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SUMMARY
A man in his mid-20s presented to the occupational 
health service following an ocular projection with a 
concentrated solution of lymphocytic choriomeningitis 
virus (LCMV clone-13). Subsequently, a regular 
clinical and biological follow-up was initiated. 7 days 
after exposure, the patient developed influenza-like 
symptoms. During the acute phase, specific RT-PCR 
testing of blood plasma was negative for LCMV. 
Symptomatic treatment was administered, and the 
symptoms resolved after a few days. The patient 
remained asymptomatic in the following weeks. 
Serological follow-up detected a seroconversion 6 
weeks after exposure, indicating a recent infection. 
The occupational health service’s protocol, comprising 
clinical monitoring and serological surveillance, 
facilitated the detection of seroconversion. This case 
underscores ocular mucosal exposure as a route of 
occupational LCMV transmission, which is often not 
considered. It served as an opportunity to review and 
enhance prevention measures and laboratory protocols 
within the biosafety level P2 facility.

BACKGROUND
Lymphocytic choriomeningitis virus (LCMV), a 
member of the Arenaviridae family, is transmitted 
by the common house mouse. Human infections 
primarily result from direct contact with body 
fluids or inhalation of aerosolized droplets of 
contaminated body fluids.1 While LCMV infec-
tion is usually asymptomatic or results in a mild 
self-limited illness in immunocompetent adults, 
it can lead to severe disease such as meningitis.2 
Research laboratory workers can be exposed to 
LCMV while handling infectious material or 
infected mice. Previous studies or case reports 
have primarily documented acute infection after 
percutaneous inoculation of the virus.3–6 Here, 
we report a documented lab-acquired LCMV 
infection following ocular exposure. This mode 
of contamination warrants consideration when 
devising prevention strategies, particularly in 
research laboratory settings.

CASE PRESENTATION
A man in his mid-20s presented to the occupa-
tional health service following an ocular projection 
that occurred 2 days prior when he was working 
in a research laboratory. The exposure involved a 
concentrated solution of LCMV variant clone-13 
used to infect mice. The incident happened while 
he was injecting a solution containing an LCMV 
concentration of 107 plaque forming units (PFU)/

mL into the tail vein of a mouse. The syringe 
contained 200 µL of solution and was fitted with 
a hollow needle. While injecting, he felt a resis-
tance and withdrew the needle without releasing 
the pressure on the syringe, resulting in a splash of 
solution on his face, including on his right eyelid 
and right eye, as he leaned forward to improve visi-
bility. According to the laboratory safety concept 
(biosafety level 2), he used a biosafety cabinet II 
for all manipulations involving group 2 biological 
agent and should have been wearing protective 
glasses in case of a risk of liquid projection. He 
was not wearing protective glasses, considering 
that the window of the protective Plexiglas hood 
provided sufficient protection. Immediate first 
aid measures were taken by thoroughly washing 
the face and eyes for 5 min. The estimated volume 
of the splash was approximately 50 µL, corre-
sponding to 5×105 PFU.

A regular clinical and biological follow-up was 
initiated in accordance with the occupational 
health service protocol, scheduled at 1, 2, 3, 6 
and 12 weeks post exposure, as well as in the 
event of symptoms. 7 days after the exposure, 
the patient developed influenza-like symptoms 
with chills, fever (39.5°C), fatigue, myalgia, head-
ache with mild photophobia, dizziness, sensation 
of blurred vision at the periphery of the visual 
field, difficulty swallowing, nausea and painful 
swelling in the right submandibular region. He 
presented to the emergency room 2 days after 
the onset of symptoms. The clinical examination, 
including a neurological assessment, was normal 
except for the presence of a right submandibular 
lymphadenopathy.

INVESTIGATIONS
At the emergency room, blood tests revealed mild 
leucopenia (3.4×109/L) and mild thrombocyto-
penia (124×109/L). There were no signs of an 
inflammatory syndrome, and the HIV serology 
was negative. Specific RT-PCR test conducted 
on blood plasma for LCMV, Epstein-Barr Virus 
(EBV), cytomegalovirus (CMV) and SARS-
CoV-2 were negative. Following discussion with 
the patient, a decision was made not to perform 
a lumbar puncture given the low probability of 
complications in the event of viral meningitis.

DIFFERENTIAL DIAGNOSIS
The additional laboratory tests made it possible 
to rule out other viral infections considered 
in the differential diagnosis (HIV, EBV, CMV, 
SARS-CoV-2).
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TREATMENT
In the absence of neurological clinical abnormalities and that of 
a specific treatment for LCMV infection, he was discharged with 
paracetamol and ibuprofen.

OUTCOME AND FOLLOW-UP
The symptoms resolved after a few days and the patient was 
on sick leave from work for a total of 4 days. The follow-up 
was resumed at the occupational health service with a clinical 
evaluation at 1, 2 and 3 weeks post exposure and serological 
testing for LCMV at 1, 2, 3, 6 and 12 weeks post exposure. 
The patient did not develop any additional symptoms during the 
follow-up period. Serological testing was performed in a special-
ised laboratory in France using a seroneutralization assay in cell 
culture with replicative virus, which measures the serum’s ability 
to neutralise the growth of the virus. While this method cannot 
differentiate IgM and IgG antibodies, it is highly specific. Initial 
samples returned negative results. However, 6 weeks post expo-
sure, seroconversion was detected, with a rise in specific LCMV 
antibodies to a titre of 1:20 (negative reference<1:20) and then 
increased again to a titre of 1:320 at 12 weeks post exposure. 
These results strongly indicate a recent infection, with serocon-
version occurring in the absence of an alternative diagnosis.

DISCUSSION
This symptomatic case of an LCMV infection followed an acci-
dental occupational ocular exposure to a small amount (approx-
imately 50 µL) of a solution containing a high concentration of 
LCMV (estimated dose received of 5×105 PFU). Previous case 
reports of occupational contamination of LCMV have primarily 
described percutaneous transmission or inhalation of biolog-
ical fluids.3–6 Several decades ago, a laboratory worker infected 
herself following a conjunctival injury caused by glass powder 
contaminated with LCMV.7 To the best of our knowledge, we 
report the first documented case of seroconversion for LCMV 
following ocular exposure through a mucosal contact.

Since 2015, other cases of accidental LCMV exposure 
involving research laboratory workers have been reported to our 
occupational health service. These cases included a bite from a 
previously infected mouse which had already partly eliminated 
the virus as well as three needle prick injuries; the first from a 
needle soiled with blood from a previously infected mouse, the 
second from an empty needle immediately after administration 
of the LCMV containing solution to a mouse and the third from 
a needle coupled to a syringe containing a concentrated solu-
tion of LCMV. Of these four cases, all except the latter remained 
asymptomatic with no seroconversion during the follow-up 
period. In asymptomatic cases, we presume that the inoculum 
was significantly lower compared with a direct contact with 
a solution of LCMV, as seen in needle stick injuries or ocular 
splashes.4 8

While laboratory safety protocols and first aid measures are 
clearly defined, precise monitoring guidelines after occupational 
exposure to LCMV are currently lacking. Prophylactic vaccines, 
postexposure prophylaxis and specific treatments for LCMV are 
not yet available. Treatment primarily focuses on symptomatic 
relief and the efficacy of ribavirin in improving outcomes for 
patients with LCMV infection remains unclear.9 Our occupa-
tional health service has established a standardised procedure 
for managing occupational injuries involving LCMV exposure, 
which includes clinical evaluation and serological monitoring. 
Additional LCMV RT-PCR testing is warranted if symptoms 
develop. Typically, LCMV RT-PCR performed during the acute 

phase of symptoms is a sensitive and appropriate diagnostic 
tool for detecting an LCMV infection,10 but the kinetics and 
magnitude of serum viraemia in human infection are unknown.4 
However, in the case we present here, the diagnosis was not 
initially confirmed. The patient developed aspecific influenza-
like symptoms and the RT-PCR test on blood plasma showed 
a negative result at that time. The negative finding could result 
in a viral load below the detection threshold of this RT-PCR 
assay. Furthermore, the fact that the patient did not develop a 
secondary phase of symptoms, such as meningitis, supports the 
observation that LCMV infection is generally asymptomatic or 
mild, self-limited illness.2

Serological monitoring revealed seroconversion for LCMV 
at 6 weeks post exposure, with a subsequent increase in anti-
body titre between the 6 and 12 weeks postexposure samples, 
confirming an LCMV infection. With no alternative exposure to 
LCMV identified, we concluded that the infection resulted from 
the accidental exposure. The follow-up protocol, which included 
serological monitoring, effectively detected the seroconversion, 
unlike RT-PCR, which failed to detect the acute infection.

Despite appropriate risk assessment and safety protocols in 
research laboratories, LCMV infections still occur among labo-
ratory workers.5 6 11 In the case presented here, the hood was not 
sufficiently lowered and a risk of splash of liquid existed when 
approaching the mouse’s tail. Current prevention measures were 
reassessed and reinforced by adding the use of protective glasses 
when performing intravenous inoculation of mice, even when 
working in a biosafety cabinet.

Laboratory workers require comprehensive education on the 
various transmission modes and clinical presentation of LCMV 
infection, along with regular training in safe handling proce-
dures of LCMV or infected animals with LCMV. Additionally, 
well-defined emergency procedures in the event of an accidental 
exposure should be readily accessible and prompt communica-
tion with the occupational health service is imperative.

In conclusion, this case highlights the significance of ocular 
mucosal inoculation as a route of accidental occupational trans-
mission of LCMV, which is rarely considered in the literature. 
Occupational acute LCMV exposures are likely underreported, 
and workers may lack adequate awareness of the risk of infection 
and/or seroconversion. Despite LCMV infection being typically 
asymptomatic or mild and self-limiting, a better understanding 
of the various transmission routes is essential to enhance preven-
tion efforts in research laboratories.

Learning points

	► Seroconversion for lymphocytic choriomeningitis virus (LCMV) 
can occur through a mucosal contact.

	► Occupational acute ocular LCMV exposures are likely not 
considered, and laboratory workers are insufficiently informed 
about the risk of infection and seroconversion.

	► Better understanding of the different routes of transmission 
is crucial to improve infection prevention efforts in research 
laboratories.

Acknowledgements  The authors gratefully thank Clara Podmore for proofreading 
this case report in English. The authors also thank the occupational health service’s 
team for their work during the patient’s follow-up after exposure.

Contributors  Both authors (PM and CL-B) were responsible for drafting of the 
text, sourcing and editing of clinical images, investigation results, drawing original 
diagrams and algorithms, critical revision for important intellectual content and gave 
final approval of the manuscript.

P
ublique. P

rotected by copyright.
 on N

ovem
ber 1, 2024 at C

entre de D
ocum

entation en S
ante

http://casereports.bm
j.com

/
B

M
J C

ase R
ep: first published as 10.1136/bcr-2024-260966 on 26 O

ctober 2024. D
ow

nloaded from
 

http://casereports.bmj.com/


3Mosset P, Lazor-Blanchet C. BMJ Case Rep 2024;17:e260966. doi:10.1136/bcr-2024-260966

Case report

Funding  The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not-for-profit sectors.

Competing interests  None declared.

Patient consent for publication  Consent obtained directly from patient(s).

Provenance and peer review  Not commissioned; externally peer reviewed.

Open access  This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non-commercially, 
and license their derivative works on different terms, provided the original work 
is properly cited and the use is non-commercial. See: http://creativecommons.org/​
licenses/by-nc/4.0/.

Case reports provide a valuable learning resource for the scientific community and 
can indicate areas of interest for future research. They should not be used in isolation 
to guide treatment choices or public health policy.

REFERENCES
	 1	 Emonet S, Retornaz K, Gonzalez J-P, et al. Mouse-to-human transmission of variant 

lymphocytic choriomeningitis virus. Emerg Infect Dis 2007;13:472–5. 

	 2	 Vilibic-Cavlek T, Savic V, Ferenc T, et al. Lymphocytic Choriomeningitis-Emerging Trends 
of a Neglected Virus: A Narrative Review. Trop Med Infect Dis 2021;6:88. 

	 3	 Dräger S, Marx A-F, Pigny F, et al. Lymphocytic choriomeningitis virus meningitis after 
needlestick injury: a case report. Antimicrob Resist Infect Control 2019;8:77. 

	 4	 Aebischer O, Meylan P, Kunz S, et al. Lymphocytic choriomeningitis virus infection 
induced by percutaneous exposure. Occup Med (Lond) 2016;66:171–3. 

	 5	 Pedrosa PBS, Cardoso TAO. Viral infections in workers in hospital and research 
laboratory settings: a comparative review of infection modes and respective biosafety 
aspects. Int J Infect Dis 2011;15:e366–76. 

	 6	 Caron L, Delisle J-S, Strong JE, et al. Armstrong strain lymphocytic choriomeningitis 
virus infection after accidental laboratory exposure. Virol J 2023;20:294. 

	 7	 Lépine P, Sautter V. Contamination de laboratoire avec le virus de la chorioméningite 
lymphocytaire. Ann Inst Pasteur 1938;61:519–27.

	 8	 Mosset P, Lazor-Blanchet C, Zurita S, et al. Virus de la chorioméningite lymphocytaire 
(lcmv): cas d’exposition en laboratoire. dans journées franco-suisses de médecine et 
santé au travail, 22-23 juin 2023, Lausanne, Switzerland.

	 9	 Fischer SA, Graham MB, Kuehnert MJ, et al. Transmission of lymphocytic 
choriomeningitis virus by organ transplantation. N Engl J Med 2006;354:2235–49. 

	10	 Cordey S, Sahli R, Moraz M-L, et al. Analytical validation of a lymphocytic 
choriomeningitis virus real-time RT-PCR assay. J Virol Methods 2011;177:118–22. 

	11	 Baum SG, Lewis AM Jr, Rowe WP, et al. Epidemic nonmeningitic lymphocytic-
choriomeningitis-virus infection. An outbreak in a population of laboratory personnel. 
N Engl J Med 1966;274:934–6. 

Copyright 2023 BMJ Publishing Group. All rights reserved. For permission to reuse any of this content visit
https://www.bmj.com/company/products-services/rights-and-licensing/permissions/
BMJ Case Report Fellows may re-use this article for personal use and teaching without any further permission.

Become a Fellow of BMJ Case Reports today and you can:
	► Submit as many cases as you like
	► Enjoy fast sympathetic peer review and rapid publication of accepted articles
	► Access all the published articles
	► Re-use any of the published material for personal use and teaching without further permission

Customer Service
If you have any further queries about your subscription, please contact our customer services team on +44 (0) 207111 1105 or via email at support@bmj.com.

Visit casereports.bmj.com for more articles like this and to become a Fellow

P
ublique. P

rotected by copyright.
 on N

ovem
ber 1, 2024 at C

entre de D
ocum

entation en S
ante

http://casereports.bm
j.com

/
B

M
J C

ase R
ep: first published as 10.1136/bcr-2024-260966 on 26 O

ctober 2024. D
ow

nloaded from
 

http://creativecommons.org/licenses/by-nc/4.0/
http://creativecommons.org/licenses/by-nc/4.0/
http://dx.doi.org/10.3201/eid1303.061141
http://dx.doi.org/10.3390/tropicalmed6020088
http://dx.doi.org/10.1186/s13756-019-0524-4
http://dx.doi.org/10.1093/occmed/kqv156
http://dx.doi.org/10.1016/j.ijid.2011.03.005
http://dx.doi.org/10.1186/s12985-023-02258-x
http://dx.doi.org/10.1056/NEJMoa053240
http://dx.doi.org/10.1016/j.jviromet.2011.06.018
http://dx.doi.org/10.1056/NEJM196604282741704
http://casereports.bmj.com/

	Lymphocytic choriomeningitis virus infection following occupational ocular exposure
	Summary
	Background
	Case presentation
	Investigations
	Differential diagnosis
	Treatment
	Outcome and follow-up
	Discussion
	References


