed peer-reviewed journals), in-
cluding UNAIDS reports, WHO reports, and Inter-
national AIDS Society conference abstracts. In ad-
dition, we manually reviewed Pakistan’s provincial
and national Ministry of Health websites. The fol-
lowing search strategy was used for database and
gray literature searches: (HIV or AIDS, any associ-
ated synonyms, or both) AND (outbreak, epidemic,
pandemic, or cluster) AND (Pakistan [or all subna-
tional units]). We omitted location criteria for man-
ual review of Pakistan governmental websites. The
full search strategy is detailed in Appendix Table 2.
We used Endnote X9 (Clarivate Analytics, https://
endnote.com) to import and manage retrieved re-
cords. To identify duplicate reports, we used the
EndNote automated “find duplicates” function,
with preferences set to match by title, author, and
year; a second round of manual de-duplication was
performed by using the same matching criteria. We
grouped the remaining reports by database, search
engine, and source, and authors reviewed these in-
dependently. We used a shared database to track
the progress of the reviews.
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We systematically screened and reviewed re-
sults from the published and gray literature search
(Figure). We screened titles and abstracts, and we
defaulted to reviewing the abstract if the title had
an unclear focus and reviewing the full report if no
abstract was available, counting it among the num-
ber of abstracts reviewed. We included publications
that reported data on outbreaks of HIV or sudden
increases in cases in Pakistan. For the purpose of
this systematic review, we defined an outbreak as an
unexpected number of HIV cases identified through
targeted testing or key population surveillance, la-
beled and reported as an outbreak, and leading to an
evaluation or investigation. We excluded abstracts
without published final reports (unless identified
in the gray literature), reports that provided preva-
lence or incidence data only (including key popula-
tion surveys), opinion pieces without mention of a
specific outbreak, mathematical modeling studies,
epidemiologic analyses, reports without quantita-
tive data, and preprint reports. We also excluded re-
ports where the author did not define the described
cases as an outbreak or did not provide a discrete
geographic, temporal, or epidemiologic link. If iden-
tical reports were published in >1 journal, the earli-
est publication was included. Similarly, if identical
or nearly identical reports were published in a jour-
nal and also included as a conference abstract, we in-
cluded only the published report. If a report includ-
ed outbreak data as well as a subset of data in a case
control, cohort, or cross-sectional investigation, we
included data on the larger outbreak and the study.
We reviewed journal submission guidelines to de-
termine whether a publication was peer-reviewed.

We organized eligible publications, gray litera-
ture, and government reports by geographic location
and year of the reported outbreak. We included re-
ports describing multiple outbreaks under each ap-
propriate outbreak heading. We extracted year and
type of report, investigating agency and source or
reference for primary data, number of persons tested
and diagnosed with HIV, case positivity rate (de-
fined as the percentage of persons positive among
the number tested within the period defined by the
authors of the publication), notable demographic
and behavioral characteristics of case-patients, ma-
jor risk factors, and other relevant information (Ap-
pendix Table 3). We noted instances where articles
used media reports as their primary citation. One
author independently reviewed initial data extrac-
tion of all eligible reports for concurrence. If neces-
sary, we reached out to corresponding authors of
individual reports for clarification.
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Results

Our initial search identified 1,653 records published
during January 2000-December 2019. We removed
879 (53%) duplicate reports identified across multi-
ple databases or search engines through automated
and manual processes (Figure). Of the remaining 774
de-duplicated reports, 625 (81%) were excluded af-
ter review of the title and 108 (14%) were excluded
after review of the abstract. We excluded 16 reports
upon review of the full article, gray literature, or
government report, leaving 25 (3%) reports eligible
for inclusion.

The 25 reports identified by our search strat-
egy described 7 outbreaks: 4 in Punjab Province
(Sargodha, Sargodha District [2007]; Kot Imrana,
Sargodha District [2018]; Jalalpur Jattan, Gujrat
District [2008]; and Faisalabad, Faisalabad District
[2019]) and 3 in Sindh Province (Larkana, Larkana
District [2003 and 2016] and Ratodero, Larkana Dis-
trict [2019]) (Appendix Table 3). Six (24%) reports
described >2 outbreaks.

Case-positivity rates ranged from 1.3% to
51.8%, varying in part because of sampling meth-
ods. The potential source of 4 of the 7 outbreaks was
reported as iatrogenic transmission through unsafe
healthcare practices at clinics, hospitals, and dialy-
sis centers; 2 outbreaks were attributed to injection
drug use, and 1 outbreak was attributed to both.
Several reports described a potential association
with unqualified healthcare providers (frequently
designated as quacks in Pakistan [15]), in general,
or with a specific provider. Some reports also re-
ported cultural practices as a contributing factor
to transmission. Populations most affected by the
outbreaks varied by proposed etiology; iatrogenic
causes affected the general community, including
women and children, as well as persons living with
specific medical conditions, such as end-stage renal
disease. Recreational drug use affected primarily
PWID, most frequently men.

Our review identified 5 reports in peer-reviewed
literature, with the remaining reports published as
letters to the editor or correspondence, nongovern-
mental organization and government reports, and
conference abstracts. National or provincial AIDS
control programs led the initial investigations of 4
of the 7 outbreaks; the National Institutes of Health-
Pakistan and Field Epidemiology Training Pro-
gram-Pakistan and district health departments pro-
vided data for the other 3 outbreaks. The Ratodero
(2019) outbreak had additional support from WHO,
other United Nations agencies, local universities,
and other international and local partners. Of the
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Figure. Identification and selection of studies reporting HIV outbreaks in Pakistan, January 2000-September 2019. CINAHL, Cumulative
Index to Nursing and Allied Health Literature; NGOs, nongovernmental organizations.
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25 reports, 17 (68%) describe this single outbreak.
Other outbreaks had more limited data, often lim-
ited to case counts and affected population. Authors
were often not directly affiliated with the primary
data but rather briefly described testing statistics,
demographic information, and risk factors obtained
from investigations from government entities, me-
dia reports, and other sources. Some discrepancies
were noted across reports pertaining to the same
outbreak, and many reports did not provide com-
plete information on case-positivity rates, study
period, or method of data collection. Authors occa-
sionally (4 [16%]) used media reports as the primary
source of information. Though most outbreaks had
at least 1 article citing primary data or data directly
from a testing program, the single report found for
the Faisalabad (2019) outbreak cited only a newspa-
per article. Of the 25 reports describing the 7 out-
breaks, only 5 reports provided detailed outbreak
investigation information. Despite more extensive
investigations, these reports still had limited ability
to draw conclusions or conduct statistical compari-
sons because of study design (e.g., no comparison
group [16] or small sample size [17]). Only 1 of the
25 reports, describing an outbreak investigation in
Jalalpar Jattan (2008), included phylogenetic infor-
mation (16), which demonstrated that transmission
likely occurred over a decade, reflecting endemic
disease rather than an outbreak.

Discussion

Our review identified 25 reports describing 7 HIV
outbreaks during 2000-2019 in Pakistan: 3 in Sindh
Province and 4 in Punjab Province. Of these, 4 were
identified during 2016-2019. In 2019, two outbreaks
were reported: a large outbreak primarily affecting
children in Ratodero in Larkana, a district with mul-
tiple prior outbreaks, and an outbreak in Faisala-
bad, primarily infecting PWID. Case-positivity rates
ranged from 1.3% to 51.8%, and populations most
affected varied by outbreak but included PWID; per-
sons living with specific medical conditions; and the
general population, including women and children.
The level of detail pertaining to the description of
data collection and investigation methods varied
across the publications, and much of the data pro-
vided were collected not by authors but by nation-
al, provincial, and district health departments and
other government entities. latrogenic transmission
(57%), injection drug use (29%), or both (14%) were
identified as the potential sources of the outbreaks;
no outbreak solely attributable to sexual transmis-
sion was reported.
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latrogenic transmission from unsafe healthcare
practices and poor infection prevention and control
was identified as the primary or contributing risk
factor in 5 of the 7 HIV outbreaks (Jalalpur Jattan
[2008], Kot Imrana [2018], Larkana [2016], Ratodero
[2019], and Faisalabad [2019]). From a recent survey
in Pakistan, researchers estimated that ~38% of sur-
veyed physicians likely reused syringes (18). Data
from the latest Demographic Health Survey indicate
that /9% of injections given to patients in Pakistan
are unsafe, and every person receives an average of
4.1 therapeutic injections per year in Pakistan (19).
Extrapolating from this frequency and safety data,
approximately 1 in 3 persons might receive an un-
safe injection every year in Pakistan (19). Further-
more, cross-sectional studies of persons with thalas-
semia in Pakistan have shown a high prevalence of
bloodborne infections, including HIV, hepatitis B,
and hepatitis C, suggestive of infection from blood
transfusions (20,21). Nosocomial or iatrogenic trans-
mission including unsafe blood transfusions and re-
use of medical equipment has contributed to several
HIV outbreaks in other countries, including ~10,000
children in orphanages in Romania (22), >400 chil-
dren in Libya with frequent co-infection with hep-
atitis B and C (23), and 242 adults and children in
Cambodia (24).

Several factors might play a role in the propa-
gation of unsafe injection practices in low-income
countries. These factors include sociocultural factors
such as healthcare providers’ belief that compliance
is better with injections than with oral medication
and patients might seek healthcare elsewhere if
not provided injections; financial incentives on the
part of both patient and provider through fee-for-
injection practices and contingent on provider abil-
ity to purchase and maintain a supply of injecting
equipment; corruption, when money allocated for
healthcare, such as disposable injecting equipment,
is used elsewhere, leading to reuse of equipment;
lack of policies and procedures around safe injection
practices, such that policies forbidding the reuse of
injecting equipment are not implemented nor en-
forced in low-income countries as they are in high-
income countries; ready access to injectable medica-
tions without a prescription; and lack of awareness
of risks associated with unsafe injection practices
(25). Given these factors, developing a multi-strat-
egy approach that might be adapted and tailored as
necessary might help prevent future outbreaks of
HIV and other bloodborne pathogens. These strat-
egies include community and healthcare provider
education to address excessive and unnecessary use
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of therapeutic injections, implementation and moni-
toring of policies around single-use injecting equip-
ment, and addressing gaps in infection prevention
and control.

Injection drug use was reported as the primary
or contributing cause of HIV transmission in 3 of
the 7 outbreaks (Larkana [2003], Sargodha [2007],
and Faisalabad [2019]). Periodic HIV surveillance
data are available for key populations in specific
cities from the National AIDS Control Programme
Integrated Biologic and Behavioral Surveillance sur-
veys, but they are not designed to measure preva-
lence for the general population or key populations
in rural areas (4-8). The HIV prevalence among
PWID documented by each survey increased from
10.8% to 38.4%; however, because the survey was
expanded to new cities across the different reporting
periods, direct comparison of the change in preva-
lence is not possible. Whether any change in preva-
lence might be attributable to sporadic outbreaks or
a steady increase in HIV prevalence in this subpopu-
lation is unknown. None of the literature describing
outbreaks with injection drug use as the primary or
contributing source of transmission reported a phy-
logenetic analysis, leaving timelines of infections in
these outbreaks unclear.

Although the Integrated Biologic and Behavioral
Surveillance surveys offer insight into HIV preva-
lence among key populations, the absence of routine
HIV surveillance in the general population prevents
understanding of the actual burden of the HIV epi-
demic in Pakistan. Considering the high prevalence
of HIV in PWID, men who have sex with men, and fe-
male sex workers, as well as unsafe injection practices
as we have described, spillover to the general popula-
tion is only a matter of time. Widespread surveillance
of HIV might be challenging and might yield little
information given the low general population prev-
alence of 0.1% (9). However, adding surveillance of
targeted populations at higher risk, such as pregnant
women, patients at infectious disease or tuberculo-
sis clinics, and persons requiring frequent transfu-
sions, might provide early warning signs to changes
in HIV prevalence. Likewise, systematic monitoring
of the blood supply might represent an efficient, less
costly approach to surveillance. Currently, routine
surveillance is not conducted in any of these settings.
Although phylogenetic analyses, which assist in un-
derstanding circulating strains and subtypes, might
contribute to our understanding of a rise in cases,
only 1 publication identified in this review reported a
phylogenetic analysis; it showed that, despite prelim-
inary data suggestive of a new outbreak, transmission
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occurred over a decade (16). Without comprehensive
surveillance and phylogenetic data, ascertaining
whether new HIV diagnoses or a sudden increase in
diagnoses in an area represent an outbreak or simply
missed HIV diagnoses with endemic transmission
over time is difficult.

Outbreaks are underrepresented in the litera-
ture; those that are published have limited ability to
characterize the full epidemiologic and phylogenetic
footprint of an outbreak. Nonsystematic tracking of
media reports identified at least 2 other potential
outbreaks known to national or provincial AIDS
control programs but not described by our system-
atic review (26,27). Given the frequency of media
reports of HIV outbreaks, albeit without full epi-
demiologic data, and well-documented data on the
widespread prevalence of unsafe injections across
Pakistan, the paucity of systematic outbreak inves-
tigations is striking. Of the reports included in our
systematic review, only 5 (20%) were peer-reviewed;
the remaining were published as letters to the editor,
editorials, general correspondence, abstracts, non-
government organization publications, and govern-
ment reports, without clear description of methods,
study design, and data collection. Given the limited
outbreak investigations and robust data reporting
in peer-reviewed and gray literature, our systematic
review likely underestimates the frequency of the
problem and its associated burden of disease.

The main strength of our review is that we
searched multiple bibliographic databases, with
the addition of Google Scholar and the Virtual
Health Library, nongovernmental organization
and government websites, and conference abstracts
to ensure all relevant publications were captured.
However, we note several limitations. First, we
recognize that the definition of an outbreak is chal-
lenging in the setting of limited phylogenetic and
surveillance data. A study by Ansari et al. (16) de-
termined that the observed increase in cases was
likely a progression of endemic disease only after
the results of phylogenetic analysis. As such, oth-
er outbreaks reported in this review might, if the
same analyses were available, have been deter-
mined not to be outbreaks. Second, our literature
review was limited to English-language publica-
tions. Although a potential exists for missing ar-
ticles written in Urdu and other local languages,
English is one of the official languages in the coun-
try and is the predominant language for scientific
and medical research dissemination in Pakistan
(28,29). Finally, although unlikely, a small chance
exists that a unique outbreak might have been men-
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tioned in a publication focusing on surveillance or
other data and thus been missed by our tiered re-
view approach. We also recognize that outbreak re-
ports written by government entities might be for
internal review only or might be posted online for
a limited time, resulting in a possible bias towards
availability of more recent outbreaks.

In summary, reported outbreaks in Pakistan
suggest that the spread of HIV might continue if
adequate prevention strategies are not adopted.
Education campaigns to improve knowledge in
the general public about unsafe injection practices,
both therapeutic and recreational, might limit HIV
transmission and occurrence of outbreaks. Assess-
ing patient and provider misconceptions about the
benefits of therapeutic injections could guide pub-
lic health messaging and reduce demand for unnec-
essary medical interventions. Reviewing injection
safety and infection prevention and control prac-
tices could inform healthcare reform efforts to lim-
it iatrogenic exposures and the potential for HIV
outbreaks. Last, developing and putting into place
comprehensive HIV surveillance systems could
assist in outbreak identification, prompting inves-
tigations that explore risk factors and underlying
transmission sources. Reporting of outbreaks in
peer-reviewed literature, including epidemiologic
studies and phylogenetic analyses, might shed ad-
ditional light on the etiologies of outbreaks and ef-
fective prevention strategies. Across the spectrum
of reports identified by our systematic review, all
reports had the consistent message of sounding an
alarm and highlighting a potentially rapidly grow-
ing problem in Pakistan.

This project was supported by the President’s Emergency
Plan for AIDS Relief (PEPFAR) through the Centers for
Disease Control and Prevention and by Cooperative
Agreement no. U2GGH002093-01-00 through the Centers
for Disease Control and Prevention and the Public
Health Institute.
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The aim of this prospective study was to assess the
risk for tickborne infections after a tick bite. A total of
489 persons bitten by 1,295 ticks were assessed for
occurrence of infections with Borrelia burgdorferi sensu
lato, Anaplasma phagocytophilum, Rickettsia spp., Ba-
besia spp., Candidatus Neoehrlichia mikurensis, and
relapsing fever borreliae. B. burgdorferi s.l. infection
was found in 25 (5.1%) participants, of whom 15 had
erythema migrans. Eleven (2.3%) participants were
positive by PCR for Candidatus N. mikurensis. One
asymptomatic participant infected with B. miyamotoi
was identified. Full engorgement of the tick (odds ratio
9.52) and confirmation of B. burgdorferi s.I. in the tick
by PCR (odds ratio 4.39) increased the risk for infec-
tion. Rickettsia helvetica was highly abundant in ticks
but not pathogenic to humans. Knowledge about the
outcome of tick bites is crucial because infections with
emerging pathogens might be underestimated because
of limited laboratory facilities.

Ticks are vectors for a variety of tickborne patho-
gens that cause human disease (1). The diversity
of tickborne pathogens has increased extensively in
recent years, supported by progress in the molecular
identification of microorganisms (2). Clinical studies
on the health-related impact of many emerging tick-
borne pathogens are scarce and information on the
epidemiology is limited.

We undertook a comprehensive observational
study in Austria to assess the incidence of recognized
tickborne infections by applying clinical, serologic, and
microbiological endpoints. We conducted a detailed
risk analysis of contracting Lyme borreliosis. Our objec-
tive was to investigate whether variables such as confir-
mation of Borrelia burgdorferi sensu lato in ticks, duration
of tick attachment, engorgement of ticks, and number of
simultaneous tick bites have an impact on the risk for
infection. Furthermore, we wanted to know whether the
localization of a given tick bite and any previous contact
with B. burgdorferi s.1. can affect this risk.

Methods

Participants were enrolled prospectively during
2015-2018 at 2 centers in Austria (Vienna and Thier-
see). The invitation to participate was announced in
the local media. The analysis focused on infections
with tickborne pathogens including B. burgdorferi
s.l., Anaplasma phagocytophilum, Rickettsia spp., Ba-
besia spp., Candidatus Neoehrlichia mikurensis, and
relapsing fever borreliae. The study was approved
by the ethics committee of the Medical University of
Vienna (1064/2015) and of the Medical University of
Innsbruck (AN2016-0043-359/4.16). Participants pro-
vided written informed consent.

Emerging Infectious Diseases ¢ www.cdc.gov/eid ¢ Vol. 27, No. 4, April 2021
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Inclusion/Exclusion Criteria

Inclusion criteria were a minimum age of 18 years and
the availability of the particular tick for testing. Per-
sons bitten >7 days before assessment were excluded.

Questionnaire

A standardized questionnaire was used to collect
information concerning tick bite location, history
of erythema migrans, antimicrobial drug treatment
within 4 weeks before the tick bite, estimated dura-
tion of tick attachment, number of ticks removed,
and possible geographic region of tick attack. The
feeding duration of the tick was reported in days by
the difference of the estimated date of the tick bite
and the date of tick removal.

Outcome Definition

Serologic testing and PCR for blood were conducted
during the first week after the removal of the tick,
with a follow-up scheduled 6 weeks thereafter. We
defined infection as >1 of the following: occurrence
of erythema migrans diagnosed by a medical pro-
fessional (M.M. or D.H.), increase in Borrelia-specific
antibodies in follow-up samples, and presence of the
microorganism determined by PCR in the initial or
follow-up blood samples.

Laboratory Analyses

Laboratory analyses were conducted at the Institute
of Hygiene and Applied Immunology in Vienna. An
experienced technician (A.-M.S.) identified ticks mor-
phologically. If identification was inconclusive, we
used molecular methods. Ten percent of the random-
ly selected Ixodes ricinus ticks underwent molecular
identification to confirm the identification procedure.
We documented the developmental stage of the ticks
and recorded engorgement levels as not engorged,
partially engorged, or fully engorged.

We extracted DNA from the ticks as described (2).
Molecular identification of ticks was conducted by us-
ing the mitochondrial 165 rRNA gene (3), 12S rDNA
gene (4), internal transcribed spacer 2 region (5), or
cytochrome c oxidase subunit 1 gene (6). PCR prod-
ucts were purified and sent to Microsynth (https://
www.microsynth.at) for bidirectional sequencing.

Molecular detection of B. burgdorferi s.1.; Rickettsia
spp.; Anaplasma/ Ehrlichia spp., including Candidatus
N. mikurensis, Babesia spp., and Coxiella burnetti; was
performed by using reverse line blot (RLB) hybrid-
ization (2). Sequencing was conducted if RLB failed
to yield a species-specific signal. When Rickettsia spp.
could not be identified by sequencing the 235-5S in-
tergenic spacer region used for RLB (7), we conducted
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additional PCRs specific for the gltA gene (8,9). We
used real-time PCRs to detect B. miyamotoi (10) and,
in addition to RLB hybridization, for Candidatus N.
mikurensis (11).

Molecular Analysis of Blood

We screened extracted DNA from blood containing
EDTA for tickborne pathogens by using real-time
PCR. The pathogens screened were B. burgdorferi s.1.
(12), Rickettsia spp. (12), relapsing fever borreliae (12),
A. phagocytophilum (13), B. miyamotoi (10), and Candi-
datus N. mikurensis (11).

Serologic Testing

We assessed infections with B. burgdorferi s.1. by com-
paring ELISA values for IgM and IgG at the first and
the follow-up tests. The increase in antibody levels
was observed when the first sample yielded a nega-
tive result by using the cutoff value provided by
the manufacturer and the result was positive in the
follow-up sample. For specimens with a value above
the cutoff value in the initial sample, we defined the
infection as a 25% increase. Positive and borderline
ELISA results were confirmed by using immunob-
lot (Anti-Borrelia-EUROLINE-RN-AT; Euroimmun,
https:/ /www.euroimmun.com).

During this study, a change of test systems was nec-
essary because of withdrawal of systems from the mar-
ket. A Borrelin ELISA (Medac, https://international.
medac.de) was used until the end of May 2018, fol-
lowed by Anti-Borrelia-plusVIsE-ELISA (Euroimmun)
after June 2018. In the instance that the first and the
follow-up serum samples were analyzed by different
ELISAs, we used a paired sample for retesting with the
new ELISA.

We performed serologic testing for other tick-
borne pathogens by applying the following commer-
cial tests: A. phagocytophilum and Rickettsia IgG immu-
nofluorescence assays (Focus Diagnostics, https://
www.focusdx.com) and the Weil-Felix agglutination
assay (DiaMondiaL, https://www.diamondial.com)
as an additional serologic test able to detect infections
with Rickettsia spp. Infections were defined as a 4-fold
change in the titer.

Determination of Sample Size

Human infection rates for B. burgdorferi s.1. after tick
bites have been reported to be 2%-5% (14,15). Be-
cause high endemicity can be assumed for the cov-
ered regions, we determined the sample size on the
basis of an upper limit of 5%. To have a power of
80% to detect an effect associated with an odds ra-
tio (OR) >2, and considering covariates with a com-

1050

bined R? of 25%, a total of 411 participants were con-
sidered necessary to provide statistical significance
at the (2-sided) 5% level.

Statistical Analysis

Because many participants had >1 tick on >1 occa-
sion, we considered only ticks brought at the time of
infection for infected persons. For noninfected per-
sons who had >1 visit, 1 visit was chosen randomly,
and the tick removed on that occasion was used for
analysis. Similarly, if several ticks were available for
the visit, 1 tick was randomly selected unless 1 of
them was infected.

Preliminary comparisons of Borrelig-infected and
noninfected participants were performed by using the
Mann-Whitney test for metric data. We used the Fisher
exact probability test for dichotomous data and the Fish-
er-Freeman-Halton test for categorical data. These data
are reported as mean + SD and median (interquartile
range) with absolute and percent frequencies. Multiple
logistic regression analysis was conducted to assess the
risk for infection associated with attributes of the ticks,
taking the age and sex of the participants into account.
Seven persons did not complete follow-up testing and
were excluded from the analyses. No imputation for
missing data was applied. All analyses were performed
by using Stata 13.1 (StataCorp LLC, https:/ /www.stata.
com).

Results

Study Population

A total of 489 participants were included in the study,
of whom 7 were unavailable for follow-up. The num-
ber of ticks removed by the participants was 1,295.
The final total of 482 study participants (255 women
and 227 men) had a mean age of 49 years (range 19-83
years) and had been bitten by 1,279 ticks. A total of
433 (89.8%) participants were enrolled in Vienna and
49 (10.2%) were enrolled in Tyrol. At baseline, 120
(24.9%) participants were seropositive for Borrelia an-
tibodies, 39 (8.1%) for A. phagocytophilum antibodies,
and 13 (2.7%) for Rickettsia spp. antibodies. The mean
time interval between the baseline and the follow-up
test was 47 days (range 21-147 days).

Ticks Obtained from Participants
A total of 96% of the tick bites occurred in Austria.
Most ticks were removed during the months of June
(338, 26.4%) and May (303, 23.7%), followed by July
(227,17.7%) and August (115, 9.0%).

Of the 1,279 ticks, 1,277 (99.8%) were I. ricinus.
The 2 remaining ticks were H. concinna and a nymphal
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Haemaphysalis sp. tick imported from Cambodia. The
most common developmental stage was the nymph-
al stage (922 ticks, 72.1%) followed by larvae (241
ticks, 18.8%), and adults (112 ticks [103 females and
9 males], 8.8%). For 4 ticks (0.3%), it was not possible
to identify the developmental stage, but I. ricinus was
confirmed by PCR.

We compiled an overview of tick collection (Figure
1). Of the 482 participants, 139 persons collected >1 tick.
The highest number of ticks per person was 163. Near-
ly half of the ticks were removed on the first day (629,
49.2%) (Figure 2).

Molecular Screening of Ticks

B. burgdorferi s.l.was detected in 15.2% (194/1,279) of
all ticks. The most common genospecies was B. afzelii
in 66.5% (129/194), followed by B. garinii/ B. bavarien-
sis in 16.5% (32 ticks), B. burgdorferi sensu stricto in
7.7% (15 ticks), and other Borrelia spp. in 11.3% (22
ticks). Co-infections with >1 genospecies were detect-
ed in 4 ticks.

Rickettsia spp. was the second most frequent
organism with 9.4% (120/1,279), and R. helveti-
ca represented 86.7% (104/120) of all Rickettsia-
positive ticks, followed by R. monacensis in 8 ticks
(6.7%). Eight Rickettsia-positive samples yielded
only genus-specific signals on the RLBs. Presence of
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Candidatus R. mendelii was confirmed by sequenc-
ing 4 of these ticks. Two were new species accord-
ing to phylogenetic guidelines (16), of which 1 be-
longed to the spotted fever group Rickettsiae (17). For
the remaining 2 Rickettsia-positive ticks, the species
could not be identified. We provide an overview of
the tickborne pathogens detected in the different life
stages of the ticks (Table 1).

Of the 1,279 ticks included in the study, 380 (29.7 %)
harbored >1 tickborne pathogen. Dual infections with
organisms of different genera occurred in 48 ticks
(3.8%). Seven ticks (0.6%) harbored 3 different genera.

Human Infection
Borrelia infection was found in 25 (5.1%) participants.
Fifteen patients had erythema migrans, of whom 9
also showed an increase in Borrelia-specific antibodies
in the follow-up sample. All instances of erythema mi-
grans except 1 were localized at the site of the tick bite.
Moreover, in 10 persons, evidence of Borrelia infection
was found by serologic testing, and these persons did
not have erythema migrans or any other symptoms.
Demonstration of B. burgdoferi s.1. by PCR in the blood
was successful in only 1 participant who had erythema
migrans in an early stage. Infection with B. burgdorferi
s.l. occurred twice in 2 participants. One woman had
an erythema migrans twice within 4 months. Another

Figure 1. Number of ticks

per study participant in study

of infections with tickborne

pathogens after tick bite,
Austria, 2015-2018.
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Figure 2. Estimated duration

of tick attachment (n = 1,279)
for infections with tickborne
pathogens after tick bite, Austria,

2015-2018.

woman had an asymptomatic infection, followed by
erythema migrans 3 weeks later. She had been bitten
by 11 ticks and showed seroconversion. Thereafter, she
had another tick bite, which caused also erythema mi-
grans around the bite. Antimicrobial drugs were given
to patients who had erythema migrans but not to those
who had asymptomatic infections.

With regard to other infections, 11 (2.3%) partici-
pantswere positivefor CandidatusN.mikurensis. These
participants reported no symptoms. For 3 partici-
pants, the presence of Candidatus N. mikurensis was
identified at the first visit, as well as at the follow-up
tests. The time intervals between the examinations
for these 3 participants were 41, 44, and 86 days.

Table 1. Tickborne pathogens detected in different life stages of ticks after tick bite, Austria, 2015-2018

Tick life stage

Pathogen or tick Adult females  Adult males  Nymphs Larvae  Notidentified  Total
Borrelia burgdorferi sensu lato 29 3 159 1 2 194
B. afzelii 10 1 115 1 2 132
B. garinii/B. bavariensis 7 1 24 0 0 32
B. burgdorferi sensu stricto 3 0 12 0 0 15
B. valaisiana 5 1 8 0 0 14
B. lusitaniae 1 0 1 0 0 2
B. spielmanii 3 0 3 0 0 6
Co-infections 0 0 4 0 0 4
Rickettsia spp. 14 0 69 37 0 120
R. helvetica 12 0 56 36 0 104
R. monacensis 1 0 6 1 0 8
Candidatus R. mendelii 1 0 3 0 0 4
New endosymbiont 0 0 1 0 0 1
Candidatus R. thierseensis 0 0 1 0 0 1
Not identified 0 0 2 0 0 2
Anaplasmataceae
Candidatus Neoehrlichia mikurensis 5 1 46 1 1 54
Anaplasma phagocytophilum 1 0 29 0 0 30
Babesia spp. 3 0 20 5 0 28
B. microti 3 0 18 0 0 21
B. divergens 0 0 1 0 0 1
B.. venatorum 0 0 1 5 0 6
Relapsing fever borreliae
B. miyamotoi 1 0 20 2 1 24
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One study participant was positive for B. miyamo-
toi by PCR but reported no signs or symptoms. No
infections with A. phagocytophilum or Rickettsia spp.
were documented. No infections with C. burnettii or
Babesia spp. were found by PCR; however, serologic
testing was not used for these infections.

Risk for Infection with B. burgdorferi s.1.

We compared the demographic and other variables
between the participants with Borrelia infection and
noninfected participants (Table 2). In a multivariate
model, the tick engorgement levels (OR 9.52) and con-
firmation of B. burgdorferi s.. in ticks (OR 4.39) showed
a major increase in the risk for infection (Table 3).

We also compared the differences in the distri-
bution of ticks co-infected with multiple pathogens
that had bitten participants with and without Borrelia
infection. Of 37 ticks detached by 25 Borrelia-infected
participants, 4 (10.8%) harbored >1 pathogen, where-
as among 1,242 ticks from the noninfected group, 56
(4.5%) carried multiple pathogens (p = 0.07).

Discussion
We investigated 482 persons bitten by ticks for the
occurrence of bacterial tickborne infections and

Infections with Tickborne Pathogens, Austria

Babesia spp. We demonstrated a high incidence of
infections with the emerging pathogen, Candidatus
N. mikurensis. Furthermore, our data clearly show
that R. helvetica, though highly abundant in ticks in
Austria, does not pose a risk for human health. We
also conducted a detailed risk analysis for contract-
ing Lyme borreliosis by analyzing numerous demo-
graphic and clinical parameters. This knowledge is
needed for further research on the efficacy of specific
interventions for preventing Lyme borreliosis, such
as local or systemic antimicrobial drug prophylaxis
after tick bite (18).

The risk for contracting Borrelia infection was
5.1%, which is consistent with published data for the
Netherlands and Sweden (14,15), despite a different
frequency of B. burgdorferi s.l. in ticks (15.2%) com-
pared with previous reports (26% and 29.3%). This
finding might be explained by the fact that more lar-
vae were removed during the current study. I. rici-
nus larvae do not harbor B. burgdorferi s.l. because
of lack of transovarial transmission of this pathogen.
An investigation of ticks collected from vegetation
throughout Austria showed that 25% of ticks were
positive for Borrelia spp. (2), but no larvae were ana-
lyzed. Because male adult I. ricinus ticks rarely feed

Table 2. Comparison of persons infected and not infected with Borrelia burgdorferi sensu lato after tick bite, Austria, 2015-2018*

Not infected, n = 457

Infected, n = 25

Variable No. or mean + SD Median, % (IQR) No. or mean + SD Median, % (IQR) p value
Sex
M 214 46.8 12 48.0 1.000
F 243 53.2 13 52.0 NA
Age, y 48.7 +14.5 48.5 (36.8-59.1) 52.4+14.0 54.0 (42.9-58.6) 0.216
Use of repellent 17 3.7 2 8.0 0.258
No. ticks 13+1.2 1.0 (1.0-1.0) 24+3.8 1.0 (1.0-2.0) <0.001
Time, tick bite to blood test, dt 43140 4.0 (2.0-6.0) 39+21 3.0 (2.0-5.0) 0.645
Duration of tick attachment, d 1.0+29 1.0 (0.0-2.0) 12+1.2 1.0 (0.0-2.0) 0.668
Tick location
Left leg 119 26.0 15 60.0 <0.001
Right leg 130 28.4 13 52.0 0.022
Left arm 53 11.6 6 24.0 0.106
Right arm 55 12.0 4 16.0 0.530
Head/neck 21 4.6 1 4.0 1.000
Abdomen/chest 71 15.5 4 16.0 1.000
Genital/pelvic area 111 24.3 5 20.0 0.811
Back 46 10.1 4 16.0 0.314
Antimicrobial drugt 30 6.6 0 0.0 0.39
PCR positive 62 13.6 11 44.0 <0.001
IgG§ 57 12.5 6 24.0 0.08
IgM§ 30 6.6 2 8.0 0.58
IgG and IgM§ 23 5.0 2 8.0 0.37
History of erythema migrans 84 18.0 8 32.0 0.15
Tick engorgement
None 180 39.5 4 16.0 <0.001
Slightly/partially 219 48.0 10 40.0 NA
Fully 57 12.5 11 44.0 NA
*IQR, interquartile range; NA, not applicable.
TTime between tick bite and first blood test.
FReceived within 4 weeks before tick bite.
§Presence of Borrelia-specific antibodies at the first visit.
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Table 3. Multiple logistic regression analysis for assessing risk
for infection with Borrelia burgdorferi sensu lato after tick bite,
Austria, 2015-2018*

Parameter p value OR (95% CI)
Sex 0.818 0.90 (0.38-2.15)
Age 0.662 1.01 (0.98-1.04)
No. ticks 0.048 1.18 (1.00-1.39)
Tick PCR positive for B. 0.001 4.39 (1.78-10.84)
burgorferi
Tick engorgement
Fully <0.001 9.52 (2.79-32.45)
Slightly/partially 0.229 2.09 (0.63-6.98)
Not engorged NA 1 (NA)

*NA, not applicable; OR, odds ratio.

on humans, only 9 of 112 adult ticks detached by
study participants were male.

The presence of Borrelia in ticks and the level
of tick engorgement were the major predictors of
infection. However, we did not find a correlation
between infection and the time of attachment re-
ported by the participants. Clinical trials on the re-
lationship between infection risk and duration of
tick feeding are scarce, and results are contradic-
tory (14,15). Inconsistency might be attributed to
the fact that self-assessment of the duration of tick
attachment might be imprecise. We assume that if
more granular time intervals (e.g., in hours instead
of days) had been applied in our study, the results
might have been different, particularly for the large
group of persons who had removed their ticks
within the first 24 hours (*50% of the ticks in this
study). Transmission of B. burgdorferi s.1. can occur
<24 hours from tick attachment (14,19). Our study
demonstrates that morphologic evaluation of tick
engorgement is more reliable as a predictor for risk
of infection. The risk was 10 times higher for fully
engorged ticks than for nonengorged ticks. Lim-
ited correlation between self-reported duration of
tick attachment and level of engorgement has
been reported (20).

Our data suggest that a history of erythema mi-
grans and presence of antibodies do not avert fur-
ther Borrelia infections. The frequency of participants
who had been seropositive at baseline and of those
who had previous erythema migrans was higher in
the infected group (Table 2). Although not statisti-
cally significant, these results suggest greater expo-
sure to ticks.

Among other tickborne pathogens, Candidatus
N. mikurensis was the most frequent agent iden-
tified in blood containing EDTA, and 2% of the
participants had an asymptomatic infection with
this emerging pathogen. Infection with Candidatus
N. mikurensis can have a severe clinical picture.
Life-threatening complications can occur not only
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for immunocompromised patients but also for im-
munocompetent patients (21,22). The pathogen
was detected in blood samples of patients who had
erythema migrans-like rashes in Norway; a total
of 70 symptomatic patients were tested, and the
pathogen was found in 10% of the patients (23).
Asymptomatic infections are rare and they have
been reported in healthy foresters from Poland
(24), but no prospective data on the risk for acquir-
ing the infection after tick bites are available. For
3 persons, we detected the pathogen in 2 consecu-
tive samples. In 1 of these persons, the first positive
sampling occurred during October, and the follow-
up was performed 86 days later in January. Because
no tick bites were documented in this study dur-
ing the months of December-February, this finding
suggests a long persistence of the pathogen in the
blood in the absence of symptoms. However, there
are no comparable reports on the persistence of
Candidatus N. mikurensis in a human host.

B. miyamotoi is transmitted uniquely by Ixodes
ticks and is an emerging pathogen causing febrile
illness and meningitis in immunocompromised pa-
tients (25,26). With a prevalence of 2% in ticks, we
expected a low incidence of infections in humans. We
detected this spirochete in a healthy 79-year-old man.
The incidence for infections with A. phagocytophilum
was low, which corresponds to observations from
Scandinavian countries (27). We did not document
any case despite a relatively high level of background
seroprevalence at study inclusion (8%). Severe cases
of human granulocytic anaplasmosis sporadically oc-
cur in Austria (28), and a larger sample size might be
necessary to detect such cases.

Rickettsia spp. was found in 9.4% of the ticks in
our study. However, we did not identify any infec-
tions by using serologic or molecular methods. No
study participant showed development of clinical
signs of rickettsial infection, such as skin eschars or
lymphadenopathy. The dominating species in ticks
from Austria was R. helvetica, and only a few infec-
tions with this organism have been reported world-
wide, suggesting its low pathogenicity (16,29).

We identified Candidatus R. mendelii in 4
ticks. This novel organism was initially iden-
tified in the Czech Republic during 2016 (30).
Extensive data on its geographic distribution
are missing. We also detected a new Rickett-
sia sp. of the spotted fever group in a tick from
Tyrol, Austria (17).

We did not exclude patients who had received
previous antimicrobial drug treatment. A total of 23
of these patients received antimicrobial drugs that
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were active against tickborne pathogens starting 4
weeks before enrollment. Six participants were re-
ceiving antimicrobial drugs at study inclusion, and
the time point for antimicrobial drug treatment was
not known exactly for 7 participants. Two partici-
pants were receiving immunosuppressive treatment.
For persons with multiple tick bites in the noninfect-
ed group, we randomly selected 1 tick for risk analy-
sis because it would otherwise have been difficult to
calculate a regression model. Finally, for some patho-
gens, we used PCR only to identify infections without
additional serologic testing, including that for Babesia
spp. and B. miyamotoi. Because of a low prevalence of
these pathogens in ticks, it is unlikely that we would
have found a substantial amount of infections by us-
ing serologic methods.
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Emergence of Burkholderia
pseudomallel Sequence Type 562,
Northern Australia
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Since 2005, the range of Burkholderia pseudomallei
sequence type 562 (ST562) has expanded in northern
Australia. During 2005-2019, ST562 caused melioidosis
in 61 humans and 3 animals. Cases initially occurred in
suburbs surrounding a creek before spreading across
urban Darwin, Australia and a nearby island community.
In urban Darwin, ST562 caused 12% (53/440) of melioi-
dosis cases, a proportion that increased during the study
period. We analyzed 2 clusters of cases with epidemio-
logic links and used genomic analysis to identify previ-
ously unassociated cases. We found that ST562 isolates
from Hainan Province, China, and Pingtung County, Tai-
wan, were distantly related to ST562 strains from Aus-
tralia. Temporal genomic analysis suggested a single
ST562 introduction into the Darwin region in ~1988. The
origin and transmission mode of ST562 into Australia re-
main uncertain.

he tropical disease melioidosis causes sepsis in

persons with risk factors such as diabetes or haz-
ardous alcohol consumption (1). The causative bac-
terium, Burkholderia pseudomallei, is found in soil and
surface waters. Most reported cases of melioidosis
occur in Southeast Asia and northern Australia dur-
ing the monsoonal wet seasons (i.e., November-April
in northern Australia and May-October in Southeast
Asia) (1). Although melioidosis is increasingly found
in China, the Pacific Islands, South Asia, Africa, and
Central and South America (2), laboratory diagnostic
constraints contribute to underreporting of cases. As
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aresult, the true global distribution and prevalence of
melioidosis remain uncertain (3).

Clinical manifestations are varied; however,
pneumonia is the most common form, accounting
for =50% of cases (4). The frequencies of these mani-
festations differ by region. For example, suppura-
tive parotitis is common in children in Thailand and
Cambodia but rare in Australia; manifestations such
as prostate abscesses and brainstem encephalitis are
reported rarely outside Australia (1,4). Death rates
range from 9% in northern Australia to 40% in north-
east Thailand (1,4). The extent to which transmission
mode, host risk factors, access to diagnostic testing,
appropriate antimicrobial drugs, and intensive care
treatment account for differences in manifestations
and outcomes remains uncertain. Clinical studies
suggest that host risk factors are major contributors
to disease severity and outcome (1).

Phylogeographic analyses suggest that B. pseudo-
mallei emerged in ancient Australia and subsequently
disseminated throughout Asia (2,5,6). Because of their
ecologic niche, sensitivity to ultraviolet light, and rare
transmission among humans, strains of B. pseudomal-
lei in Australia have remained phylogenetically dis-
tinct from strains in Asia, Africa, and the Americas
(2,6). Most reported instances of sequence type (ST)
overlap between Asia and Australia are unrelated
at the whole-genome level (7), with the exception
of ST562 (8). Some STs in Southeast Asia occur over
large geographic areas, such as along the Mekong and
other rivers where erosion and washout from dis-
turbed land might have contributed to B. pseudomallei
dissemination (2,9,10).

Within Australia, most B. pseudomallei STs have a
restricted geographic range (11). In the urban and ru-
ral areas of Darwin, STs have been found in the envi-
ronment distributed across no more than 50 km (12).
In Northern Australia, researchers have identified
only 2 instances of long-range B. pseudomallei disper-
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sal, spanning distances of 90 km and 460 km (13,14).
B. pseudomallei isolates in the Northern Territory of
Australia are very diverse, belonging to at least 379
reported STs (12). In this region, strains found in clini-
cal and environmental samples exhibit similar levels
of diversity (11). High species diversity of B. pseudo-
mallei exists in urban Darwin; however, several STs,
including ST109, ST36, ST132, and in recent years,
ST553, have dominated among clinical and environ-
mental isolates (7,15).

The Darwin Prospective Melioidosis Study has
documented every culture-confirmed melioidosis
case in the Top End region of the Northern Territory
since 1989. In 2005, we reported the emergence of
B. pseudomallei ST562 in urban Darwin (8). Genomic
analyses revealed limited diversity among isolates
and a very narrow geographic range, suggesting a
single, recent introduction event from Asia (8). We
describe the clinical manifestations and genomic
epidemiology of B. pseudomallei ST562, which is now
well-established in urban Darwin and causes a large
proportion of melioidosis cases in the region.

Methods

Melioidosis Cases

We conducted this study at Royal Darwin Hospital,
the referral center for the Top End region. The Top
End is in the wet-dry tropics, 245,000 km? in area,
and sparsely populated. Darwin, the only city in the
region, has a population of 122,000 persons; the re-
maining population lives in towns or remote com-
munities separated by vast geographic distances. As
part of the Darwin Prospective Melioidosis Study,
we documented the demographic characteristics,
risk factors, clinical features, and outcomes of 1,148
patients with culture-confirmed melioidosis during
October 1, 1989-September 30, 2019 (1). We conduct-
ed multilocus sequence typing on isolates from 1,108
of 1,148 patients (https://pubmlst.org/organisms/
burkholderia-pseudomallei) (16). Our study was ap-
proved by the Human Research Ethics Committee of
the Northern Territory Department of Health and the
Menzies School of Health Research, Darwin.

B. pseudomallei Isolates

We analyzed B. pseudomallei ST562 sequences from 61
humans (including 3 with recurrent infection), 3 ani-
mals, and 4 environmental samples in the Top End;
5 isolates from humans in Hainan Province, China;
and 1 isolate from a human in Pingtung County, Tai-
wan. We conducted whole-genome sequencing us-
ing HiSeq 2000, HiSeq 2500, HiSeq 3000, MiSeq, or
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NovaSeq 6000 (Illumina, Inc., https:/ /www.illumina.
com). We also analyzed the genome of a ST562 strain
isolated from a water source in Haikou city, Hainan
Province, in 1975 (17). In addition, we conducted a
global phylogenetic analysis using 281 non-ST562
B. pseudomallei genomes available in public sources
(Appendix 1 Table, https://wwwnc.cdc.gov/EID/
article/27/4/20-2716-Appl.xlsx). We displayed the
geographic distribution of Australia ST562 isolates
using ArcGIS (https:/ /www.arcgis.com/index.html)
with shape files provided by the government of the
Northern Territory.

Statistical Analyses

We conducted all analyses using R version 3.6.0
(http:/ /www.r-project.org). We used a 2-tailed Fish-
er exact test to conduct a bivariate analysis of demo-
graphic characteristics, underlying conditions, clinical
features, and outcomes of 53 patients with ST562 and
387 patients with non-ST562 B. pseudomallei infection
during October 1, 2004-September 30, 2019 in urban
Darwin. We considered significant characteristics (i.e.,
p<0.05 in bivariate analysis) in a binomial multivari-
able generalized linear model with ST562 infection as
the outcome. Because of the strong temporal structure
to the data, we also included year of diagnosis as a con-
tinuous variable (Appendix 2, https://wwwnc.cdc.
gov/EID/article/27/4/20-2716-App2.pdf).

Bioinformatic Analyses

We conducted multiple sequence alignment and
variant calling with Snippy version 4.3.6 (https://
github.com/tseemann/snippy), using the closed
ST562 MSHR5858 genome (18) (GenBank accession
nos. CP008891-2) as the reference for ST562 phylo-
genetic analyses and the closed K96243 genome (19)
(GenBank accession nos. BX571965-6) for the global
analysis. We conducted maximum-likelihood phylo-
genetic analyses using IQ-TREE version 1.6.10 (20)
and predicted regions of recombination using Gub-
bins version 2.3.4 (21). We used BEAST 2 (22) for
temporal analysis of the core Australia ST562 align-
ment (Appendix 2).

Results

Australia B. pseudomallei ST562 Epidemiology

During 1989-2019, a total of 61 (5.5%) of 1,108 melioi-
dosis cases were caused by B. pseudomallei ST562. After
treatment completion, 3 (5%) patients had recurrent
ST562 infection. Fifty-three (87%) ST562 patients re-
sided in urban Darwin and 5 (8%) in an island commu-
nity 81 km north of Darwin. In addition, 1 patient was
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evacuated from a remote community in East Arnhem
Land, Northern Territory, Australia, 6 days after re-
turning from a visit in Darwin; 1 patient lived in a rural
community 37 km from Darwin; and 1 patient with an
unknown travel history sought treatment at Katherine
District Hospital (Katherine, Northern Territory, Aus-
tralia), 317 km south of Darwin.

During 2005-2019, the proportion of human
melioidosis cases caused by ST562 in urban Darwin
gradually increased (Figure 1). These cases mostly
occurred in 2 hotspot regions: suburbs surrounding
a creek where 17 (30%) of 57 melioidosis cases were
caused by ST562 and a lagoon where 11 (38%) of 29
cases were caused by ST562. The geographic distribu-
tion of cases changed over the 15-year period, mov-
ing initially from the creek hotspot to other regions
in Darwin and to the island community (Figure 2).
Records showed 2 case clusters with known epide-
miologic links; the first cluster comprised 5 patients
at a hostel in the lagoon hotspot during January 2014-
March 2019 and the second comprised 2 persons from
separate apartments in the same complex who were
each found dead in their apartments on the same day
in January 2014. B. pseudomallei ST562 was isolated
from the autopsy samples of the 2 persons.

In addition, ST562 infections developed in 2
sheep at a veterinary facility in 2009 and 2014 (8) and
in a meerkat at a wildlife park in 2015 (23). These
cases occurred in the lagoon hotspot. Environmental
sampling at these facilities did not reveal B. pseudom-
allei ST562. Furthermore, despite extensive systematic
sampling across Darwin in 2017-2018, researchers
found ST562 on only 2 occasions, both at the creek
hotspot (15). During the investigation of a 2011 meli-
oidosis case in a human, we isolated ST562 from air
and soil samples from the lagoon hotspot (24).

Figure 1. Distribution of melioidosis cases caused by various

STs of Burkholderia pseudomallei, Darwin, Australia, 2004-2019.
Twelve-month periods reflect the wet season then dry season and
span October 1-September 30. ST, sequence type.
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ST562 Risk Factors and Clinical Features

Among 440 melioidosis patients in urban Darwin dur-
ing October 1, 2004-September 30, 2019, a significantly
higher proportion of patients with ST562 were Ab-
original or Torres Strait Islander (66% vs. 44%; p<0.01),
lived in the suburbs surrounding the creek hotspot
(33% vs. 11%; p<0.01) or the lagoon hotspot (21% vs.
5%; p<0.01), or reported hazardous alcohol consump-
tion (59% vs. 40%; p = 0.02) (Table 1). In a generalized
linear model that included these predictors, only resi-
dence in either of the 2 hotspot locations was a signifi-
cant predictor of infection (Table 1). Pneumonia was
the most common manifestation among patients with
ST562 (76%) and non-ST562 infections (68%) (Table 2).
Among male patients, 10 (32%) with ST562 had a pros-
tate abscess, compared with 33 (15%; p = 0.02) men
with non-ST562 infections. In total, 3 patients with
ST562 infection died before hospitalization. The pro-
portion of patients with bacteremia, septic shock, or
death from melioidosis was not different among those
with ST562 versus non-ST562 infection (Table 2).

Australian B. pseudomallei ST562 Diversity

The 71 ST562 isolates from Australia were closely
related with 141 single-nucleotide polymorphisms
(SNPs) over a core alignment length of 7,071,987 nu-
cleotides. These isolates were substantially less di-
verse than isolates of ST109, ST36, and ST132, which
also are found in Darwin (8). The median pairwise
difference among ST562 genomes was 5 SNPs (range
0-16 SNPs). We found a limited phylogenetic struc-
ture among the ST562 genomes, with multiple poly-
tomies on maximume-likelihood analysis (Figure 3);
we did not identify any recombination. The soil iso-
late collected from the lagoon hotspot, MSHR4681,
differed by only 5 SNPs from the first soil isolate
from the creek hotspot, MSHR10541, despite being
collected 6 years and 12 km apart. Isolates from 3
patients (MSHR8799, MSHR9707, and MSHR11750)
had no known epidemiologic links but were sepa-
rated by 0 SNPs.

B. pseudomallei ST562 Genomic Clusters

The ST562 isolates from cases associated with the hos-
tel were phylogenetically clustered (Figure 3). The first
2 cases occurred 1 day apart in January 2014 and the
third occurred in March 2014; isolates from these 3 cas-
es differed by 0 SNPs. A fourth case in December 2014
differed from the first 3 isolates by 1 SNP and a fifth
case in March 2019 differed by an additional SNP. This
clade also included an ST562 isolate from a patient not
initially known to have resided at the hostel; further
investigation revealed that this patient had checked
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Figure 2. Proportion of
melioidosis cases in humans
caused by Burkholderia
pseudomallei ST562, Darwin,
Australia, 2004—-2019. A) During
October 2004—September
2009. B) During October 2009—
September 2014. C) During
October 2014—September 2019.
ST, sequence type.

out of the hostel 6 days before being evacuated from
a remote community for melioidosis treatment. Envi-
ronmental sampling at the hostel did not detect ST562.
We advised hostel staff regarding melioidosis preven-
tion, including the importance of protective footwear
and remaining indoors during storms.

The isolates from the 2 deceased persons from
the apartment complex differed by 7 SNPs and did
not fall within the same clade on the phylogenetic
tree (Figure 3). However, an isolate from 1 of these
patients was separated by 0 SNPs from a clinical iso-
late collected 10 months earlier from a patient who
lived in the adjacent unit. Soil and water sampling of
the apartment complex and its surroundings did not
identify any B. pseudomallei ST562 isolates.

ST562 isolates from air and soil samples at a
residence in the lagoon hotspot were separated by 0
SNPs. These isolates differed by 3 SNPs from a clini-
cal isolate from a resident with bacteremic medias-
tinal melioidosis (24). Thirteen other clinical isolates
were more closely related to the air and soil isolates
than the clinical isolate from the resident; 1 isolate
from a patient 8 years later was identical to the soil
and air isolates. That patient lived 3.4 km downwind
from the environmental sampling site.

Recurrent B. pseudomallei ST562 Infections

Of the 3 recurrent ST562 cases, genomic analysis
confirmed that 1 case was a new infection and 2 were

1060

relapses (Figure 3). The first patient was treated
for melioidosis pneumonia in January 2009 and
March 2016; isolates from these 2 episodes differed
by 9 SNPs and belonged to different phylogenetic
clades, suggesting that these illnesses were caused
by independent infection events (25). The second
patient had B. pseudomallei isolated from urine in
December 2017. This patient was treated with intra-
venous therapy for 4 weeks with ceftazidime then
meropenem, then for 12 weeks with oral doxycy-
cline. In October 2018, B. pseudomallei was again
isolated from this patient’s urine; the 2 isolates dif-
fered by 5 SNPs and belonged to the same clade,
suggesting relapse. The third patient had acute
pneumonia in January 2019 and was treated for 4
weeks with intravenous meropenem then ceftazi-
dime, then for 12 weeks with oral trimethoprim/
sulfamethoxazole. His symptoms improved and he
returned to his community but was subsequently
found dead in August 2019. His autopsy revealed
pneumonia caused by an isolate differing from his
original infection by only 1 SNP.

B. pseudomallei ST562 Origin and Dispersal

The mean estimated clock rate for the 71 Australia
B. pseudomallei ST562 isolates was 4.11 x 10 sub-
stitutions/site/year (95% highest posterior density
[HPD] 2.0-6.2 x 10 substitutions/site/year) and
the median estimate for the time to the most recent
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Table 1. Demographic characteristics and risk factors for melioidosis caused by Burkholderia pseudomallei ST562, Darwin, Australia,

October 1, 2004—September 30, 2019*

ST, no. (%)t

Bivariate model Multivariable model

Characteristic 562, n =53 Other, n = 387 OR (95% CI) p value OR (95% CI) p value
Median age, y (range) 51 (13-85) 53 (1-97) 1.01 (0.99-1.02) 0.49
Sex
F 22 (42) 163 (42) Referent
M 31 (58) 224 (58) 0.98 (0.52—1.81) >0.99
Ethnicity
Non-Indigenous persons 18 (34) 216 (56) Referent
Aboriginal or Torres Strait 35 (66) 171 (44) 2.45 (1.30-4.77) <0.01 1.88 (0.94-3.77) 0.08
Islanders
Hotspott
Creek 17 (33) 40 (11) 3.83 (1.84-7.80) <0.01 4.75 (2.22-10.19) <0.01
Lagoon 11.(21) 18 (5) 5.02 (1.10-12.17)  <0.01 6.10 (2.39-15.54) <0.01
Underlying condition
Diabetes 28 (53) 177 (46) 1.33 (0.72-2.47) 0.38
Hazardous alcohol consumption 31 (58) 156 (40) 2.08 (1.120-3.93) 0.02 1.72 (0.88-3.36) 0.11
Chronic lung disease 18 (34) 104 (27) 1.40 (0.71-2.67) 0.33
Chronic kidney disease 9(17) 53 (14) 1.29 (0.52-2.88) 0.53
Congestive cardiac failure or 3(6) 34 (9) 0.62 (0.12-2.10) 0.60
rheumatic heart disease
Malignancy 7 (13) 49 (13) 1.05 (0.39-2.52) 0.83

*OR, odds ratio; ST, sequence type.
tValues are no. (%), except as indicated.
FValues missing for 1 patient with ST562 and 30 patients with other STs.

common ancestor was 1988 (95% HPD 1961-2001)
(Figure 4). Isolates from the creek hotspot predomi-
nated on the deepest branching clades and were dis-
tributed throughout the phylogeny, indicating initial
establishment in and dispersal from the creek hotspot.
Isolates from patients from the island community
formed a clade estimated to have diverged from a
common ancestor in 2010 (95% HPD 2004-2014). The
5 isolates from Hainan and the isolate from Taiwan
were not included in the molecular dating analysis
due to poor clock signal; these isolates were distantly
related to ST562 isolates from Australia, differing by
6,252-7,786 SNPs (964-1,453 SNPs when excluding
recombinogenic regions). In the global B. pseudomallei

analysis, B. pseudomallei ST562 isolates from Australia
were most closely related to isolates from East Asia
(Figure 5). The ST562 clade belonged to the larger
Asian clade in the global phylogeny (8).

Discussion

B. pseudomallei ST562 emerged in northern Australia
in 2005, fifteen years after the Darwin Prospective
Melioidosis Study began genomic surveillance (1,8).
Initially, cases of ST562 in northern Australia mostly
occurred in a creek hotspot before spreading across
Darwin and to an island community to the north. A
La Nifa period of heavy rainfall during 2010-2012
was associated with increased melioidosis case

Table 2. Clinical features of melioidosis caused by Burkholderia pseudomallei ST562, Darwin, Australia, October 1, 2004—September

30, 2019*
ST, no. (%) Bivariate
Characteristic 562, n =53 Other, n = 387 OR (95% CI) p value
Symptoms for <2 months 50 (94) 346 (89) 1.97 (0.59-10.32) 0.33
Localization
Pulmonary 40 (75) 263 (68) 1.45 (0.73-3.06) 0.34
Abscesst
Prostatic 10 (32) 33 (15) 2.73 (1.05-6.73) 0.02
Hepatic 1(2) 13 (3) 0.55 (0.01-3.82) >0.99
Splenic 2 (4) 25 (6) 0.57 (0.063-2.39) 0.76
Renal 3(6) 9(2) 2.51 (0.42-10.49) 0.17
Skin and/or soft tissue 3(6) 51 (13) 0.40 (0.08-1.30) 0.17
Bone or joint 3(6) 28 (7) 0.77 (0.14-2.64) >0.99
Central nervous system 0 4 (1) NA >0.99
Severity
Bacteremiaf 28 (55) 233 (61) 0.79 (0.42-1.49) 0.45
Septic shock 12 (23) 66 (17) 1.42 (0.64-2.94) 0.34
Death 7 (13) 35 (9) 1.53 (0.54-3.77) 0.32

*NA, not applicable; OR, odds ratio; ST, sequence type.

TMissing data for 1 patient with non-ST562 B. pseudomallei infection. Prostate abscess data is for 31 men with ST562 and 223 men with other STs.

fMissing data for 2 patients with ST562 and 3 patients with other STs.
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numbers in Darwin (26). After this period, the geo-
graphic distribution and proportion of cases attribut-
able to ST562 rose. Increased connectivity of water-
ways and wet conditions might have contributed to
ST562 spread in Darwin during this time.

The clinical manifestations, symptom duration,
and severity of melioidosis caused by ST562 were
similar to those caused by non-ST562 infections, sug-
gesting that host risk factors and route of acquisition
contributed to clinical features more than differ-
ences in virulence profiles (1,27). The only difference
in clinical manifestations was a larger proportion of
male ST562 patients with prostate abscesses. Com-
pared with the rate in Asia, the greater melioidosis
survival rates observed in Australia are probably
improved by greater access to treatment, including
intensive care (1,4).

Genomic analysis of ST562 strains from Austra-
lia demonstrated very little diversity, suggesting a
single introduction event with a probable origin in
Asia (8). The only other characterized ST562 isolates
in this study are from Hainan Province, China, and
from Pingtung County, Taiwan. Comparative ge-
nomic analysis showed that the strains from China
and Taiwan strains belonged the same clade but
were distantly related to strains in Australia. Re-
searchers have not identified any close relatives of
ST562 strains in Australia; their precise origin within
Asia remains uncertain.

We estimated that the most recent common an-
cestor of the ST562 strains in Australia, which indi-
cates the possible time of introduction, occurred in
1988; however, the 95% HPD for this estimate was
wide (1961-2001). The estimated clock rate of 4.11 %

Figure 3. Maximum-likelihood phylogeny of Burkholderia pseudomallei sequence type 562 isolates from northern Australia, 2004—2019.
Strain MSHR1967 (GenBank accession no. SRR2886997), the earliest sample, was used as the outgroup. Labels indicate nodes with
approximate likelihood ratio >60 and ultrafast bootstrap >80. Scale bar indicates substitutions per site.
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Figure 4. Maximum clade credibility tree of Burkholderia pseudomallei sequence type 562 isolates from northern Australia, 2004—2019.

Labels indicate nodes with posterior support >0.8.

108 substitutions/ site/ year was lower than previous-
ly reported. For example, previous reports estimated
the rate for serial isolates in patients with cystic fibro-
sis as 4.9 x 107 substitutions/site/year (28) and for
isolates from a 16-year chronic lung infection as 1.7
x 107 substitutions/site/year (29). For B. pseudomal-
lei groups in Asia and the Americas, the estimated
mutation rates range from 1.12 x 10 to 9.22 x 10~
substitutions/site/year (2). The variation in these es-
timates might reflect the difficulty in identifying and
excluding SNPs resulting from recombination, the
different ecologic conditions and selective pressures
of isolates, and inadequate sampling.

Emerging Infectious Diseases « www.cdc.gov/eid « Vol. 27, No. 4, April 2021

B. pseudomallei can exist in a viable but noncul-
turable state (30) and can persist in the environment
in suboptimal conditions outside of regions to which
it is endemic; the slow replication rate during these
periods might contribute to its slow accumulation
of mutations. Cases have sporadically occurred in
temperate Western Australia, where 2 isolates from
animals on different farms collected 17 years apart
differed by just 1 SNP (31). In contrast, the bacteria
can evolve rapidly during acute infection; in 1 pa-
tient, 8 SNPs and 5 small insertions/ deletions devel-
oped in a 12-day period (32). We observed similar
variability; for example, environmental and clinical
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samples collected 8 years apart differed by 0 SNPs, lication is probably greater in vivo, with the human
whereas isolates collected 10 months apart from the host milieu placing the bacterium under greater se-
same patient differed by 5 SNPs. B. pseudomallei rep-  lective pressure than the natural environment.

Figure 5. Maximum-likelihood global phylogeny of Burkholderia pseudomallei sequence type 562 isolates from northern Australia,
2004-2019, and genomes available in public sources (Appendix 1 Table, https://wwwnc.cdc.gov/ElID/article/27/4/20-2716-App1.xIsx).
Strain MSHR5619 (GenBank accession no. ERR298346), which had the most divergent genome, was used as the outgroup. Black
circles indicate nodes with approximate likelihood ratio >95 and ultrafast bootstrap >95. Colors indicate geographic origin of samples.

Scale bar indicates substitutions per site. ST, sequence type.

1064 Emerging Infectious Diseases ¢ www.cdc.gov/eid « Vol. 27, No. 4, April 2021



Previous epidemiologic investigations of meli-
oidosis clusters in humans and animals suggest
differences of <1 SNP from an implicated infect-
ing source (15,23,33,34). In the investigation of 2
cases of infection with B. pseudomallei ST325 on the
same rural property in northern Australian, there
was 1 SNP difference between the 2 clinical iso-
lates and the suspected environmental source, an
unchlorinated water tank (33). In a fatal outbreak
in a remote island community in northern Austra-
lia, 4 B. pseudomallei ST126 clinical isolates differed
by <1 SNPs from an isolate from the town water
supply (34). We confirmed case clusters at a hos-
tel and an apartment complex by combining epi-
demiologic information and phylogenetic analysis,
enabling the identification of previously unasso-
ciated cases. There was little diversity among B.
pseudomallei ST562 isolates in northern Australia;
many epidemiologically unrelated isolates differed
by <1 SNP. Phylogenetic analysis was required for
cluster identification.

Intercontinental dispersal of B. pseudomallei is
an extremely unusual event, as demonstrated by the
strong phylogeographic signal in the global phylog-
eny (2,5-8). The mode of ST562 transmission into
northern Australia and then to an offshore island is
unclear but could have been through soil, plants, an-
imals, or humans (8) or through air during a severe
weather event. The bacterium does not survive pro-
longed exposure to ultraviolet light, which probably
limits aerial dispersal (35); many researchers consid-
er long-range intercontinental spread through the air
unlikely. However, B. pseudomallei has been isolated
from air samples (24,36), suggesting that this route of
transmission might be possible across relatively short
distances. The dissemination of B. pseudomallei across
islands in the Caribbean might have been mediated
by hurricanes (37), and the dispersal of B. pseudom-
allei across northern Australia might be associated
with tropical cyclones (38). Tropical cyclones occur
every year in northern Australia, and melioidosis
clusters can occur after these events (31,39). Clus-
ters also have been associated with typhoons
in Taiwan, where studies using multilocus se-
quence typing have suggested airborne dissemi-
nation from soil and an increase in human cases
depending on the wind direction (36,40). The dis-
tance that B. pseudomallei can travel in such events
remains uncertain.

Although B. pseudomallei colonization of humans
is rare (29,41), the bacterium has been found in the
feces of domestic and wild animals including walla-
bies, horses, and chickens (42,43), and in the beak of
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a healthy native peaceful dove (Geopelia placida) (44).
A strong association exists between B. pseudomallei
presence in soil and disturbance by horses, chickens,
and pigs (45). B. pseudomallei has been imported into
areas to which it is not endemic and that are associ-
ated with exotic animals (46,47), the most dramatic
example of which was an outbreak in a zoo in Paris
that caused the deaths of >2 humans and animals
belonging to >10 different species (43,48). The out-
break spread from the Paris Zoological Park to the
menagerie at the Paris Botanical Gardens and eques-
trian clubs across France. B. pseudomallei was isolat-
ed from horse manure in multiple gardens and from
petri dishes placed near manure, suggesting aerosol-
ization. Movement of horses for races contributed to
the outbreak.

Animal importation and migratory birds are
possible modes by which ST562 could have ar-
rived in Darwin. In the lagoon hotspot, 2 facili-
ties that housed imported animals were the sites
of 3 cases in animals of melioidosis caused by B.
pseudomallei ST562. A horse racetrack and multiple
equestrian clubs are also in the creek and lagoon
hotspots. Both hotspots are habitats for water
birds, many of which migrate to the region every
year through Asia’s great flyways (49) and which
could have carried B. pseudomallei ST562 to Darwin
from Asia.

Although phylogenetic analysis confirms a sin-
gle introduction event of Asian origin, how ST562
spread into northern Australia remains unknown.
ST562 is now one of the most common B. pseudo-
mallei STs in humans in urban Darwin. However,
this ST rarely is isolated from the environment,
including at sites associated with outbreaks. Fur-
ther focused environmental sampling at key sites
will help clarify ST562 epidemiology in northern
Australia. The expanding capacity for genomic se-
quencing of B. pseudomallei will probably increase
awareness of the ongoing global and regional dis-
persal of this bacterium and consequent melioido-
sis cases in humans and animals.
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Histopathological Characterization
of Cases of Spontaneous Fatal
Feline Severe Fever with
Thrombocytopenia Syndrome, Japan

Yusuke Sakai, Yuko Kuwabara, Keita Ishijima,* Saya Kagimoto, Serina Mura,
Kango Tatemoto,! Ryusei Kuwata,? Kenzo Yonemitsu,* Shohei Minami, Yudai Kuroda,*
Kenji Baba, Masaru Okuda, Hiroshi Shimoda, Masashi Sakurai, Masahiro Morimoto, Ken Maeda*

Severe fever with thrombocytopenia syndrome (SFTS)
is an emerging tickborne infectious disease caused by
SFTS virus (SFTSV). We report 7 cases of spontaneous
fatal SFTS in felines. Necropsies revealed characteristic
lesions, including necrotizing lymphadenitis in 5 cases
and necrotizing splenitis and SFTSV-positive blastic lym-
phocytes in all cases. We detected hemorrhagic lesions
in the gastrointestinal tract in 6 cases and lungs in 3 cas-
es, suggesting a more severe clinical course of SFTS in
felids than in humans. We noted necrotic or ulcerative
foci in the gastrointestinal tract in 3 cases, the lung in 2
cases, and the liver in 4 cases. We clarified that blastic
lymphocytes are predominant targets of SFTSV and in-
volved in induction of necrotic foci. We also found that
thymic epithelial cells were additional targets of SFTSV.
These results provide insights for diagnosing feline
SFTS during pathological examination and demonstrate
the similarity of feline and human SFTS cases.

Severe fever with thrombocytopenia syndrome
(SFTS) is an emerging infectious disease char-
acterized by acute onset of high fever, hemorrhagic
tendency, gastrointestinal and neurologic symp-
toms, thrombocytopenia, and leukocytopenia (1-4).
The causative agent of SFTS is a novel Dabie bandavi-
rus, SFTS virus (SFTSV), of the family Phenuiviridae
(5). On the basis of epidemiologic evidence, SFTS
is classified as a tickborne disease, and the main
reservoir and vector involving human infection is
thought to be the Haemaphysalis longicornis tick (6,7).
In addition, various species of domestic and wild
mammals, including goats, sheep, cattle, pigs, dogs,
cats, boars, and deer, have been found to harbor
SFTSV genomic RNA or SFTSV antibodies (§-10).
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These data demonstrate the infectivity of SFTSV in
these animal species and circulation of SFISV be-
tween ticks and animals in nature. Reported cases of
SFTS in cheetahs and domestic cats have shown that
nonhuman mammalian species can develop fatal dis-
ease similar to human SFTS (11,12). Susceptibility of
cats to SFTSV also was confirmed by experimental
SFTSV infection in cats, which caused a high inci-
dence of severe hemorrhagic fever (13). Analyses of
these cases confirmed shedding of viral particles from
saliva and feces (11,13), which can cause transmission
of SFTSV from diseased animals to humans (14).

Analysis of animals with SFTSV infection can in-
form the pathogenesis of SFTS in humans. Experimen-
tal infection in wild type and a/ interferon receptor
knockout mice, rhesus macaques (Macaca mulatta),
and signal transducer and activator of transcription-2
knockout hamsters have been reported (15-19), but
hepatitis and splenitis have been reproduced only
in hamster models (19). However, hemorrhagic and
necrotic lesions in the liver, spleen, intestines, and
lymph nodes have been reported only in fatal SFTS
cases in humans and experimentally infected felines
(13,20-22). Investigations of disease in animals that
mimics human SFTS is crucial for informing preven-
tion of animal-to-human transmission and controlling
virus transmission among animals and ticks. Analy-
sis of fatal cases in felines can clarify the pathology
of SFTS and inform STFS diagnosis in animals. We
provide evidence of characteristic macroscopic and
microscopic lesions collected from 7 cases of sponta-
neous fatal SFTS in felines.

!Current affiliation: National Institute of Infectious Diseases, Tokyo,
Japan.

2Current affiliation: Okayama University of Science, Ehime, Japan.
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Materials and Methods

Histology

We performed necropsies on 7 cats with SFTS symp-
toms, such as acute onset of thrombocytopenia, leu-
kocytopenia, and lethargy (Table 1). We confirmed
SFTSV infection by conventional reverse transcrip-
tion PCR (RT-PCR) using 2 primer pairs targeting the
small segment of the SFTSV genome (23). We collect-
ed and fixed tissue samples in 10% neutral buffered
formalin and then processed the samples to create
paraffin-embedded tissue sections. We cut tissue into
sections 4-pm thick and stained sections with hema-
toxylin and eosin for histopathologic examination.

Immunohistochemistry

We subjected the 4-pm thick tissue sections to immu-
nohistochemical staining. After deparaffinization, we
performed antigen retrieval by incubating sections
in 0.1% trypsin at 37°C for 20 min to obtain immu-
noglobulin (Ig) lambda chain; or by heating at 121°C
for 5 min in pH 6.0 citrate buffer for SFTSV and CD3
staining; or pH 9.0 Tris-EDTA buffer for CD79a and
Ki67 staining. After washing with phosphate-buff-
ered saline (PBS), we inactivated endogenous peroxi-
dase by immersion in 3% hydrogen peroxide in PBS.
After treatment with 5% bovine serum albumin in
PBS for 30 min, we incubated the sections with rabbit
polyclonal anti-SFTSV antibody (diluted 1:1,000; gift
from Shigeru Morikawa, Okayama University of Sci-
ence, Okayama, Japan); FLEX Polyclonal Rabbit Anti-
Human CD3 Ready-to-Use antibody (Dako, https://
www.agilent.com); Monoclonal Mouse Anti-Human
CD79a Antibody Clone HM57 (diluted 1:50; Dako);
Mouse Monoclonal Anti-Ki67 Clone MIB-1 (diluted
1:1,000; eBioscience, https://www.thermofisher.
com); or Polyclonal Rabbit Anti-Human Ig Lambda

Spontaneous Fatal Feline SFTS, Japan

Light Chains (diluted 1:100; Dako). After washing
with PBS, we incubated the sections with EnVision+/
HRP Rabbit (Dako) horseradish peroxidase (HRP)-la-
beled polymer anti-rabbit or EnVision+/HRP Mouse
(Dako) HRP-labeled polymer anti-mouse. We then
visualized positive signals by peroxidase-diamino-
benzidine reaction, and counterstained sections with
hematoxylin stain.

Immunofluorescence

We performed double immunofluorescence labeling
with cytokeratin-SFTSV and CD204-SFTSV on 4-pm
thick tissue sections. We performed heat-mediated an-
tigen retrieval for cytokeratin-SFTSV in pH 6.0 citrate
buffer and for CD204-SFTSV antigen pH 9.0 Tris-ED-
TA buffer. After washing with PBS and blocking with
5% bovine serum albumin, we incubated the sections
for 1 h at room temperature with a mixture of rab-
bit polyclonal anti-SFTSV antibody (diluted 1:1,000;
TransGenic Inc., https://www.transgenic.co.jp) and
mouse monoclonal anti-CD204 (diluted 1:400; Trans-
Genic Inc) or mouse monoclonal anti-cytokeratin
clone AE1/AE3 (diluted 1:200; Dako). After wash-
ing with PBS, we incubated the sections in a mixture
of Alexa Fluor 488 anti-rabbit IgG (diluted 1:400; Ab-
cam, https:/ /www.abcam.com), Alexa Fluor 594 anti-
mouse IgG (diluted 1:400; Abcam), and DAPI (Dojin-
do, https:/ /www.dojindo.com). We then analyzed the
tissue sections by using an LSM 710 (Leica, https://
www leicabiosystems.com) confocal microscope.

Results

Gross Findings

Among the 7 cats with SFTS, gross lesions typically
were characterized by changes in the lymphoid or-
gans and hemorrhage (Table 2). In all the cases, we

Table 1. Clinicopathological findings in 7 cats with fatal severe fever with thrombocytopenia syndrome, Japan*

Case no.

Clinical findings 1 2 3 4 5 6 7
Clinical signs

Anorexia Y Y Y Y Y Y Y

Lethargy Y Y Y Y Y Y Y

Neurologic signs N N N Y N N N

Vomiting N Y N N N Y N
Body temperature, °C 394 NA NA NA 39.3 39.9 39
Erythrocytes, 10 cells/uL 546 688 NA 364 718 820 593
Leukocytes, cells/uL 3,080 800 3,000 190 700 2,500 1,290
Platelets, cells/uL 38,000 7,000 0 0 <11,000 52,000 0
ALT, IU/L 105 NA 476 141 331 NA 58
AST, IU/L 51 NA >1,000 4 1,010 NA NA
ALP, IU/L 188 NA NA NA NA NA <10
Total bilirubin, mg/dL 4.4 5.8 4.8 5.7 NA NA 9.3
CPK, IU/L NA 373 >2,000 >2,000 1,444 NA NA
*ALP, alkaline phosphatase; ALT, alanine aminotransferase; AST, aspartate aminotransferase; CPK, creatine phosphokinase; NA, not available.
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noted red enlarged lymph nodes from various re-
gions. Although splenomegaly was unclear to mild,
we noticed enlarged follicles appearing as multiple
white spots in the spleen (Figure 1, panel A) in all
cats. We detected hemorrhagic lesions in the gastro-
intestinal tract in 6 cats (Figure 1, panel B) and in the
tracheal region of the lungs in 3 cats (Figure 1, panel
C). In 3 cats, gastrointestinal lesions resulted in gross-
ly obvious ulcers (Figure 1, panel D). Jaundice was
detected in 5 cats.

Lymphatic System Lesions

Histologically, characteristic SFTS lesions were ob-
served in the lymphoid organs, such as the lymph
nodes, spleen, and Peyer’s patches. We noted lesions
in the collected lymph nodes in all 7 cats (Table 3).
In the cortex of SFTSV-affected lymph nodes, we ob-
served an accumulation of the large blastic lympho-
cytes, as those described in a human case (21). The
blastic lymphocyte cells were morphologically char-
acterized by large, clear irregular-shaped nuclei with
prominent central nucleoli and were similar to the
morphology of the immature activated-B cells, called
immunoblasts (Figure 2, panels A, B). Compatible
with immunoblast-like cell morphology, these cells
were considered cells of the B cell lineage because
they were positive for CD79a expression (Figure 2,
panel C). Immunohistochemistry also revealed that
SFTSV antigens were exclusively detected in these
blastic lymphocytes and SFTSV-positive blastic lym-
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Table 2. Gross lesions in 7 cats with fatal severe fever with
thrombocytopenia syndrome, Japan
Lesions

Cases, no. (%)

Enteric hemorrhage 6 (85.7)
Gastrointestinal ulcer 3(42.8)
Pulmonary hemorrhage 3 (42.8)
Jaundice 5(71.4)

phocytes distributed in the cortex and paracortex area
surrounding lymphoid follicles (Figure 2, panels D,
E). Regardless of enlargement, some lymph nodes had
neither SFTSV-positive cells nor necrotic lesions and
were simply diagnosed as hyperplastic lymph nodes
(Table 3; Figure 2, panel F). In some lymph nodes, the
lesions proceeded to necrotizing lymphadenitis with
SFTSV-positive blastic lymphocytes (Figure 2, panel
G). In all cases, we detected SFTSV-positive blastic
lymphocytes and necrotic foci in the spleen, mainly
in the follicular area (Figure 2, panel H). We collected
the thymus glands from 4 cats and observed infiltra-
tion of SFTSV-positive blastic lymphocytes mainly
in the cortices of all specimens. Hemorrhagic and
necrotic lesions also were observed in the thymus
glands. As reported in humans (20-22), we observed
numerous hemophagocytic macrophages in the lym-
phoid organs of all cases.

Intestinal Tract Lesions

We noted SFTSV-positive blastic lymphocytes in the
intestinal tract in all cases (Figure 3), mainly in the
Peyer’s patches, the localized lymphoid follicular

Figure 1. Gross pathology

of lesions from cats with

fatal severe fever with
thrombocytopenia syndrome,
Japan. A) Enlarged follicles
(white spots) in the spleen.
Ruler represents centimeters.

B) Hemorrhage in the colon.
Scale bar indicates 1 cm. C)
Hemorrhage in the lung; white
arrow indicates pulmonary
hemorrhage around the trachea.
Ruler represents centimeters.
D) Gastrointestinal ulcers (black
arrows) were also seen in some
cases. Scale bar indicates 1 cm.
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Table 3. Lesions in the lymphatic system from 7 cats with fatal severe fever with thrombocytopenia syndrome, Japan*
Case no., n = no. lymph nodes assessed

Lesions 1,n=4 2,n=1 3,n=4 4,n=9 5n=7 6,n=4 7,n=6
Hyperplasia without SFTSV-positive cells 0 0 3 0 2 2 0
SFTSV-positive blastic lymphocytes 3 1 1 6 2 1 2
Necrotizing lymphadenitis 1 0 0 3 3 1 4

*SFTSV, severe fever with thrombocytopenia syndrome virus.

structure in the intestinal submucosa; some of these hemorrhage lesions and ulcers (Figure 3, panels C,
cells infiltrated the lamina propria (Figure 3, panels D), suggesting a relationship between blastic lympho-
A, B). We observed infiltration of these cells in all cytes and lesions.

Figure 2. Histopathological
lesions in the lymphoid organs
from fatal cases of severe

fever with thrombocytopenia
syndrome (SFTS) in cats, Japan.
A) Hematoxylin & eosin (HE)—
stained lymph node demonstrating
accumulation of blastic
lymphocytes around the lymphoid
follicle. Scale bar indicates

100 ym. B) HE-stained blastic
lymphocytes from the lymph nodes
demonstrating highly pleomorphic
cells with large clear nuclei and
prominent nucleoli, resembling
immunoblasts. Scale bar indicates
10 ym. C, D) CD79a-stained (C)
and immunohistochemistry-stained
(D) blastic lymphocytes from the
lymph nodes. Scale bar indicates
10 pm. E) Lymph node stained by
immunohistochemistry revealing
SFTS virus—positive blastic
lymphocytes distributed around
the follicle. Scale ar indicates 100
pm. F) Immunohistochemistry-
stained hyperplastic lymph node
demonstrating no SFTSV-positive
cells or necrotic foci. Scale bar
indicates 100 pm. G) Necrotic
lymphadenitis in HE-stained
lymph node. Scale bar indicates
200 pm. H) HE-stained spleen
demonstrating necrotic lesions

in the splenic follicle. Scale bar
indicates 50 um.
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Figure 3. Histopathological
lesions in the intestinal tracts
from fatal cases of severe

fever with thrombocytopenia
syndrome (SFTS) in cats,
Japan. A, B) Hematoxylin &
eosin (HE)-stained (A) and
immunohistochemistry-stained
(B) ileum sections demonstrating
enlargement of Peyer’s patch
and accumulation of SFTSV-
positive blastic lymphocytes.
Scale bars indicates 100 pm.

C) HE-stained colon sections
demonstrating infiltration of
lymphocytes into the lamina
propria. Scale bar indicates 100
pum. D) High power magnification
of panel C demonstrating the
infiltrating lymphocytes were
blastic lymphocytes. Scale bar
indicates 10 ym. E, F) HE stained
(E) and immunohistochemistry-
stained (F) ulcerative lesions in
the cecum. Scale bars indicate
200 pum.

Liver and Lung Lesions

In the livers from 3 cats, we noted formation of small
necrotic foci (Figure 4, panel A). The necrotic lesions
always were surrounded by SFTSV-positive blastic
lymphocytes (Figure 4, panel B), but the cells usu-
ally were distributed in the portal area. We also
found bile pigmentation and hemophagocytic mac-
rophages in the liver.

Feline SFTS pulmonary lesions consisted of hem-
orrhage in 3 cases and formation of necrotic foci in the
interstitial tissues surrounding the trachea in 2 cases
(Figure 4, panel C). Like hepatic necrotic foci, the pul-
monary necrotic foci we observed in these cases also
showed SFISV-positive blastic lymphocytes (Figure
4, panel D).

SFTSV-Positive Blastic Lymphocyte Characterization

Immunohistochemistry revealed that SFTSV-positive
signals were limited to the blastic lymphocytes, and
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these were of B cell lineage and expressed CD79a (Fig-
ure 2, panel C). We performed further characteriza-
tion by using immunohistochemical stains against Ig
lambda chain and Ki67. The results demonstrated that
SFTSV-positive atypical lymphocytes expressed Ig
lambda chain and Ki67 (Figure 4, panels E, F). Hence,
we considered these cells plasmablasts, which are im-
mature plasma cells retaining proliferation activities.

The presence of SFTSV antigens in macrophages
has been reported (15,24). To investigate whether mac-
rophages in our cases consisted of SFTSV-positive cells
along with B cells, we performed double immunofluo-
rescence analysis of the macrophage markers CD204
and SFTSV. The results demonstrated that SFTSV-pos-
itive cells were not CD204-positive (Figure 5).

SFTSV-Positive Cells in the Thymus
In addition to blastic lymphocytes, we found SFTSV-
positive cells with spindle-to-polygonal morphology
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Figure 4. Necrotic foci

in the liver and lung from

fatal cases of severe fever

with thrombocytopenia
syndrome (SFTS) in cats,
Japan. A, B) Hematoxylin &
eosin (HE)-stained (A) and
immunohistochemistry-stained
(B) liver sections demonstrating
SFTS virus—positive blastic
lymphocytes in the necrotic
foci. Scale bars indicate 100
um. C, D) HE-stained (C) and
immunohistochemistry-stained
(D) lung sections demonstrating
lymphocytes in the necrotic

foci from the lungs. Scale bars
indicates 200 uym. E, F) Ki67
(E) and Ig lambda chain (F)
immunohistochemistry positively
staining blastic lymphocytes.
Scale bars indicates 10 pm.

in the thymus gland. Double immunofluorescence
analysis of SFTSV and cytokeratin revealed that these
cells were thymic epithelial cells (Figure 6).

Discussion
We analyzed the pathological changes in 7 fatal cases
of SFTS in domestic felids. We detected characteristic
lesions in the lymphoid organs, including the lymph
nodes and spleen. We observed gross enlargement
and hemorrhage of multiple lymph nodes and forma-
tion of white spots in the spleen in all 7 cases (Figure
1, panel D). Because these findings are highly sug-
gestive of but not specific for feline SFTS, additional
cases with these findings should be further examined
to confirm viral infection by testing, such as RT-PCR.
Similar to human cases (20-22), we frequently
observed necrotic lymphadenitis in this study and
found accumulation of SFTSV-positive atypical lym-
phocytes in all 7 cases (Table 2). In addition, all 7 cats
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had necrotic splenitis, similar to human SFTS cases
(20,21). Therefore, lesions in the lymphoid organs,
or accumulation of atypical B cells can be considered
characteristic and highly specific for lesions in SFTS
for both humans and felines. Furthermore, these le-
sions can be useful indicators of whether experimen-
tal infection in laboratory animals appropriately re-
produces spontaneous SFTS. In fact, feline cases of
experimental infection showed necrotic lymphadeni-
tis and splenitis (13).

Although some reports have detected SFTSV an-
tigens in macrophages, our study demonstrated that
SFTSV-positive cells mostly were blastic lymphocytes
(Figure 2, panels B-D; Figure 4, panels E, F). Immuno-
fluorescence revealed that only punctate signals were
detected in the macrophages (Figure 5). This result in-
dicates that macrophages can phagocytose SFTSV but
do not support SFTSV replication. Our findings also
showed that SFTSV targets the cells of B-cell lineage
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Figure 5. Double-labeling
immunofluorescent staining of the
lymph node (A—C) and the liver
(D-F) from fatal cases severe
fever with thrombocytopenia
syndrome (SFTS) in cats, Japan.
Red indicates signals of CD204.
Green indicates signals of SFTS
virus. Blue indicates nuclei labeled
with DAPI. Arrows in panels

A-C indicate CD204-positive
macrophages in the lymph node.
Arrows in panels D-F indicate
CD204-positive kupffer cells in the
liver. Scale bars indicate 10 uym.

and that plasmablasts were the predominant site of
viral replication. Such tropism of SFTSV to plasma-
blast also has been reported in human cases and in
vitro analysis clarified SFTSV targeted plasmablastic
cell line, not B cell lymphoma cell lines (25). However,
why large numbers of plasmablasts appeared and ac-
cumulated in the lymph nodes remains unclear. Dys-
regulated immunological response of plasmablasts to
SFTSV infection and viral modulation of host-plasma-
blast dynamics are 2 possible causes of plasmablast
accumulation in the lymph nodes. Furthermore, in all
cases, we found SFTSV-positive blastic lymphocytes
in and around the intestinal ulcerative lesions (Fig-
ure 3, panel F) and necrotic foci in the liver and lungs

(Figure 4, panels A-D), suggesting a role of blastic
lymphocytes in the pathogenesis of ulcers and ne-
crotic lesions. Depositing of Ig in the necrotic foci and
expression of death ligands in SFTSV-positive cells
should be analyzed in future cases. Expression of cell
death-inducing factors on SFTSV-positive blastic lym-
phocytes, such as self-reactive Ig and death ligands,
could indicate a relationship between these cells and
necrotic foci; further study is warranted. Our study
demonstrated that the thymic epithelial cells can be
another target of SFTSV. However, the significance of
viral infection in the thymic epithelium is unclear.
Gastrointestinal manifestation is one of the clini-
cal features of human SFTS (1-4). A lethal case of

Figure 6. Double-labeling immunofluorescent staining of the thymus from fatal cases severe fever with thrombocytopenia syndrome
(SFTS) in cats, Japan. Arrows indicate thymic epithelial cells. A, D) Red indicates signals of cytokeratin. B, E) Green indicates signals of
SFTS virus. C, F) Blue indicates nuclei labeled with DAPI. Scale bars indicate 10 pm.
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severe intestinal hemorrhage and another case of mul-
tiple gastrointestinal ulceration have been reported in
humans (20,26). However, the incidence of these le-
sions is unclear because cases without obvious intesti-
nal findings also have been reported (21). Experimental
SFTSV infection in cats and our results have demon-
strated a high rate of gastrointestinal hemorrhage (6/7
cases; Figure 1, panel A) and gastrointestinal ulcers
(3/7 cases; Figure 3, panel E), which suggests that hu-
man and feline cases share a common pathogenesis
and that feline cases show more severe gastrointestinal
lesions than human cases (13). Pulmonary hemorrhage
and necrotic foci also suggest the severity of feline
SFTS. This severe pathogenesis in many tissues can
cause high lethality, #70% (27), suggesting that feline
SFTS is a typical lethal viral hemorrhagic fever.

Jaundice was frequently observed in our cases
(Table 2) and in experimental infection in cats (13).
Also, marked elevation of serum hepatic enzymes
were detected in most cases (Table 1). However, in
this study, morphologic lesions in the liver were only
sporadic small necrotic foci, insufficient to cause sys-
temic jaundice and marked elevation of serum he-
patic enzymes. Microscopic lesions of the liver were
also mild in human SFTS cases and in cats with ex-
perimental infection (13,21). These findings suggest
microscopically undetectable hepatic damage or
functional failure of the hepatobiliary system. Further
analysis is needed to clarify the mechanism of liver
damage in SFTS.

Other typical clinical manifestations of SFTS in hu-
mans include neurologic signs, thrombocytopenia, and
leukocytopenia (1-4). Although neurologic signs were
unclear in the cats in our study, thrombocytopenia and
leukocytopenia were clinically detected. Analysis of
the bone marrow and central nervous system in feline
SFTS cases will help clarify pathogenesis.

Our study demonstrated typical lesions of spon-
taneous fatal cases of feline SFTS, consisting of similar
pathological lesions and a more severe hemorrhagic
tendency than in human SFTS cases. Information on
disease in animals that mimics human SFTS can help
prevent animal-to-human transmission. Thus, we be-
lieve feline models can be used to study the patho-
genesis of SFTS.
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COVID-19—Associated Pulmonary
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Pneumonia caused by severe acute respiratory syn-
drome coronavirus 2 emerged in China at the end of
2019. Because of the severe immunomodulation and
lymphocyte depletion caused by this virus and the sub-
sequent administration of drugs directed at the immune
system, we anticipated that patients might experience
fungal superinfection. We collected data from 186 pa-
tients who had coronavirus disease—associated pulmo-
nary aspergillosis (CAPA) worldwide during March—Au-
gust 2020. Overall, 182 patients were admitted to the
intensive care unit (ICU), including 180 with acute re-
spiratory distress syndrome and 175 who received me-
chanical ventilation. CAPA was diagnosed a median of
10 days after coronavirus disease diagnosis. Aspergillus
fumigatus was identified in 80.3% of patient cultures, 4
of which were azole-resistant. Most (52.7%) patients re-
ceived voriconazole. In total, 52.2% of patients died; of
the deaths, 33.0% were attributed to CAPA. We found
that the cumulative incidence of CAPA in the ICU ranged
from 1.0% to 39.1%.

Cases of pneumonia caused by severe acute respira-
tory syndrome coronavirus 2 (SARS-CoV-2) were
first described in Wuhan, China, at the end of Decem-
ber 2019 (1). The infection rapidly spread, causing the
coronavirus disease (COVID-19) pandemic (2).
Because SARS-CoV-2 and treatments such as
dexamethasone or tocilizumab can impair the im-
mune system, some researchers anticipated the pos-
sibility of fungal superinfection among COVID-19
patients (3-6). As of August 2020, researchers have
documented COVID-19-associated pulmonary as-
pergillosis (CAPA) (7-9), invasive candidiasis (10),
coccidioidomycosis (11), fusariosis (12), histoplasmo-
sis (13), mucormycosis (14), pneumocystosis (15), and
saccharomycosis (16). Varying cumulative rates of
CAPA have been described, including rates of 0.7%-
7.7% among COVID-19 patients (17,18), 2.5%-39.1%
among ICU patients with COVID-19 (19,20), and
3.29%-29.6% among COVID-19 patients on mechanical
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ventilation (7,17). Many of these patients lack the con-
current conditions usually associated with invasive
pulmonary aspergillosis (IPA) such as malignancies,
neutropenia, or history of allogeneic stem cell or solid
organ transplantation (21). Admission to the ICU or
severe influenza are also risk factors for IPA in non-
neutropenic patients (22-25). Reports of CAPA have
been mostly limited to a few single-center studies;
therefore, a comprehensive analysis of international
distribution currently is lacking (4).

We analyzed reports in the literature (26-50;
references 51-54 in Appendix, https://wwwnc.cdc.
gov/EID/article/27/4/20-4895-Appl.pdf) and the
FungiScope registry (reference 55 in Appendix) to de-
scribe baseline conditions, clinical management, and
associated deaths in CAPA patients. This analysis also
contextualizes the available cumulative incidences.

Methods

We conducted a retrospective analysis using clinical
data of patients worldwide who received a CAPA di-
agnosis during March 1-August 31, 2020. Our analysis

1078

comprised data from the FungiScope registry and
academic literature (Figure 1).

FungiScope (https:/ /www.clinicaltrials.gov;
National Clinical Trials identifier NCT01731353) is
a global registry for emerging invasive fungal infec-
tions. FungiScope was approved by the local ethics
committee of the University of Cologne, Cologne,
Germany (study ID 05-102). The registry includes
patients with invasive aspergillosis since 2019. Fun-
giScope’s methods have been described previously
(reference 55 in Appendix).

In addition, we conducted a literature search
using the PubMed database (https://pubmed.ncbi.
nlm.nih.gov) for suspected CAPA cases occurring
in March-August 2020. We used the search string
“(Aspergill*) AND (invasive OR putative OR prob-
able OR infection OR case OR patient OR report)
AND (COVID* OR corona* OR SARS-CoV-2),” which
identified 59 published articles. We reviewed and ex-
tracted relevant data from each of the publications.
When necessary, we contacted authors for additional
details (Appendix).

Figure 1. Enrollment process
in study of patients with

CAPA, March—August 2020.
Patients were identified in

the FungiScope registry and
academic literature using the
search string “(Aspergill*)
AND (invasive OR putative
OR probable OR infection OR
case OR patient OR report)
AND (COVID* OR corona* OR
SARS-CoV-2) (Appendix Table
1, https://wwwnc.cdc.gov/EID/
article/27/4/20-4895-App1.
pdf). The initial 288 COVID-19
patients suspected to have 1A
were revised in a deduplication
process; 59 double entries
were identified. Only 1 report
per patient was maintained.
Thus, 221 individual COVID-19
patients suspected to have

IA were assessed for CAPA.
CAPA, COVID-19-associated
pulmonary aspergillosis;
COVID-19, coronavirus
disease; EORTC/MSG,
European Organization for
Research and Treatment of
Cancer/Mycoses Study Group;
IA, invasive aspergillosis.
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We reviewed each patient report using multiple
diagnostic definitions. First, we evaluated the patients
according to the consensus definition of Koehler et al.
(reference 56 in Appendix); we classified the patients
as having proven, probable, or possible CAPA. We
used alternative definitions to evaluate patients who
were nonclassifiable because of lack of essential in-
formation, such as the volume of saline recovered by
nondirected bronchial lavage (NBL) fluid applied.
We categorized the nonclassifiable patients as proven
or probable according to the European Organization
for Research and Treatment of Cancer/Invasive Fun-
gal Infections Cooperative Group and the National
Institute of Allergy and Infectious Diseases Mycoses
Study Group criteria for invasive fungal infections
(21) or as proven, putative, and colonized accord-
ing to the AspICU algorithm for IPA in critically ill
ICU patients by Blot et al. (23). We considered severe
COVID-19 with acute respiratory distress syndrome
(ARDS) to be a valid host criterion (i.e., acquired im-
munodeficiency) (8). We considered patients who
met >1 definition to have CAPA; we categorized the
rest as nonclassifiable.

We collected data on patients’ demographic
characteristics and baseline conditions. We also
collected data on abnormal radiographic im-
ages, mycologic evidence, signs and symptoms
at CAPA diagnosis, site of infection, antifun-
gal susceptibility testing, antifungal treatment,
death at 6 and 12 weeks after CAPA diagnosis,
and absolute death. In addition, we calculated the
length of time between COVID-19 and CAPA diagno-
ses, CAPA diagnosis and most recent healthcare con-
tact with the patient, ICU admission and CAPA diag-
nosis, and installation of mechanical ventilation and
CAPA diagnosis. The contribution of CAPA to pa-
tient death (i.e., attributable mortality) was assessed
by the treating medical team (Appendix Table 2). To
determine the cumulative incidence of CAPA in the
facilities included in the analysis, we asked each insti-
tution for 3 different denominators: the total number
of COVID-19 patients, the number of COVID-19 pa-
tients admitted to the ICU, and the number of CO-
VID-19 patients admitted to the ICU who needed me-
chanical ventilation during March-August 2020.

Statistical Analysis

We did not calculate an a priori sample size for this
exploratory study. To analyze the demographic and
clinical characteristics of patients with CAPA, we
describe categorical variables using frequencies and
percentages; we describe continuous variables using
medians and interquartile ranges (IQRs). We used

Emerging Infectious Diseases ¢ www.cdc.gov/eid ¢ Vol. 27, No. 4, April 2021
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SPSS Statistics 25.0 (IBM, https:/ /www.ibm.com) for
statistical analyses.

Results

We identified 186 CAPA cases during March 1-Au-
gust 31, 2020, in 17 different countries, according to
European Organization for Research and Treatment
of Cancer/Invasive Fungal Infections Cooperative
Group and the National Institute of Allergy and In-
fectious Diseases Mycoses Study Group criteria (21),
Blot et al. algorithm (23), and Koehler et al. consen-
sus definition (reference 56 in Appendix) (Figures 1,
2; Appendix Table 1). We identified 62 (33.3%) cases
from literature, 45 (24.2%) from the FungiScope reg-
istry, and an additional 79 (42.5%) in both sources
(Table 1). The median age among persons with CAPA
was 68 years (IQR 59-73 years; range 15-87 years).
Most (135; 72.6%) patients were men (Table 2).

Nearly all (182; 97.8%) patients were admitted
to the ICU, most for ARDS (180; 96.8%) or mechani-
cal ventilation (175; 94.1%). Other common baseline
conditions and characteristics included corticosteroid
administration (98; 52.7%), chronic cardiovascular
disease (94; 50.5%), renal failure (74; 39.8%), diabetes
mellitus (64; 34.4%), and obesity (47; 25.3%). Overall,
40 (21.5%) patients had chronic pulmonary disease
(Table 2).

In total, 110 (59.1%) patients received either hy-
droxychloroquine (98; 52.7%) or chloroquine (12;
6.5%) for treatment of COVID-19. Sixty-eight (36.6%)
patients received corticosteroids, mainly methylpred-
nisolone monotherapy (26; 14.0%) or antivirals (67;
36.0%), especially lopinavir/ritonavir monotherapy
(56; 30.1%). COVID-19 treatment had a median du-
ration of 7 days before recovery or death (IQR 6-11
days; range 1-32 days) (Table 2; Appendix Table 3).

In 152 (81.7%) patients, CAPA was diagnosed a
median of 10 days (IQR 5-16 days; range 0-51 days)
after a positive respiratory sample for SARS-CoV-2
infection by reverse transcription PCR. Among all
patients, Aspergillus fumigatus was the most fre-
quently reported (122/152; 65.6%) pathogen. Six
patients (3.2%) had cultures positive for >1 Aspergil-
lus species. Samples mainly were from bronchoal-
veolar lavage (BAL) (50; 26.9%), tracheal aspirates
(48; 25.8%), or bronchial aspirates (34; 18.3%). In 55
(29.6%) patients, culture was the only diagnostic
tool that produced a positive result. Galactomannan
(GM) levels were positive (i.e., optical density index
>1.0) in samples from 113 (60.8%) patients, includ-
ing BAL samples from 63 (33.9%) patients, serum or
plasma from 29 (15.6%), and NBL from 22 (11.8%).
Histologic techniques were used for diagnosis in 7
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Figure 2. Global distribution of the 186 CAPA patients reported in the literature and FungiScope registry, March—August 2020. In total,
39 patients were from France, 36 from lItaly, 26 from Spain, 23 from Germany, 14 from the Netherlands, 11 from the United Kingdom,

9 from Pakistan, 8 from Belgium, 6 from Mexico, 3 from Brazil, 3 from Switzerland, 2 from Denmark, 2 from Qatar, 1 from Argentina, 1
from Australia, 1 from Austria, and 1 from Ireland (Appendix Table 8, https://wwwnc.cdc.gov/ElD/article/27/4/20-4895-App1.pdf). CAPA,
COVID-19-associated pulmonary aspergillosis; COVID-19, coronavirus disease.

(3.8%) cases. Abnormal radiographic imaging was
found in 182 (97.8%) patients, either in computed
tomography scans (94; 50.5%), in chest radiographs
(48; 25.8%), or both (40; 21.5%) (Table 2).

Overall, 30 (16.1%) patients provided samples for
>1 antifungal susceptibility test, such as microdilu-
tion according to European Committee on Antimicro-
bial Susceptibility Testing guidelines (20; 10.8%) (ref-
erence 57 in Appendix), Etest (11; 5.9%), and Clinical
and Laboratory Standards Institute microdilution
procedures (1; 0.5%) (reference 58 in Appendix). The
tests were predominantly performed on A. fumigatus
(29; 15.6%) isolates, 3 of which had the TR34L98H
resistance mutation in the cyp51A gene. One (0.5%)
patient had voriconazole-resistant A. lentulus (MIC 2
ug/mL by EUCAST guidelines) (Appendix Table 4).

Of 186 CAPA patients, 49 (26.3%) patients did
not receive mold-active antifungal therapy. The most
common treatments were triazoles (117; 62.9%), espe-
cially voriconazole (98; 52.7%, including 79 patients
for whom voriconazole was a first-line treatment) and
isavuconazole (23; 12.4%). In total, 34 (19.4%) patients
received amphotericin B, especially liposomal ampho-
tericin B (23; 12.4%). Of the patients who received am-
photericin B, 15 (65.2%) received it as first-line treat-
ment. Antifungal treatment was administered for a
median of 16 days before recovery or death (IQR 10-33
days; range 1-92 days) (Table 2; Appendix Table 5).
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In total, 97 (52.2%) patients died, most (89; 47.8%)
<6 weeks after CAPA diagnosis. In 32 (17.2%) pa-
tients, death was attributed to Aspergillus; including
25 (13.4%) patients who died of aspergillosis and
COVID-19 infection. Patients were observed for a
median of 22 days (IQR 7-42 days; range 0-144 days)
after CAPA diagnosis; survivors were treated for a
median of 40 days (IQR 28-50 days; range 1-144 days)
and patients who died for a median of 9 days (IQR
3-18 days; range 0-144 days) (Table 2).

In total, 19 of 39 institutions provided denomi-
nators for cumulative incidence over the duration
of the study period. The CAPA incidence among
all COVID-19 patients ranged from 0.1%-9.7%.
Among COVID-19 patients admitted to ICU, cumu-
lative incidences ranged from 1.0%-39.1%. Among
patients admitted to ICU who needed mechanical
ventilation, cumulative incidences ranged from
1.1%-47.4% (Table 3).

Discussion

We described 62 CAPA cases in the literature, 45 in
the FungiScope registry, and 79 in both that were
diagnosed during March 1-August 31, 2020. Men
had a higher (2.6:1) prevalence of CAPA than wom-
en. This finding corresponds with a meta-analysis
of >3 million COVID-19 patients that showed that
men were at increased risk for severe COVID-19
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and therefore complications such as CAPA (refer-
ence 59 in Appendix).

Table 1. Pathogens of 186 patients with coronavirus disease—
associated pulmonary aspergillosis, March—August 2020*

Characteristic No. (%)
Pathogenst
Aspergillus fumigatus 122 (65.6)
A. niger 13 (7.0)
A. flavus 10 (5.4)
A. terreus 6 (3.2)
A. calidoustus 1(0.5)
A. lentulus 1(0.5)
A. nidulans 1(0.5)
A. penicillioides 1(0.5)
A. versicolor 1(0.5)
A. tubingensis 1(0.5)
Aspergillus spp. (culture)$ 1(0.5)
Aspergillus spp. (serologic techniques) 34 (18.3)
Other pathogens§ 40 (21.5)
Case definition
EORTC/MSG criteria (21)
Proven 7(3.8)
Probable 10 (5.4)
Nonclassifiable 169 (90.9)
AspICU algorithm (23)f]
Proven 7(3.8)
Putative 142 (76.3)
Colonization 34 (18.3)
Nonclassifiable 3(1.6)
Consensus definition (reference 57 in Appendix)
Proven 7(3.8)
Probable 82 (44.1)
Possible 19 (10.2)
Nonclassifiable{# 78 (41.9)
Mycologic evidence
Culture** 152 (81.7)
Microscopytt 3(1.6)
Histologic techniquesti 7(3.8)
PCRS§§ 43 (23.1)
Galactomannan test{{ 113 (60.8)

*Some patients had >1 pathogen or form of mycologic evidence. BAL,
bronchoalveolar lavage; EORTC/MSG, European Organization for
Research and Treatment of Cancer/Mycoses Study Group (21).

TA total of 2 patients had A. fumigatus and A. niger coinfection, 1 patient
had A. flavus and A. fumigatus coninfection, 1 patient had A. flavus and A.
niger coinfection, 1 patient had A. fumigatus and A. terreus coinfection,
and 1 patient had A. fumigatus and A. versicolor coinfection.

$One patient had an Aspergillus spp. infection diagnosed by culture. No
species determination was provided. Other patient samples were
diagnosed as Aspergillus spp, using serologic techniques.

8Small numbers of other pathogens were also retrieved from patient
samples (Appendix Table 6, https://wwwnc.cdc.gov/ElD/article/27/4/20-
4895-App1.pdf).

YJAspICU method uses algorithm described by Blot et al. (23) for
determining proven or putative aspergillosis in patients with influenza.
#Up to 78 cases (41.9%) were considered nonclassifiable according to the
definition (reference 56 in Appendix) because of lack of specific details
about the type of aspiration performed. Of these, 75 (96.2%) were
classified as putative according to the Blot et al. algorithm (23) and 3
(3.8%) as probable according to EORTC/MSG criteria (21).

**Culture was used to analyze 50 BAL, 47 tracheal aspirate, 34 bronchial
aspirate, 17 nondirected bronchial lavage, 3 sputum, 2 nonspecified lower
respiratory tract, and 1 BAL and tracheal aspirate sample.

ttMicroscopy was used to analyze 1 BAL, 1 bronchial aspirate, and 1
tracheal aspirate sample.

FFHistologic techniques were used to analyze 7 lung tissue samples.
§§PCR was used to analyze 16 BAL, 12 tracheal aspirate, 10 nondirected
bronchial lavage, 3 bronchial aspirate, 1 lung tissue, and 1 serum sample.
ffGalactomannan tests were used to analyze 63 BAL, 30 serum or
plasma, 22 nondirected bronchial lavage, 9 tracheal aspirate, 3 bronchial
aspirate, and 1 sputum sample.
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Most (97.8%) patients were admitted to the ICU,
mainly because of ARDS, need for mechanical venti-
lation, or both. We found that corticosteroid adminis-
tration, chronic cardiovascular disease, renal failure,
diabetes mellitus, and obesity were common charac-
teristics among these patients. Approximately 1 in 5
patients had chronic pulmonary disease. Patients had
many similarities to influenza-associated pulmonary
aspergillosis (IAPA) patients from Schauwvlieghe et
al. (22), including similar rates of mechanical ventila-
tion (IAPA 90.0% vs. CAPA 94.1%), corticosteroid ad-
ministration (IAPA 56.0% vs. CAPA 52.7%), baseline
renal failure (IAPA 42.0% vs. CAPA 39.8%), obesity
(IAPA 30.0% vs. CAPA 25.3%), and chronic pulmo-
nary disease (IAPA 16.0% vs. CAPA 21.5%). IAPA pa-
tients had a higher proportion of malignancies (30.0%
vs. 11.3%) and solid organ transplantation (13.0% vs.
2.7%); however, CAPA patients had a higher preva-
lence of diabetes mellitus (12.0% vs. 34.4%). In our
study, 50.5% of patients had chronic cardiovascular
disease. These differences in the distribution of base-
line characteristics between IAPA and CAPA patients
reflects the epidemiology of COVID-19, which is more
common among those with chronic cardiovascular
disease, whe