
A Case of Mumps Virus Reinfection Manifesting as Severe Meningitis that
Mimicked Tuberculous Meningitis
Megumi Nakanishi, Nobuaki Uchida, Ukichiro Kawai, Miki Oono, Michiyo Fujita-Nakata, Mitsuru Sanada, Shigemi Nagayama and Makoto Matsui*

Department of Neurology, Kanazawa Medical University, Japan
*Corresponding author: Makoto Matsui, Department of Neurology, Kanazawa Medical University, 1-1 Daigaku, Uchinada, Kahoku-gun, Ishikawa Prefecture 920-0293,
Japan, Tel: +81-76-286-2211; Fax: +81-76-286-3259; E-mail: veritasm@kanazawa-med.ac.jp

Rec date: June 23, 2017; Acc date: June 30, 2017; Pub date: July 03, 2017

Copyright: © 2017 Nakanishi M, et al. This is an open-access article distributed under the terms of the creative commons attribution license, which permits unrestricted
use, distribution, and reproduction in any medium, provided the original author and source are credited.

Abstract

It is known that mumps is an acute and highly contagious systemic viral infection that occurs in childhood, the
hallmark of which is parotid gland swelling. Although mumps infection in the central nervous system (CNS) is
uncommon among adults in association with vaccinations generally administered in developed countries, CNS
involvement can occur without parotitis. Here, we report such a case of severe meningitis due to reinfection by the
mumps virus. Based on our findings, we propose that mumps meningitis can mimic tuberculous meningitis in regard
to clinical symptoms and course, as well as laboratory test results of cerebrospinal fluid. Follow-up investigations
that include key cytokines such as IL-6, IFN-γ, and TNF-β in the CSF are important for differential diagnosis.
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Introduction
While mumps is not uncommon in childhood, it is rare in adults,

especially those living in well-developed countries where mumps
vaccines are usually administered [1]. However, optimal dosing and
vaccination timing have not been established, thus outbreaks still
occur among children as well as young adults in Western countries
[1,2]. A mumps viral infection is characterized by parotid gland
swelling (31% to 65%), while other clinical presentations such as
aseptic meningitis (1% to 10%) and encephalitis (0.1%) are rarer [3].
Without parotitis or hyperamylasemia, a differential diagnosis may
include infection by Staphylococcus aureus, a gram-negative
bacterium, and atypical mycobacteria [3], as cerebrospinal fluid (CSF)
samples from affected individuals often contain a substantial number
of polymorphonuclear cells [4]. Here, we report a case of mumps
meningitis due to reinfection in a Japanese adult that mimicked
tuberculous meningitis.

Case Report
A 53-year-old female with a history of mumps infection in

childhood was admitted to our hospital because of a 2-day history of
high fever, vomiting, severe headache, and sensation of chills. Her
daughter had contracted mumps 2 weeks prior. The body temperature
of the patient was 38.7˚C, though salivary glands were not swollen or
tender. A neurological examination revealed the presence of meningeal
irritation signs, while other findings were normal. Peripheral blood
testing showed a white blood cell (WBC) count of 8900/μl and
neutrophils at 77.0%. The levels of C-reactive protein, amylase, and
aminotransferases in serum were normal. An enzyme immunoassay
(EIA) for the IgM antibody specific to mumps virus revealed the titer
was 0.07 (positive >0.8), while the IgG antibody titer was 8.6 (positive
>1.2). An atraumatic lumbar puncture yielded hyper-cellular CSF
containing 370/μl WBC (368/μl mononuclear cells, 2/μl neutrophils)

and red blood cells (RBC) at 4/μl, along with elevated levels of protein
(64 mg/dl) and β2 microglobulin (3.6 mg/L), and a normal level of
adenosine deaminase (ADA) (2.7 U/L). The EIA titers for anti-mumps
IgM (0.01) and IgG (0.51) antibody levels in the CSF, as well as the IgG
antibody specific to herpes simplex virus (HSV) indicated negative for
infection. Cultures of the CSF sample for bacteria, mycobacterium
tuberculosis (TB), and fungus were all negative. PCR analyses for HSV
and TB DNA were also negative. Cytological screening of CSF cells
revealed no malignancy. Gadolinium-enhanced magnetic resonance
imaging of the brain showed only diffuse leptomeningeal enhancement
in T1-weighted images. There were no radiological findings indicating
the presence of encephalitis or basal meningitis. The patient was
diagnosed as having aseptic meningitis with a probable viral etiology.

Conservative treatment was given with an intravenous drip infusion
of 10% glycerin and empirical administration of acyclovir started on
the day of admission (Day 1). However, intermittent vomiting
associated with severe headache and high fever persisted. On Day 3,
findings of a CSF sample obtained by a follow-up lumbar puncture had
worsened, i.e., WBC 556/µl (all mononuclear), RBC 3/µl, protein 74
mg/dl, β2 microglobulin 5.9 mg/L, and ADA 5.3 U/L. Measurement of
cytokines in the CSF using an immunoassay system also revealed
markedly elevated IL-6 (263 pg/ml), and slightly elevated IFN-γ (8.5
IU/ml) and TNF-α (8 pg/ml) levels. For suppression of excess
inflammatory reactions in the CSF, dexamethasone (3.3 mg/day) was
started, and headache and vomiting showed improvement. On Day 8, a
follow-up CSF examination using an atraumatic lumbar puncture only
showed slight improvement, such as WBC 342/µl (335/µl
mononuclear, 7/µl neutrophils), RBC 2/µl, protein 46 mg/dl, and β2
microglobulin 4.0 mg/L. On the other hand, the CSF levels of IL-6
(15.3 pg/ml), IFN-γ (0.6 IU/ml), and TNF-α (3.0 pg/ml) were
decreased, while ADA was further elevated to 5.5 U/L. Since an ADA
level of 6 U/L or greater in the CSF has been proposed to strongly
support a diagnosis of tuberculous meningitis [5], we considered the
possibility of this disorder in our patient, as dexamethasone may have
suppressed the natural immune response to TB. Thus, we re-checked
this possibility by examining a CSF sample obtained on Day 15, after
discontinuation of that drug. However, CSF cultures for TB and a PCR
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assay for the TB antigen were again negative. Furthermore, findings of
this CSF sample showed other improvements, including fewer WBC
(138/µl, all mononuclear) and decreased levels of β2 microglobulin
(4.6 mg/L), ADA (3.1 U/L), and IL-6 (4.8 pg/ml). In contrast, CSF
protein level alone remained increased to 61 mg/dl.

On Day 18, PCR analysis of the first CSF sample (Day 1) showed it
to be positive for mumps RNA. Serologic testing for mumps performed
on Day 18 demonstrated remarkable elevation of the specific IgG titer
in serum (372) and the CSF (106). Based on these results, we made a
definitive diagnosis of mumps meningitis due to reinfection. The
clinical condition of the patient rapidly improved and complete
recovery was noted on Day 21.

Discussion
It has been reported that severe mumps cases are characterized by

elevated levels of IL-6 and IFN-γ in plasma [6], while another study
also noted that IL-2 and IFN-γ were increased in serum of patients
with acute mumps infection, thus indicating an important role for Th1
cells in this disease [7]. Likewise, inflammatory processes occurring in
meninges during mumps meningitis seem to be similar, as IFN-γ, IL-2,
and IL-6 levels are significantly elevated in the CSF of affected patients,
while TNF-α in the CSF does not show an elevated level [8], though an
increased level of that cytokine is a feature of patients with tuberculous
meningitis [9].

Conclusion
In the present case, we found it necessary to consider the latter

possibility because of persistent severe headache and vomiting, along
with the progressive course associated with elevation of ADA and
TNF-α level in the CSF. Therefore, we consider it important to
emphasize that reinfection by the mumps virus can potentially cause
severe meningitis without parotitis and may mimic tuberculous

meningitis. Careful neurological and radiological follow-up
examinations, as well as repeated analyses of CSF samples using
detailed immunological measurements in addition to routine studies
are necessary for proper diagnosis and avoiding unnecessary
treatment.

References
1. Hviid A, Rubin S, Mühlemann K (2008) Mumps. Lancet 371: 932-944.
2. Takla A, Böhmer MM, Klinic C, Kurz N, Schaffer A, et al. (2014)

Outbreak-related mumps vaccine effectiveness among a cohort of
children and of young adults in Germany 2011. Hum Viaccin
Immunother 10: 140-145.

3. Koenig K, Shastry S, Mzahim B, Almadhyan A, Burns MJ (2016) Mumps
virus: Modification of the identify-isolate-inform tool for frontline
healthcare providers. West J Emerg Med 17: 490-496.

4. Takeshima S, Yoshimoto T, Shiga Y, Kanaya Y, Neshige S, et al. (2015)
Clinical, epidemiological and etiological studies of adult aseptic
meningitis: Report of 13 cases with mumps meningitis. Rinsho Shinkei
55: 630-636.

5. Solari L, Soto A, Agapito JC, Acurio V, Vargas D, et al. (2013) The validity
of cerebrospinal fluid parameters for the diagnosis of tuberculous
meningitis. Int J Infect Dis 17: e1111-e1115.

6. Wang W, Zhu Y, Wu H, Jiao Y, Halm-Lutterodt N, et al. (2014) IL-6 and
IFN-Nγ are elevated in severe mumps cases: A study of 960 mumps
patients in China. J Infect Dev Ctries 8: 208-214.

7. Malaiyan J, Ramanan PV, Subramaniam D, Menon T (2016) Analysis of
serum Th1/Th2 cytokine levels in patients with acute mumps infection. J
Glob Infect Dis 8: 87-92.

8. Ichiyama T, Maeba S, Suenaga N, Saito K, Matubara T, et al. (2005)
Analysis of cytokines levels in cerebrospinal fluid in mumps meningitis:
Comparison with echovirus type 30 meningitis. Cytokine 30: 243-247.

9. Misra UK, Kalita J, Srivastava R, Nair PP, Mishra MK, et al. (2010) A
study of cytokine in tuberculous meningitis: Clinical and MRI
correlation. Neurosci Lett 483: 6-10.

 

Citation: Nakanishi M, Uchida N, Kawai U, Oono M, Fujita-Nakata M, et al. (2017) A Case of Mumps Virus Reinfection Manifesting as Severe
Meningitis that Mimicked Tuberculous Meningitis. J Neuroinfect Dis 8: 255. doi:10.4172/2314-7326.1000255

Page 2 of 2

J Neuroinfect Dis, an open access journal
ISSN: 2314-7326

Volume 8 • Issue 2 • 1000255

https://dx.doi.org/doi:10.1016/S0140-6736(08)60419-5
https://dx.doi.org/doi:10.4161/hv.26642
https://dx.doi.org/doi:10.4161/hv.26642
https://dx.doi.org/doi:10.4161/hv.26642
https://dx.doi.org/doi:10.4161/hv.26642
https://dx.doi.org/doi:10.5811/westjem.2016.6.30793
https://dx.doi.org/doi:10.5811/westjem.2016.6.30793
https://dx.doi.org/doi:10.5811/westjem.2016.6.30793
https://dx.doi.org/doi:10.5692/clinicalneurol.cn-000718
https://dx.doi.org/doi:10.5692/clinicalneurol.cn-000718
https://dx.doi.org/doi:10.5692/clinicalneurol.cn-000718
https://dx.doi.org/doi:10.5692/clinicalneurol.cn-000718
https://dx.doi.org/doi:10.1016/j.ijid.2013.06.003
https://dx.doi.org/doi:10.1016/j.ijid.2013.06.003
https://dx.doi.org/doi:10.1016/j.ijid.2013.06.003
https://dx.doi.org/doi:10.3855/jidc.3557
https://dx.doi.org/doi:10.3855/jidc.3557
https://dx.doi.org/doi:10.3855/jidc.3557
https://dx.doi.org/doi:10.4103/0974-777X.182129
https://dx.doi.org/doi:10.4103/0974-777X.182129
https://dx.doi.org/doi:10.4103/0974-777X.182129
https://dx.doi.org/10.1016/j.cyto.2005.01.022
https://dx.doi.org/10.1016/j.cyto.2005.01.022
https://dx.doi.org/10.1016/j.cyto.2005.01.022

	Contents
	A Case of Mumps Virus Reinfection Manifesting as Severe Meningitis that Mimicked Tuberculous Meningitis
	Abstract
	Keywords:
	Introduction
	Case Report
	Discussion
	Conclusion
	References


