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Letter to the Editor

We read with interest the article by Andrejkovits et al. about a 57-year-old female patient with meningoencephalitis and
gastroenteritis attributed to West Nile virus (WNV) infection, hospital-acquired acute SARS-CoV-2 infection (SC2I), and a
history of end-stage renal disease (ESRD), arterial hypertension, and cardiomyopathy [!l. The patient made a full recovery with
treatment including corticosteroids, antibiotics, antifungals, anticoagulants, anti-inflammatory drugs, and remdesivir ['. The
study is promising, but some points should be discussed.

First, no contrast-enhanced cerebral imaging was performed [!!. In particular, cerebral magnetic resonance imaging (cMRI)
with gadolinium and CE-FLAIR sequences was not performed. Since the patient suffered from meningoencephalitis,
confirmation of the diagnosis by contrast enhancement in the brain or by meningeal contrast enhancement would have been
essential [?!. Native cerebral computed tomography is generally not informative in encephalitis.

Second, it was not explained why the PCR test for SARS-CoV-2 was negative upon admission and only became positive on
the eighth day of hospitalization ['l. Did the patient become infected during their hospital stay, or was the initial test a false
negative? It is also conceivable that the infection was still in its incubation period upon admission [,

Third, the diagnosis of WNV infection was based solely on the detection of IgG and IgM antibodies but was not confirmed by
PCR. Antibodies against WNV can produce false positive results, particularly in cases of cross-reaction with other flaviviruses
such as dengue, Zika, and St. Louis viruses, as well as in patients who have previously been infected with WNV. Therefore, it
is recommended to confirm acute infection by detecting neutralizing antibodies or by PCR. It is also conceivable that the SC21
infection led to false positive results in the WNV antibody test [4l. In the case of a positive history of previous WNV infection,
it is conceivable that the positive IgG and IgM findings represent remnants of a previous infection.

The fourth point concerns the examination of the cerebrospinal fluid (CSF) for fungi such as Candida, Cryptococcus,
Blastomyces, Coccidioides, and Histoplasma. Since the patient had a Candida infection and was immunosuppressed due to
SC21, fungal encephalitis must be ruled out. It should also be determined whether the CSF culture was negative for bacteria
other than Mycobacterium tuberculosis. The patient became afebrile under antibiotic therapy.

The fifth point concerns the unexplained cause of the gastrointestinal infection ['. Was it due to a bacterial, viral, fungal, or
protozoal infection? Were stool cultures and examinations for worm eggs unremarkable?

The sixth point concerns the lack of information regarding the subtype and cause of the cardiomyopathy ['. Was it ischemic,
hypertrophic, dilated, or restrictive cardiomyopathy, or simply concentric hypertrophy due to poorly controlled arterial
hypertension? Was the 24-hour ambulatory blood pressure monitoring normal or pathological? Was myocarditis, which can
complicate SC2I P!, completely ruled out?

Overall, the diagnosis of WNV-associated encephalitis should be confirmed by the detection of neutralizing antibodies or a
positive PCR test for WNV to rule out the possibility that positive IgG and IgM antibodies against WNV represent a false
positive result.
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