RESEARCH

Solid Organ Transplant–associated
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Three clusters of organ transplant–associated
lymphocytic choriomeningitis virus (LCMV) transmissions
have been identified in the United States; 9 of 10 recipients
died. In February 2011, we identified a fourth cluster of
organ transplant–associated LCMV infections. Diabetic
ketoacidosis developed in the organ donor in December
2010; she died with generalized brain edema after a
short hospitalization. Both kidneys, liver, and lung were
transplanted to 4 recipients; in all 4, severe posttransplant
illness developed; 2 recipients died. Through multiple
diagnostic methods, we identified LCMV infection in all
persons, including in at least 1 sample from the donor and
4 recipients by reverse transcription PCR, and sequences
of a 396-bp fragment of the large segment of the virus from
all 5 persons were identical. In this cluster, all recipients
developed severe illness, but 2 survived. LCMV infection
should be considered as a possible cause of severe
posttransplant illness.

L

ymphocytic choriomeningitis virus (LCMV), an Old
World arenavirus, family Arenaviridae, is a zoonotic
virus maintained in the house mouse (Mus musculus) and
can be carried by pet and laboratory rodents (1–7); human
exposure occurs through aerosolized excreta or by direct
rodent contact. Infection in immunocompetent humans
most commonly results in nonspecific febrile illness,
although aseptic meningitis develops in a subset of persons
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(8). Person-to-person transmission of LCMV is unusual
and has been reported only through vertical transmission
from a pregnant woman to her fetus and through solid
organ transplantation. In both instances, infections are
associated severe disease. For instance, congenital infection
can result in birth defects, including hydrocephalus and
chorioretinitis (9–12), and transplant recipient infection
can result in multisystem organ failure. Three previous
clusters of organ transplant–transmitted LCMV infections
have been identified in the United States, affecting 10 organ
recipients, 9 of whom died (13,14).
In February 2011, the Centers for Disease Control
and Prevention (CDC, Atlanta, GA, USA) was notified
of a cluster of severe illnesses (2 fatal, and 2 in persons
who were recovering) among 4 organ recipients linked to
1 donor, who died in late December 2010. Postmortem
evaluation of the donor showed only evidence of previous
Epstein-Barr virus infection. CDC acquired multiple
specimens from the donor and recipients for testing.
Histopathologic findings showed multifocal hepatocellular
necrosis (Figure 1) in the lung transplant recipient, and Old
World arenavirus antigens subsequently were identified by
immunohistochemical testing (IHC). Reverse transcription
PCR (RT-PCR) and sequencing indicated LCMV
infection. Subsequent testing of specimens from the donor
and recipients confirmed LCMV infection in all 5 persons,
marking the fourth detected cluster of transplant-associated
LCMV transmissions in the United States. We describe
the laboratory investigation and clinical outcomes of this
recent cluster of transplant-transmitted LCMV infections
(Table 1).
Additional members of the LCMV Transplant Investigation Team
who contributed data are listed at the end of the article.
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arenavirus primers to amplify a 396-nt fragment from the
large (L) segment (17). Negative samples underwent a
second round of amplification with the same primers. The
complete small (S) segment was amplified by previously
described 19C primers (18). Resulting amplicons were
purified and sequenced (GenBank accession nos. JN687949
[S segment] and JN687950 [L fragment]; because
amplicon sequences from clinical samples were identical,
a single sequence is provided for each amplicon). BLAST
nucleotide analyses (http://blast.ncbi.nlm.nih.gov/Blast.
cgi) were performed to verify the presence of LCMV.
Serologic Testing

Figure 1. Liver from a 62-year-old woman (lung transplant patient)
showing acute necrosis of hepatocytes and minimal inflammation.
Randomly distributed single-cell necrosis, as observed in this
patient, is a histopathologic feature observed in lymphocytic
choriomeningitis virus infection. Original magnification ×400.

Postmortem serum from the donor, pretransplantation
and/or posttransplantation serum from the recipients, and
cerebrospinal fluid (CSF) collected from the right kidney
recipient were sent to CDC. LCMV-specific IgM capture
and IgG ELISA were performed as described (19).
Results

Methods
Medical teams involved in clinical care consulted
with CDC. All available samples from the donor and
the 4 recipients were then sent to CDC for diagnostic
investigation.
IHC

Tissue specimens were fixed in 10% neutral buffered
formalin, embedded in paraffin, and cut into 4-μm sections.
IHCs that used an immunoalkaline phosphatase technique
(Fisc13) were performed on tissue sections. The primary
monoclonal antibody (81001–52-BG12, Viral Special
Pathogens Branch, CDC) reacts with the GP2 epitope
of Lassa virus but also will react with other Old World
arenaviruses, including LCMV. Appropriate positive and
negative controls were run in parallel.
RT-PCR

Total RNA was extracted from clinical specimens
by using Tripure (Roche, Indianapolis, IN, USA) or from
fixed tissue, as described (15). Because of the high genetic
variability of LCMV (16), we used generic Old World

Clinical and Epidemiologic Investigations
Organ Donor

The organ donor, a 13-year-old girl with type 1
diabetes mellitus, was seen at an emergency department
in December 2010 with a 2-day history of nausea and
vomiting. At admission, her leukocyte count was elevated
(19.1 × 103 cells/μL, with 28% band forms and 56%
segmented neutrophils (reference 3.54–9.07 × 103 cells/
μL, 0–5% bands, 40%–70% neutrophils]). Diabetic
ketoacidosis was diagnosed and was managed with an
insulin drip and aggressive fluid resuscitation. She reported
a severe headache, which was not relieved by morphine. She
vomited, aspirated, and required intubation and was noted
to have muscle spasms and jerking before intubation. No
lumbar puncture was performed. She became hypothermic
and hypotensive requiring vasopressors; cerebral edema
and coma developed, and the patient underwent emergency
craniectomy, which was unsuccessful in preventing
herniation. She was declared brain dead on day 2 of
hospitalization. The family consented to organ donation,
and her organs were procured the following day. Findings

Table 1. Case information, major clinical findings, and outcome of an organ donor and 4 transplant recipients, United States, 2011*
Patient
Age, y Organ received
Major clinical findings
Outcome
Donor
13
NA
Diabetic ketoacidosis, hypothermia, hypotension, nausea, vomiting,
Died
cerebral edema, possible meningitis
Left kidney recipient
53
Left kidney
Urinary leak, pelvic abscess, acute respiratory distress syndrome,
Died
respiratory failure, mild hepatitis, possible acute myocardial infarction,
possible encephalitis
Right kidney recipient
46
Right kidney
Encephalitis, pancytopenia
Survived
Liver recipient
62
Liver
Hepatitis, encephalopathy, urinary tract infection, atrial fibrillation
Survived
Lung recipient
60
Lung
Pneumonia, respiratory failure, pulmonary infarction, atrial fibrillation,
Died
hepatitis
*All were female. NA, not applicable.
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from autopsy indicated generalized brain edema; however,
no evidence of an infectious or inflammatory process in
the central nervous system (CNS) was noted. The left and
right kidneys, liver, right lung, and corneas were procured
and subsequently transplanted to 4 organ recipients and 1
cornea recipient (only 1 cornea was transplanted).
During the retrospective public health investigation,
the girl’s residence was visited in April 2011. Family
members reported that she had been sleeping in a recently
built extension to the house and recalled rodent infestation
in the extension when she became ill in December 2010.
The family did not report having pet rodents or any other
possible rodent exposures for the organ donor.
Left Kidney Recipient

This patient was a 52-year-old woman who
underwent transplantation for end-stage renal disease
caused by hypertension and diabetes mellitus. Her
immunosuppressive regimen consisted of mycophenolate
mofetil and tacrolimus. One week after transplantation,
fever, nausea, vomiting, and diarrhea developed, and a
urinary tract infection (UTI) was diagnosed. The fever
was attributed to a pelvic abscess, which was drained, and
a urinary leak was repaired. Three weeks after transplant,
acute onset of severe headache and fever developed; acute
respiratory distress syndrome also had developed, and the
woman was intubated. Computed tomographic scan of
the brain was unremarkable. Elevated cardiac enzymes
and electrocardiographic changes also developed, as did
anemia, thrombocytopenia (platelets 72 × 109/L [reference
175–415 × 109/L]), and mildly elevated transaminases
(alanine aminotransferase [ALT] 74 U/L [reference
7–41 U/L]; aspartate aminotransferase [AST] 173 U/L
[reference 12–38 U/L]). Her neurologic function was
poor when sedation was reduced, but no lumbar puncture
was performed because she had intermittent positional
ventricular tachycardia and was too unstable for magnetic
resonance imaging. Electroencephalography demonstrated
background slowing. Supportive care was withdrawn, and
the patient died 30 days after transplantation. No autopsy
was performed.
Right Kidney Recipient

This patient was a 46-year-old woman who underwent
transplantation for end-stage renal disease resulting from
polycystic kidney disease. She received induction therapy
with antithymocyte globulin and received maintenance
immunosuppression with mycophenolate mofetil,
tacrolimus, and prednisone; mycophenolate mofetil was
later discontinued. Two days after transplantation, fever,
which persisted during the following week; myalgia;
severe headache; nausea; and vomiting developed. Lumbar
puncture was performed 25 days after transplant; CSF
1258

contained elevated protein level (95 mg/dL [reference 15–
50 mg/dL]), low glucose level (45 mg/dL [reference 10–70
mg/dL]), and increased leukocytes (188 cells/μL [reference
0 cells/μL]; 65% lymphocytes, 30% monocytes, and 5%
segmented neutrophils). CSF cultures and PCR for herpes
simplex virus and varicella zoster virus were negative.
Aseptic meningitis was diagnosed, and the patient was
treated with intravenous acyclovir, but no definitive cause
of illness was identified. She was discharged 30 days after
transplant but was readmitted 2 days later because of altered
mental status; she had a 2-day history of nausea, vomiting,
anorexia, and severe headache. CSF demonstrated elevated
protein level (95 mg/dL), low glucose level (45 mg/dL),
increased leukocytes (188 cells/μL; 65% lymphocytes,
30% monocytes, and 5% segmented neutrophils).
Magnetic resonance imaging showed scattered multifocal
signal abnormalities throughout the brain parenchyma.
Pancytopenia developed, but extensive investigation for
an infectious agent was unrevealing. She was treated again
for possible herpes simplex encephalitis with intravenous
acyclovir followed by oral valacyclovir, transferred to a
rehabilitation facility 11 days later, and was discharged
home the following week.
Liver Recipient

This patient was a 60-year-old woman who
underwent transplantation for end-stage liver disease
caused by alcoholic cirrhosis. She initially received an
immunosuppressive regimen of mycophenolate mofetil,
prograf, and prednisone; mycophenolate mofetil was later
discontinued. Her postoperative course was complicated
by UTI, postoperative encephalopathy, and elevated
transaminases; liver biopsy showed no evidence of
rejection. She was transferred to a rehabilitation facility but
was readmitted 20 days after transplant with rapid atrial
fibrillation and altered mental status. Hepatic transaminases
were elevated (maximum ALT 366 U/L, maximum
AST 564 U/L); liver biopsy 24 days after transplant
demonstrated marked macrovesicular and microvesicular
steatosis (>90%) and no evidence of rejection. Rapid
atrial fibrillation was managed medically; pleural effusion
developed, requiring thoracentesis. She had recurrent
UTI, for which she received broad-spectrum antimicrobial
drugs, and had Clostridium difficile colitis, which also was
treated. She gradually recovered in a rehabilitation facility;
liver enzymes normalized; and she was discharged home
66 days after transplant.
Lung Recipient

This patient was a 62-year-old woman who underwent
lung transplantation for end-stage chronic obstructive
pulmonary disease. She received 2 doses of basilixumab
0 and 4 days after transplant and a maintenance

Emerging Infectious Diseases • www.cdc.gov/eid • Vol. 18, No. 8, August 2012

Solid Organ Transplant–associated Lymphocytic Choriomeningitis

immunosuppressive regimen of mycophenolate mofetil,
tacrolimus, and prednisone taper. She was extubated <1 day
after transplant; however, rapid atrial fibrillation developed
and was managed medically. She was discharged home
after 1 week. Three days later, chills, dyspnea, fatigue,
abdominal pain, nausea, and vomiting developed, and the
patient’s oxygen requirement increased. She was readmitted
14 days after transplant; leukocyte count was 16,600 cells/
μL; computed tomographic scan of the chest demonstrated
pneumonia; and she was treated with broad-spectrum
antimicrobial and antifungal drugs. Bronchoalveolar lavage
culture grew Candida albicans. The patient was intubated
3 days after admission, after which fever, hypotension
requiring vasopressors, and hepatitis (maximum ALT
744 U/L; maximum AST 1,133 U/L) developed. Asystole
developed, and she died 6 days after being readmitted.
Autopsy revealed ischemic cardiovascular disease, acute
pulmonary infarction and necrosis of the right lower lobe,
bilateral pulmonary edema and effusion, and extensive
congestion of the liver.
Cornea Recipient

The cornea recipient was examined, as part of a followup visit, ≈4 months after transplant. She reported no illness
after transplantation.
Laboratory Investigation

We attempted to test all available samples remaining
from the organ donor and recipients; for the liver recipient
and the cornea recipient, we also were able to acquire
follow-up serum samples. Diagnostic testing for LCMV

was performed by using a combination of RT-PCR,
serologic testing, and IHC (Table 2).
Organ Donor

Serum, lymph node, and spleen were tested by RTPCR for LCMV. The lymph node yielded a positive RTPCR result when partial L segment primers were used.
Sequencing of the RT-PCR–amplified fragment confirmed
LCMV and identified a sequence different from any
previously sequenced LCMV isolates in our laboratory.
IgM capture and IgG ELISA on archived postmortem
serum were negative for LCMV-specific antibodies. The
nontransplanted cornea was also tested by IHC and RTPCR; no evidence of viral antigen or RNA was detected in
the cornea.
Left Kidney Recipient

Serum collected 11 days before transplant and tested
for serologic evidence of previous LCMV infection was
negative for LCMV-specific IgM and IgG, indicating
that this patient had not been previously infected with
LCMV; in addition, RT-PCR on this specimen was
negative. Posttransplant specimens were limited to 1
bronchoalveolar lavage specimen collected 22 days after
transplant. RT-PCR using L segment and full-length S
segment primers gave positive results. Sequencing of both
RT-PCR products indicated LCMV, and L segment product
yielded a sequence identical to that from the organ donor.
Phylogenetic analysis of the S segment indicated that the
virus belonged to lineage I of LCMV (16).

Table 2. Summary of laboratory test results for an organ donor and 4 transplant recipients, United States, 2011*
Patient
Time of sample collection
Specimen type
RT-PCR result
Serology
Organ donor
Postmortem
Serum
Neg
IgM neg, IgG neg
Postmortem
Autopsy tissues
Pos†
NA
Postmortem
Cornea
Neg
NA
Left kidney recipient
11 d before transplant
Serum
Neg
IgM neg, IgG neg
22 d after transplant
Bronchoalveolar lavage
Pos
IgM neg, IgG neg
Right kidney recipient
14 d before transplant
Serum
Neg
IgM neg, IgG neg
11 d after transplant
Bone marrow
Neg§
NA
32 d after transplant
CSF
Pos
IgM neg, IgG neg
Liver recipient
7 d before transplant
Serum
ND
IgM neg, IgG neg
Before transplant
Liver
Neg
NA
9 d after transplant
Liver
Pos
NA
24 d after transplant
Serum
Pos¶
IgM pos (1,600), IgG neg
25 d after transplant
Liver
Pos
NA
37 d after transplant
Liver
Pos
NA
51 d after transplant
Serum
Neg
IgM pos (>6,400), IgG neg
98 d after transplant
Serum
Neg
IgM pos (>6,400), IgG neg
Lung recipient
20 d after transplant
Autopsy tissues
Pos#
NA
Cornea recipient
4 mo after transplant
Serum
ND
IgM neg, IgG neg

IHC
NA
Neg‡
Neg
NA
NA
NA
Neg§
NA
NA
Neg
Pos
NA
Pos
Pos
NA
NA
Pos**
NA

*RT-PCR, reverse transcription PCR; IHC, immunohistochemical testing; neg, negative; NA, not applicable; pos, positive; CSF, cerebrospinal fluid; ND,
not done.
†Lymph node positive; spleen negative.
‡Central nervous system, spinal cord, trachea, lung, gastrointestinal tract, spleen, and mesenteric lymph node negative.
§Bone marrow aspirate and biopsy specimens negative.
¶Virus was isolated from this specimen.
#Lung and liver positive.
**Bladder, pancreas, right lung, left lung, stomach, spleen, gall bladder, right adrenal gland, kidney, and liver positive; left ventricle negative.
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Right Kidney Recipient

Serum collected 14 days before transplant tested
negative for LCMV-specific IgM and IgG, indicating that
this patient was not previously infected with LCMV; in
addition, RT-PCR testing on this specimen was negative.
CSF collected 32 days after transplant was positive for
LMCV RNA by RT-PCR by using L segment and fulllength S segment primers; sequencing of both products
confirmed LCMV, and the L segment sequence was
identical to that from the organ donor. The CSF specimen
tested negative for LCMV-specific IgM and IgG.
Liver Recipient

Liver biopsy specimens were acquired from the
explanted native liver and the transplanted liver on days 9,
25, and 37 after transplant. The native liver tested negative
for evidence of LCMV infection by RT-PCR, whereas
all 3 posttransplant specimens yielded positive RT-PCR
results (partial L segment primers); sequencing indicated
a sequence identical to that from the organ donor. LCMV
antigens also were detected by IHC in all 3 posttransplant
liver biopsies (Figure 2) and absent in the native liver.
Serum samples were acquired 7 days before transplant
and 24, 51, and 98 days after transplant. The pretransplant
serum sample was negative for LCMV-specific IgM and
IgG, whereas posttransplant serum had LCMV-specific
IgM (titers of 1,600, >6,400, and >6,400, respectively).
No LCMV-specific IgG was detected in any of the serum
samples. RT-PCR was performed on all serum samples; a
positive result was obtained only for the serum collected 24
days after transplant, indicating that the virus was cleared
from peripheral blood by day 51 after transplant. LCMV
was additionally isolated from serum collected 24 days
after transplant.

Figure 2. Immunohistochemical staining of lymphocytic choriomeningitis virus antigens in a biopsy specimen of the transplanted
liver from a 60-year-old woman, which demonstrates abundant and
predominantly perimembranous staining of hepatocytes. Original
magnification ×200.
1260

Lung Recipient

Lung and liver specimens collected at autopsy were
RT-PCR positive by using partial L segment primers;
sequencing of the amplified fragment indicated a sequence
identical to that from the organ donor. Immunohistochemical
evidence of LCMV infection was identified in numerous
autopsy tissues, including bladder, pancreas, right lung,
left lung, stomach, spleen, gall bladder, right adrenal gland,
kidney, and liver.
Cornea Recipient

A serum sample collected ≈4 months after transplant
from the cornea recipient tested negative for IgM and IgG.
This finding indicated no evidence of previous LCMV
infection.
Discussion
We investigated a cluster of LCMV infections
associated with organ transplantation. We found identical
viral sequences in a 396-bp fragment of the L segment
in clinical samples from the organ donor and all 4 organ
recipients. Evidence of LCMV infection by IHC in tissues
from 2 of the organ recipients supported this finding.
Additionally, serum samples collected shortly before
organ transplantation from 3 of the 4 recipients indicated
absence of previous LCMV infection. Serologic testing of
archived postmortem serum from the donor was negative
for LCMV-specific antibodies, implying a relatively acute
infection.
This event is the fourth cluster of organ transplant–
transmitted LCMV infections identified in the United States
and the fifth such transmission event reported worldwide
(13,14,20). The previous 4 instances involved a total of
13 infected organ transplant recipients, 12 of whom died.
Ribavirin is an antiviral drug with demonstrated efficacy
for improving clinical outcomes for patients with Lassa
virus (a closely related Old World arenavirus) infection
(21). Although not definitely shown to have a therapeutic
role in treating LCMV in humans, the 1 person who
previously survived organ transplant–associated LCMV
was treated with ribavirin (13). In this current cluster, 2
of the 4 infected recipients survived, without receiving
therapy targeted at LCMV infection.
In immunocompetent persons, LCMV infection
can cause CNS disease, such as aseptic meningitis. In
previously documented LCMV infections associated with
organ transplantation, a variety of signs and symptoms,
including multisystem organ failure, developed in transplant
recipients (13,14). Similarly, a diverse set of signs and
symptoms were noted among recipients in this cluster,
including evidence of meningoencephalitis in 3 recipients
and the donor. Both persons who died had multisystem
organ involvement: the left kidney recipient had acute
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respiratory distress syndrome and possible hepatic, cardiac,
and CNS involvement, and the lung recipient had prominent
pulmonary involvement and hepatitis. Severe pulmonary
involvement was previously reported in lung recipients
with transplant-transmitted LCMV (13). Finally, although
LCMV transmission to caregivers has not been shown, the
use of universal precautions for care of transplant recipients
with suspected LCMV infection might be warranted, given
the potential for high viral titers in body fluids of infected
transplant recipients.
Multiple instances of rabies virus transmission
associated with cornea transplantation have occurred
(22–24), which provide at least some precedence for
transmission of viruses through cornea transplantation.
Fischer et al. (13) reported the absence of clinical evidence
of infection in 2 recipients of corneas procured from
the organ donor involved in the 2005 organ transplant–
transmitted LCMV outbreak; however, no samples were
available to definitively determine the absence of infection.
The availability of a preserved, nontransplanted donor
cornea, and follow-up serum from the recipient of the
donor’s other cornea, enabled us to investigate the potential
for LCMV transmission through cornea transplantation.
We found no evidence of LCMV in the donor cornea, and
serologic evaluation indicated absence of LCMV infection
in the cornea recipient. Collectively these data suggest
that the potential for LCMV transmission through cornea
transmission is small, although we cannot conclusively
exclude the theoretical transmission of LCMV through
cornea transplantation.
The absence of LCMV-specific IgG in the samples
from the liver transplant recipient (including a sample 98
days after transplant) is noteworthy. These observations
are consistent with those for the only previous surviving
patient, who remained negative for LCMV-specific IgG
85 days after transplant (13). Although the availability
and timing of clinical sample collection from persons
with fatal outcomes from this and previous transplant
clusters vary widely, no LCMV-specific IgG has been
identified in any patients with fatal transplant-associated
LCMV infections.
Although organ donation screening procedures reduce
the risk for transmission of some bloodborne viruses, such
as HIV, hepatitis B virus, and hepatitis C virus, through
the donor history questionnaire and laboratory screening
(25,26), screening for all possible acute viral infections
from donor evaluation to organ procurement is not
possible. Other notable instances of transplant-transmitted
viral encephalitis from West Nile virus and rabies virus
have occurred recently (27–29). Similarly, LCMV is not
among the infectious agents routinely screened for in
potential organ donors. However, for the cluster reported
here, archived postmortem donor serum was negative

for LCMV by RT-PCR and serologic testing, and thus
testing serum before organ transplantation would not have
helped recognize donor infection. Asking about exposure
to rodents also might be helpful in heightening suspicion
for LCMV infection in potential donors who have signs of
aseptic meningitis. Although family members described
clear evidence of rodent exposure for the organ donor
shortly before onset of illness, this information was acquired
during follow-up investigations, which occurred long after
LCMV infection in the organ recipients. Current Organ
Procurement and Transplantation Network guidelines
require assessment of the donor’s medical history and
behavior, including a review of the donor’s medical records
(optn.transplant.hrsa.gov/policiesAndBylaws/policies.
asp) before transplantation. Although recent rodent
exposure by a potential organ donor would not exclude
transplantation, the information might help transplant
centers appropriately assess risk to the potential donor,
heighten their suspicion for transplant-transmitted LCMV
in the event of recipient illness, and obtain early diagnosis
and treatment. The efficacy of ribavirin for treating LCMV
infection in humans has not been examined; however, early
detection of LCMV infection and treatment with ribavirin
might improve the outcomes of transplant recipients with
transplant-transmitted LCMV infection.
Members of the LCMV transplant investigation team who
contributed data: Xiomara Garcia, Stephen M. Schexnayder
(University of Arkansas College of Medicine/Arkansas Children’s
Hospital, Little Rock, Arkansas, USA); Hussain O. Mohamed,
Angel Alsina, Edson Franco, Drew Silverman, Kristina H. Barber
(Tampa General Hospital, Tampa, Florida, USA); Scott Young,
John Dunn, Greg Zawada, Susan Delap, Richard Pelligrino,
April Goodnight, John May (Arkansas Baptist Health, Little
Rock); Qasim Mirza, Patricia Manning, Karen Perry, Marc Miller
(Integris Baptist Medical Center, Oklahoma City, Oklahoma,
USA); Michael F. Brown, Michael C. Roberson, Geoffrey C.
Brown (Arkansas Lions Eye Bank and Lab, Little Rock); Gary
Heseltine, James H. Wright (Texas Department of State Health
Services, Austin, Texas, USA); and Julia Pierzchala, Wu-Jun
Shieh, Dianna Blau, Christopher Taylor, Lindy Liu (CDCAtlanta,
Georgia, USA).
Acknowledgments
We thank the numerous persons and organizations involved
with clinical care, sample collection and submission, and public
health investigation: Arkansas Organ Recovery Agency, the
United Network for Organ Sharing Ad Hoc Disease Transmission
Advisory Committee, Arkansas Baptist Health, Arkansas
Children’s Hospital, Integris Baptist Medical Center, Oklahoma
University Medical Center, Tampa General Hospital, Arkansas
Department of Health, Texas Department of Health Services,

Emerging Infectious Diseases • www.cdc.gov/eid • Vol. 18, No. 8, August 2012

1261

RESEARCH

Oklahoma Department of Health, and Florida Department of
Health.
All funding was provided by CDC.

14.

15.

Dr MacNeil is an epidemiologist with CDC. His research
interests include the epidemiology and control of viral diseases.
16.

References
1.

2.

3.
4.

5.

6.

7.

8.
9.

10.

11.

12.

13.

1262

Amman BR, Pavlin BI, Albarino CG, Comer JA, Erickson BR, Oliver JB, et al. Pet rodents and fatal lymphocytic choriomeningitis in
transplant patients. Emerg Infect Dis. 2007;13:719–25. http://dx.doi.
org/10.3201/eid1305.061269
Childs JE, Glass GE, Korch GW, Ksiazek TG, Leduc JW. Lymphocytic choriomeningitis virus infection and house mouse (Mus
musculus) distribution in urban Baltimore. Am J Trop Med Hyg.
1992;47:27–34.
Biggar RJ, Schmidt TJ, Woodall JP. Lymphocytic choriomeningitis
in laboratory personnel exposed to hamsters inadvertently infected
with LCM virus. J Am Vet Med Assoc. 1977;171:829–32.
Deibel R, Woodall JP, Decher WJ, Schryver GD. Lymphocytic choriomeningitis virus in man. Serologic evidence of association with
pet hamsters. JAMA. 1975;232:501–4. http://dx.doi.org/10.1001/
jama.1975.03250050023010
Biggar RJ, Woodall JP, Walter PD, Haughie GE. Lymphocytic choriomeningitis outbreak associated with pet hamsters. Fifty-seven
cases from New York State. JAMA. 1975;232:494–500. http://
dx.doi.org/10.1001/jama.1975.03250050016009
Baum SG, Lewis AM Jr, Rowe WP, Huebner RJ. Epidemic nonmeningitic lymphocytic-choriomeningitis-virus infection. An outbreak in
a population of laboratory personnel. N Engl J Med. 1966;274:934–
6. http://dx.doi.org/10.1056/NEJM196604282741704
Hirsch MS, Moellering RC Jr, Pope HG, Poskanzer DC. Lymphocytic-choriomeningitis-virus infection traced to a pet hamster. N Engl J Med. 1974;291:610–2. http://dx.doi.org/10.1056/
NEJM197409192911206
Jahrling PB, Peters CJ. Lymphocytic choriomeningitis virus. A neglected pathogen of man. Arch Pathol Lab Med. 1992;116:486–8.
Barton LL, Budd SC, Morfitt WS, Peters CJ, Ksiazek TG, Schindler
RF, et al. Congenital lymphocytic choriomeningitis virus infection in twins. Pediatr Infect Dis J. 1993;12:942–6. http://dx.doi.
org/10.1097/00006454-199311000-00010
Wright R, Johnson D, Neumann M, Ksiazek TG, Rollin P, Keech
RV, et al. Congenital lymphocytic choriomeningitis virus syndrome:
a disease that mimics congenital toxoplasmosis or cytomegalovirus infection. Pediatrics. 1997;100:E9. http://dx.doi.org/10.1542/
peds.100.1.e9
Mets MB, Barton LL, Khan AS, Ksiazek TG. Lymphocytic choriomeningitis virus: an underdiagnosed cause of congenital chorioretinitis. Am J Ophthalmol. 2000;130:209–15. http://dx.doi.
org/10.1016/S0002-9394(00)00570-5
Schulte DJ, Comer JA, Erickson BR, Rollin PE, Nichol ST, Ksiazek TG, et al. Congenital lymphocytic choriomeningitis virus: an underdiagnosed cause of neonatal hydrocephalus. Pediatr Infect Dis J. 2006;25:560–2. http://dx.doi.org/10.1097/01.
inf.0000219409.57917.35
Fischer SA, Graham MB, Kuehnert MJ, Kotton CN, Srinivasan A,
Marty FM, et al. Transmission of lymphocytic choriomeningitis
virus by organ transplantation. N Engl J Med. 2006;354:2235–49.
http://dx.doi.org/10.1056/NEJMoa053240

17.

18.
19.

20.
21.

22.
23.
24.

25.
26.
27.

28.
29.

Centers for Disease Control and Prevention. Brief report: lymphocytic choriomeningitis virus transmitted through solid organ transplantation—Massachusetts, 2008. MMWR Morb Mortal Wkly Rep.
2008;57:799–801.
Paddock CD, Nicholson WL, Bhatnagar J, Goldsmith CS, Greer
PW, Hayes EB, et al. Fatal hemorrhagic fever caused by West Nile
virus in the United States. Clin Infect Dis. 2006;42:1527–35. http://
dx.doi.org/10.1086/503841
Albariño CG, Palacios G, Khristova ML, Erickson BR, Carroll
SA, Comer JA, et al. High diversity and ancient common ancestry of lymphocytic choriomeningitis virus. Emerg Infect Dis.
2010;16:1093–100. http://dx.doi.org/10.3201/eid1607.091902
Vieth S, Drosten C, Lenz O, Vincent M, Omilabu S, Hass M, et al.
RT-PCR assay for detection of Lassa virus and related Old World
arenaviruses targeting the L gene. Trans R Soc Trop Med Hyg.
2007;101:1253–64. http://dx.doi.org/10.1016/j.trstmh.2005.03.018
Bowen MD, Peters CJ, Nichol ST. The phylogeny of New World
(Tacaribe complex) arenaviruses. Virology. 1996;219:285–90.
http://dx.doi.org/10.1006/viro.1996.0248
Park JY, Peters CJ, Rollin PE, Ksiazek TG, Katholi CR, Waites KB,
et al. Age distribution of lymphocytic choriomeningitis virus serum
antibody in Birmingham, Alabama: evidence of a decreased risk of
infection. Am J Trop Med Hyg. 1997;57:37–41.
Palacios G, Druce J, Du L, Tran T, Birch C, Briese T, et al. A new
arenavirus in a cluster of fatal transplant-associated diseases. N Engl
J Med. 2008;358:991–8. http://dx.doi.org/10.1056/NEJMoa073785
McCormick JB, King IJ, Webb PA, Scribner CL, Craven RB,
Johnson KM, et al. Lassa fever. Effective therapy with ribavirin. N Engl J Med. 1986;314:20–6. http://dx.doi.org/10.1056/
NEJM198601023140104
Centers for Disease Control and Prevention. Human-to-human
transmission of rabies via corneal transplant—Thailand. MMWR
Morb Mortal Wkly Rep. 1981;30:473–4.
Gode GR, Bhide NK. Two rabies deaths after corneal grafts from
one donor. Lancet. 1988;2:791. http://dx.doi.org/10.1016/S01406736(88)92435-X
Houff SA, Burton RC, Wilson RW, Henson TE, London WT, Baer
GM, et al. Human-to-human transmission of rabies virus by corneal transplant. N Engl J Med. 1979;300:603–4. http://dx.doi.
org/10.1056/NEJM197903153001105
Fischer SA, Avery RK. Screening of donor and recipient prior to solid organ transplantation. Am J Transplant. 2009;9(Suppl 4):S7–18.
http://dx.doi.org/10.1111/j.1600-6143.2009.02888.x
Ison MG, Nalesnik MA. An update on donor-derived disease transmission in organ transplantation. Am J Transplant. 2011;11:1123–
30. http://dx.doi.org/10.1111/j.1600-6143.2011.03493.x
Iwamoto M, Jernigan DB, Guasch A, Trepka MJ, Blackmore CG,
Hellinger WC, et al. Transmission of West Nile virus from an organ
donor to four transplant recipients. N Engl J Med. 2003;348:2196–
203. http://dx.doi.org/10.1056/NEJMoa022987
Centers for Disease Control and Prevention. West Nile virus transmission via organ transplantation and blood transfusion—Louisiana,
2008. MMWR Morb Mortal Wkly Rep. 2009;58:1263–7.
Srinivasan A, Burton EC, Kuehnert MJ, Rupprecht C, Sutker WL,
Ksiazek TG, et al. Transmission of rabies virus from an organ donor to four transplant recipients. N Engl J Med. 2005;352:1103–11.
http://dx.doi.org/10.1056/NEJMoa043018

Address for correspondence: Adam MacNeil, Centers for Disease Control
and Prevention, 1600 Clifton Rd NE, Mailstop G14, Atlanta, GA 30333,
USA; email: aho3@cdc.gov

Emerging Infectious Diseases • www.cdc.gov/eid • Vol. 18, No. 8, August 2012

