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Microsporidiosis is a fungal infection that generally causes 
digestive disorders, especially in immunocompromised 
hosts. Over a 4-day period in January 2018, 3 patients with 
hematologic malignancies who were admitted to the hema-
tology unit of a hospital in France received diagnoses of En-
terocytozoon bieneusi microsporidiosis. This unusually high 
incidence was investigated by sequence analysis at the in-
ternal transcribed spacer rDNA locus and then by 3 micro-
satellites and 1 minisatellite for multilocus genotyping. The 
3 isolates had many sequence similarities and belonged to 
a new genotype closely related to genotype C. In addition, 
multilocus genotyping showed high genetic distances with 
all the other strains collected from epidemiologically unre-
lated persons; none of these strains belonged to the new 
genotype. These data confirm the epidemiologic link among 
the 3 patients and support a common source of infection.

Microsporidia are spore-forming eukaryotic and oppor-
tunistic intracellular pathogens related to fungi (1,2). 

Microsporidiosis usually occurs in the form of isolated 
cases in immunocompromised patients, including HIV-in-
fected persons and solid-organ transplant recipients (1) but 
can also arise in travelers and is common in children in de-
veloping countries. Infection causes digestive disorders, in-
cluding diarrhea (1,3). Microsporidia are orally transmitted 
by interindividual contacts and likely less frequently trans-
mitted by foodborne or waterborne spores from excreta of a 

wide range of host species (1,4). At least 16 microsporidian 
species have been described in humans, but Enterocytozoon 
bieneusi is the most common (5). However, little is known 
about the actual epidemiology of E. bieneusi microsporidi-
osis, and there is a need for a better understanding of its 
pathophysiology and parasitic cycle (3,5). Unfortunately, 
epidemiologic studies are complicated because E. bieneusi 
infection has a low incidence rate worldwide (6), and its 
microbiological diagnosis is difficult and likely often over-
looked (7). In addition, the species is not easy to cultivate 
in vitro in routine practice. Investigations can be carried out 
directly only from infected biologic samples, which usually 
use DNA from fecal specimens (1,3,7).

More than 250 genotypes of E. bieneusi have been 
identified on the basis of their internal transcribed spacer 
(ITS) region (8,9). Depending on the ITS genotypes, zoo-
notic or host-adapted groups have been identified within 
species. Phylogenetic studies were able to distinguish >10 
groups; most ITS genotypes belonged to group 1, which 
contains genotypes found in both humans and animals, in-
cluding cats, pigs, and cattle (2). However, ITS sequencing 
has certain limitations because the same ITS genotype can 
be isolated from different host species and from different 
regions. This possible strain diversity within 1 ITS geno-
type cannot be addressed by a single sequence-based geno-
typing technique (10).

In human and animal medicine, several molecular 
techniques have been developed to investigate the epidemi-
ology of transmissible agents (11–15), such as multilocus 
sequence typing (MLST) analysis or mini/microsatellite 
length polymorphism using short tandem-repeat markers. 
A MLST method was developed in 2011 to discriminate 
among E. bieneusi isolates (16). Four loci were analyzed 
with 1 minisatellite (MS4) and 3 microsatellites (MS1, 
MS3, and MS7). The combination of these 4 markers with 
the ITS genotype allows for the determination of multilocus 
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genotypes (MLGs). MLG analyses are useful to discrimi-
nate between isolates derived from various hosts (17) and 
to detect mixed infections (18).

To assess epidemiologic links among 3 cases of E. bi-
eneusi infections occurring concomitantly in a single he-
matology unit in a hospital in France, we used the MLG 
analysis method. The results showed the utility of this ap-
proach in the investigation of a cluster of cases.

Materials and Methods

Ethics
The study patients gave informed consent for the use of 
their samples in the research project. All their personal data 
were anonymous. We received approval from the ethics 
committee of the University Hospital of Tours (Center 1, 
Espace de Réflexion Éthique, Région Centre-Val de Loire, 
France). The study registration number 2015_003 was is-
sued by the National Commission for Information Tech-
nology and Individual Freedom (Commission Nationale de 
l’Informatique et des Libertés) on January 10, 2015. We 
performed the study in accordance with the Code of Ethics 
of the World Medical Association (Declaration of Helsin-
ki) and complied with BRISQ guidelines (19). We received 
technical and financial support from the French Microspo-
ridiosis Network, assisted by the Clinical Research and In-
novation Department (DRCI) of the University Hospital 
of Clermont-Ferrand (Center 2) and the French National 
Reference Center for Cryptosporidiosis.

Context of the Study
Center 1 is a university hospital in France that contains 
2,008 inpatient beds and comprises 3 main sites spread 
over a distance of a few kilometers. The hematology unit 
is located in the Center for Adult Medicine (Tours, France; 
latitude 47.3900474, longitude 0.6889268). Systematic sur-
veillance and exhaustive registration of all cases of micro-
sporidiosis began in the hospital in January 2011. During 
January 2011–January 2018, there were 33,769 inpatient 
admissions. Only 2 cases of E. bieneusi were diagnosed in 
the hematology unit and the oncology department in pa-
tients admitted in 2017; these cases occurred at different 
times. In contrast, 3 patients with hematologic malignan-
cies, designated M01-05 to M01-07, received diagnoses of 
E. bieneusi microsporidiosis during a 4-day period, January 
12–16, 2018.

Biologic Procedures for Routine Diagnosis  
of E. bieneusi Infection
All diarrheic fecal specimens and feces obtained from 
high-risk patients, including HIV-positive persons, solid-
organ/bone-marrow transplant recipients, and patients with 
cancer or autoimmune diseases (1,20), were systematically 

screened for microsporidia in the parasitology–mycology 
laboratory of center 1. The first-line diagnostic procedure 
used a real-time qualitative PCR (qPCR) that targets the 
18S rRNA gene of E. bieneusi. We performed genomic 
DNA extraction with the QIAmp DNA Stool Mini Kit 
(QIAGEN, https://www.qiagen.com), according to the 
manufacturer’s instructions. We stored DNA extracts at 
–20°C until subsequent analysis. We completed amplifica-
tion with Eb and Eb5 oligonucleotide primers at a final con-
centration of 0.5 µmol/L and detected the 180-bp product 
using the specific fluorescent TaqMan probe EbS2 in the 
LightCycler 480 II apparatus (Roche, https://www.roche.
com) as described previously (7,21). We set the positive 
cutoff value of qPCR at <39 quantitative cycles (Cq) and 
tested each clinical sample in duplicate. We assessed in-
hibition with a positive exogenous internal control (Uni-
versal Inhibition Control Cy5; Diagenode, https://www.
diagenode.com). We confirmed all samples with positive 
qPCR results using microscopy with specific staining of 
microsporidia spores by the Uvitex 2B brightener (Ciba-
Geigy, https://www.novartis.com) according to van Gool’s 
method (22) (Appendix Figure 1, http://wwwnc.cdc.gov/
EID/article/25/9/19-0311-App1.pdf). 

Study Population and Biologic Samples
In this study, we included all patients from center 1 who 
were found to be positive for E. bieneusi detection dur-
ing January 2011–December 2018; they were considered 
a priori to be epidemiologically unrelated to the 3 cluster 
cases (M01-05 to M01-07). We included 8 supplementary 
control cases in the study: 4 were provided by a second uni-
versity hospital, center 2 (Clermont-Ferrand, France; lati-
tude 45.759549, longitude 3.089723), and the remaining 
4 by another university hospital, center 3 (Nantes, France; 
latitude 47.2121974, longitude –1.554346).

Genotyping of Clinical E. bieneusi Strains

Genotype Identification by Sequence Typing  
of ITS rDNA Region
We amplified the DNA extract in a 25-µL final volume 
and sequenced it for the ITS rDNA region. For patients 
with multiple positive samples, we tested only the first 
sample by genotyping. We used the MSP3 and MSP4B 
primers (23). ITS PCR products were purified and nucle-
otide sequencing performed on both strands by Eurofins 
Laboratories (https://www.eurofins.com). We compared 
the 243-bp sequences obtained with all E. bieneusi se-
quences available from the National Center for Biotech-
nology Information using the BLAST algorithm (http://
blast.ncbi.nlm.nih.gov/Blast.cgi). We performed the 
evolutionary analysis of E. bieneusi ITS genotypes with 
MEGA version 7.0.26 (https://www.megasoftware.net) 



 Emerging Infectious Diseases • www.cdc.gov/eid • Vol. 25, No. 9, September 2019 1627

(24) and aligned all genotypes with 40 E. bieneusi ITS 
genotype sequences from GenBank(9).

Minisatellite and Microsatellite Polymorphism Genotyping
We studied the genetic diversity of the clinical strains of 
Enterocytozoon bieneusi further by analyzing 1 minisatel-
lite (MS4) and 3 microsatellites (MS1, MS3, and MS7), 
as previously described (16). We defined sequence types 
by comparing MS sequences. We then performed mul-
tilocus analysis by combining ITS sequences with the 4 
MS markers to define MLGs. We used the Clustal Omega 
algorithm (https://www.ebi.ac.uk/Tools/msa/clustalo) for 
sequence alignment and examined the relationship be-
tween MLGs by a median-joining network analysis using 
Network version 5.0.1.1 and Network Publisher version 
2.1.1.2 software (http://www.fluxus-engineering.com). 
To confirm the clustering of cases, we also performed an 
evolutionary analysis of combined nucleotide sequences 
by the maximum likelihood method based on the Tamura 
3-parameter model in MEGA version 7.0.26. We upload-
ed all sequences to GenBank (accession numbers in Ap-
pendix Table).

Transmission Map
We studied patient movements within center 1 and to iden-
tify possible sites where the 3 cluster cases with E. bieneusi 
microsporidiosis (M01-05 to M01-07) may have come 
into contact. To do so, we extracted dates of outpatient 
visits and hospitalizations retrospectively from the medi-
cal records (Dossier Patient Partagé, Cerner SAS, Paris-La 
Défense, France).

Results

Description of Cluster Cases
During January 1–December 31, 2018, we found 44 fecal 
samples obtained from 25 patients at center 1 positive for 
E. bieneusi (overall prevalence 0.53% of fecal samples; 
Figure 1; Appendix Figure 1). The cohort of microsporidio-
sis cases included HIV-infected persons; solid-organ trans-
plant recipients; and patients with hematologic malignan-
cies, autoimmune diseases, or cirrhosis (Appendix Table). 
The yearly frequency of diagnosis of E. bieneusi infection 
varied randomly during the study period (Figure 1). The 3 

cluster cases of E. bieneusi microsporidiosis (M01-05 to 
M01-07) were diagnosed in the same hematology depart-
ment over a 4-day period, January 12–16, 2018. All 3 pa-
tients had been admitted to the hospital for symptoms of di-
arrhea, deterioration of their general health status, or both. 
No individual risk behaviors, including swimming in wild 
rivers, consumption of nonpotable water, or close contact 
with animals, were identified in these patients. They resid-
ed in towns that were geographically located at distances 
28.7–104.0 km apart. 

Full details of all their medical consultations and hos-
pital admissions were available and in-hospital movements 
collected (Figure 2). Only 1 period for possible direct pa-
tient-to-patient contact was determined: December 26–28, 
2017, in the hematology inpatient department. The patients 
were placed in neighboring rooms 15 and 17 days before 
the first sample was found positive for E. bieneusi, the only 
period of concomitant hospitalization. However, during 
January 11–12, 2018, patients M01-06 and M01-07 spent 
time in 3 different but closely located hospital wards: in 
the short-stay oncology unit (M01-06) and in the hematol-
ogy inpatient department and the oncology outpatient unit 
(M01-07). These 3 clinical units are in the same hospital 
building on the same floor and share the same food and 
water supplies and some common healthcare staff.

ITS Genotyping of Clinical E. bieneusi Strains
We included 33 cases in our study; 25 from center 1, 4 from 
center 2, and 4 from center 3 were successfully genotyped. 
The remaining 8 cases were unavailable for genotyping 
(Figure 1). On the basis of ITS rDNA sequencing, we de-
termined that the 3 E. bieneusi strains from cluster cases 
belonged to a new genotype, closely related to genotype C 
(referred to hereafter as C-like01; Appendix Figure 2). We 
identified 2 other new genotypes in the center 1 cohort: C-
like04, which was closely related to genotype C (synonym 
genotype II), and IV-like01, closely related to genotype IV 
(synonym genotype K) (Appendix Figure 2). C-like01 and 
C-like04 genotypes differed from genotype C by 1 single-
nucleotide polymorphism (SNP), at positions 83 (G→A) 
for the C-like01 genotype and 236 (G→A) for the C-like04 
genotype. The IV-like01 genotype also differed from the 
IV genotype by 1 SNP (G→A) at position 236 (Appen-
dix Figure 3). Other genotypes identified in our study  

Figure 1. Incident number and 
ITS rDNA region genotypes of 
Enterocytozoon bieneusi infection 
cases (n = 25) in center 1 university 
hospital, France, January 1, 2011–
December 31, 2018. ITS, internal 
transcribed spacer.

Genotyping Approach for E. bieneusi Infection
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(Appendix Table) belonged to genotypes C (n = 13), IV (n 
= 3), and S9 (n = 2).

MLG Analyses 
We performed MLG analyses using the combination of 
ITS with MS1, MS3, MS4, and MS7 loci. In 3 of the 25 
isolates (M01-18, M01-77, and M01-79), >1 MS mark-
ers could not be successfully amplified (Appendix Table). 
Amplification efficiency was 96.0% for MS1, 92.0% for 
MS3 and MS7, and 88.0% for MS4. Sequence analysis of 
each MS marker showed a high diversity of sequence types 
(STs). The MS3 marker was the least variable marker, with 
only 5 different STs, followed by MS7 (8 STs) and MS4 
(12 STs); MS1 was the most polymorphic, with 16 differ-
ent STs (Appendix Table). Combination of ITS with MS 
markers for the 22 complete isolates (isolates for which 
all MS markers were successfully sequenced) resulted in 
20 different MLGs (Appendix Table). Network analysis 
confirmed that the 3 isolates from the cluster cases in the 
hematology unit were very similar (Figure 3). M01-06 and 
M01-07 were 100% identical among the 1,904 nt positions 
analyzed. M01-05 differed slightly from MS7 at 1 tandem 
repeat. Overall, phylogenetic analyses confirmed the close 
relationship among the 3 isolates (Appendix Figure 4).

The MLG results, together with the short period be-
tween the occurrence of the 3 cluster cases and the associa-
tion of the new C-like01 genotype with the cluster cases, 
provided evidence that the isolates were epidemiologically 
related. In addition, the MLG analyses showed a high het-
erogeneity among isolates belonging to the same ITS geno-
type. Only M01-06/M01-07 (C-like01 ITS genotype) from 
cluster cases and M01-67/M01-68 (C-like04 ITS genotype) 
were 100% identical to each other. M01-67 and M01-68 
were isolated from 2 patients in center 1 during a 7-day 

period in 2017. M01-67 was isolated from a 61-year-old 
woman admitted to the department of internal medicine 
with rheumatoid purpura, and M01-68 was isolated from 
a 70-year-old woman with hepatocellular carcinoma who 
died after a hospital stay of 15 days in the hepatology de-
partment. The C-like04 genotype had also been identified 
2 years previously in a patient (M01-72) from center 1. 
However, this isolate was clearly different from the others 
(Figure 3).

Discussion
The infection rate of intestinal microsporidiosis remains 
elevated in children in developing countries (1). The inci-
dence among the HIV-positive population has been greatly 
reduced as a result of highly active antiretroviral tritherapy 

Figure 2. Hospitalization mapping for 3 patients with concomitant Enterocytozoon bieneusi microsporidiosis in the hematology unit of 
Center 1 university hospital, France. On the x-axis, dates (month-year) range from 5 months before to 5 months after the outbreak; on 
the y-axis, anonymous patient codes are given. The vertical arrow indicates the period December 26–28, 2017, when 2 patients, M01-05 
and M01-07, were concomitantly housed in the same clinical department (FH in the hematology unit). DH, day hospitalization; FH, full 
hospitalization; HICU, hematology intensive care unit; WH, week hospitalization.

Figure 3. Median-joining analysis of the multilocus sequence 
typing (MLST) data for 22 Enterocytozoon bieneusi isolates 
from 3 different hospital centers in France, determined by 
using Network version 5.0.1.1 and Network Publisher version 
2.1.1.2 software (http://www.fluxus-engineering.com). Circles 
are proportional to the frequency of each genotype (a total of 20 
multilocus genotypes were obtained based on segregating sites). 
Pairwise differences >25 single-nucleotide polymorphisms (SNPs) 
are shown close to branches, which were shortened for better 
presentation. Gray shading indicates isolates from the cluster 
investigated in this study. ITS, internal transcribed spacer.
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and subsequent immunity restoration (1). In addition to 
sporadic cases in travelers, infections in new populations 
of immunocompromised patients exposed to the disease 
are now emerging; these populations include solid-organ 
transplant recipients and patients who have cancer and he-
matologic malignancies. In our study, 1 of 25 patients from 
center 1 was HIV positive, and 15 of 25 were solid-organ 
transplant recipients (20,25). A recent monocentric study 
in a hospital in France estimated the overall prevalence of 
microsporidia spores in fecal samples over a 2-year period 
at 1.1% (26).

To study the epidemiology of pathogens and specifi-
cally to address outbreaks (27), sequence typing has long 
been considered to be the standard for most infectious 
diseases (11–14). Many previous studies focused on E. 
bieneusi were restricted to an overall determination of its 
genotype and investigated only nucleotide sequences of the 
ITS rDNA region (28,29). In 2011, Feng et al. reported a 
MLST-based method for E. bieneusi genotyping (16). This 
powerful tool has been widely used in animals and humans 
to decipher genetic diversity within the E. bieneusi species 
(10). We applied this method to an outbreak investigation. 
The MLST method generated a great length of microspo-
ridian DNA containing highly variable regions ranging 
from 1,856 to 2,160 bp. Thus, the discriminatory power be-
tween E. bieneusi strains was much stronger by this tech-
nique than with ITS genotyping alone.

Using the MLST genotyping method, we defined the 
E. bieneusi strains isolated from the 3 patients admitted to 
the hematology unit as a new genotype (C-like01); these 
strains were closely clustered. This finding supported the 
conclusion that these patients shared the same strain, like-
ly from a common source of contamination that remains 
undetermined (18). In our study, hospitalization mapping 
of the patients’ movements supported the hypothesis of 
nosocomial acquisition. Because this was a retrospective 
investigation, we were unable to evaluate the safety of 
the food and beverages that were provided to the patients 
in the hospital during the weeks before the report of the 
outbreak (30).

Reports of community-acquired foodborne or water-
borne microsporidiosis outbreaks are rare. The recent liter-
ature includes the massive epidemic in Lyon, France, with 
an attack rate of 1.0% in HIV-positive patients each month 
during the summer of 1995 (31). At that time, molecular 
tools were not available to investigate the epidemiologic 
links between microsporidian strains. In 2009, a probable 
outbreak in a hotel in Sweden involving 135 persons with 
an attack rate of 30.0% was associated with cucumber con-
sumption (32). In that study, the authors stated that 6 E. 
bieneusi strains were identified as genotype C, but no de-
tailed genotyping was performed to investigate the genetic 
relationships among the isolates. The authors reported the 

incubation period of E. bieneusi infection in this outbreak 
ranged from 0 to 21 days.

In our study, 2 of the 3 cluster case patients were hos-
pitalized >15 days before their first symptoms, which is 
compatible with nosocomial acquisition. The remaining 
patient was admitted to the short-stay oncology unit for 2 
days when microsporidiosis occurred, but he also visited 
the hospital every month for regular medical consultations. 
We cannot exclude the possibility that the transmission of 
E. bieneusi involved asymptomatic persons, such as tran-
siently colonized nurses and doctors or other patients as 
direct person-to-person contacts (33). However, few stud-
ies have been able to provide molecular evidence that 
colonized persons can serve as direct infectious sources 
(3,12). Comprehensive demonstration of transmission is 
hampered (34) because the time lapse for spore excretion 
in the feces and the minimal infective inoculum are un-
known. Indirect transmission is also a possibility because 
the spores have protective walls formed of proteins and 
chitin that would allow them to persist in the environment 
for at least several weeks (3).

With respect to these findings, it is difficult to define a 
robust method to prevent E. bieneusi infection in patients at 
risk. Recent data support the inclusion of microsporidia on 
the National Institutes of Health/Centers for Disease Con-
trol and Prevention biodefense category B list of pathogens 
of concern for waterborne and foodborne transmission. 
Unfortunately, official guidelines are scarce, especially re-
garding persons with hematologic malignancies. In HIV-
positive patients with T-cell lymphocyte CD4+ count <200 
cells/µL, the Centers for Disease Control and Prevention 
strongly recommends reducing environmental exposure by 
avoiding untreated water sources (level of evidence: AIII) 
(35). Regardless of the context, we suggest that standard 
hygiene precautions be used, including decontamination of 
the hands with an alcohol-based rub. In addition, wearing 
personal protective equipment when in close contact with 
infected patients should be standard practice, as should 
thorough cleaning of environmental surfaces.

In conclusion, our study presents a report of 3 cluster 
cases of microsporidiosis in a hospital and provides strong 
epidemiologic and molecular evidence of a common source 
of contamination. We also demonstrate the high genetic di-
versity of Enterocytozoon bieneusi. Our findings suggest 
that the MLG approach will further extend our knowledge 
about the epidemiology of microsporidiosis and that inci-
dence of nosocomial contamination may be more common 
than previously recognized.

Acknowledgments
We thank the French Microsporidiosis Network and the French 
National Reference Center of cryptosporidiosis for their support. 
We are also grateful to Ophélie Derouard, Béatrice Champion-

Genotyping Approach for E. bieneusi Infection



SYNOPSIS

1630 Emerging Infectious Diseases • www.cdc.gov/eid • Vol. 25, No. 9, September 2019

Yzon, and Lucie Schwaar for their technical help in handling 
the E. bieneusi strains and to Valentin Travia for his protocol 
describing the qPCR method. We further thank Jeffrey Watts 
for advice on the English version of the manuscript and Carolyn 
Cray for editing the final submitted version.

This work was supported by the Direction de la Recherche  
Clinique et de l’Innovation of the University Hospital of 
Clermont-Ferrand, France, and by internal laboratory funding.

About the Author
Prof. Desoubeaux is a parasitologist and mycologist  
working in the University Hospital of Tours, France. His 
primary research interest is in epidemiological investigations 
of fungal diseases.

References
  1. Didier ES, Weiss LM. Microsporidiosis: current status. Curr  

Opin Infect Dis. 2006;19:485–92. https://doi.org/10.1097/ 
01.qco.0000244055.46382.23

  2. Mathis A, Weber R, Deplazes P. Zoonotic potential of the  
microsporidia. Clin Microbiol Rev. 2005;18:423–45. https://doi.org/ 
10.1128/CMR.18.3.423-445.2005

  3. Anane S, Attouchi H. Microsporidiosis: epidemiology, clinical  
data and therapy. Gastroenterol Clin Biol. 2010;34:450–64.  
https://doi.org/10.1016/j.gcb.2010.07.003

  4. Wasson K, Peper RL. Mammalian microsporidiosis. Vet Pathol. 
2000;37:113–28. https://doi.org/10.1354/vp.37-2-113

  5. Stentiford GD, Becnel J, Weiss LM, Keeling PJ, Didier ES,  
Williams BP, et al. Microsporidia—emergent pathogens in the 
global food chain. Trends Parasitol. 2016;32:336–48.  
https://doi.org/10.1016/j.pt.2015.12.004

  6. Yakoob J, Abbas Z, Beg MA, Jafri W, Naz S, Khalid A, et al.  
Microsporidial infections due to Encephalitozoon intestinalis in  
non-HIV-infected patients with chronic diarrhoea. Epidemiol  
Infect. 2012;140:1773–9. https://doi.org/10.1017/
S0950268811002639

  7. Desoubeaux G, Caumont C, Passot C, Dartigeas C, Bailly E, 
Chandenier J, et al. Two cases of opportunistic parasite infections 
in patients receiving alemtuzumab. J Clin Pathol. 2012;65:92–5. 
https://doi.org/10.1136/jclinpath-2011-200403

  8. Santín M, Calero-Bernal R, Carmena D, Mateo M, Balseiro A,  
Barral M, et al. Molecular characterization of Enterocytozoon 
bieneusi in wild carnivores in Spain. J Eukaryot Microbiol. 
2018;65:468–74. https://doi.org/10.1111/jeu.12492

  9. Santín M, Fayer R. Enterocytozoon bieneusi genotype  
nomenclature based on the internal transcribed spacer sequence: 
a consensus. J Eukaryot Microbiol. 2009;56:34–8. https://doi.org/ 
10.1111/j.1550-7408.2008.00380.x

10. Li W, Xiao L. Multilocus sequence typing and population genetic 
analysis of Enterocytozoon bieneusi: host specificity and its  
impacts on public health. Front Genet. 2019;10:307.  
https://doi.org/10.3389/fgene.2019.00307

11. Desoubeaux G, Debourgogne A, Wiederhold NP, Zaffino M, 
Sutton D, Burns RE, et al. Multi-locus sequence typing provides 
epidemiological insights for diseased sharks infected with fungi 
belonging to the Fusarium solani species complex. Med Mycol. 
2018;56:591–601. https://doi.org/10.1093/mmy/myx089

12. Le Gal S, Damiani C, Rouillé A, Grall A, Tréguer L, Virmaux M, 
et al. A cluster of Pneumocystis infections among renal transplant 
recipients: molecular evidence of colonized patients as potential 

infectious sources of Pneumocystis jirovecii. Clin Infect Dis. 
2012;54:e62–71. https://doi.org/10.1093/cid/cir996

13. Maitte C, Leterrier M, Le Pape P, Miegeville M, Morio F.  
Multilocus sequence typing of Pneumocystis jirovecii from clinical 
samples: how many and which loci should be used? J Clin  
Microbiol. 2013;51:2843–9. https://doi.org/10.1128/JCM.01073-13

14. Desoubeaux G, Dominique M, Morio F, Thepault R-A,  
Franck-Martel C, Tellier A-C, et al. Epidemiological outbreaks of 
Pneumocystis jirovecii pneumonia are not limited to kidney  
transplant recipients: genotyping confirms common source of 
transmission in a liver transplantation unit. J Clin Microbiol. 
2016;54:1314–20. https://doi.org/10.1128/JCM.00133-16

15. Hadrich I, Neji S, Drira I, Trabelsi H, Mahfoud N, Ranque S, et al. 
Microsatellite typing of Aspergillus flavus in patients with various 
clinical presentations of aspergillosis. Med Mycol. 2013;51:586–
91. https://doi.org/10.3109/13693786.2012.761359

16. Feng Y, Li N, Dearen T, Lobo ML, Matos O, Cama V, et al.  
Development of a multilocus sequence typing tool for high- 
resolution genotyping of Enterocytozoon bieneusi. Appl  
Environ Microbiol. 2011;77:4822–8. https://doi.org/10.1128/
AEM.02803-10

17. Li W, Wan Q, Yu Q, Yang Y, Tao W, Jiang Y, et al. Genetic  
variation of mini- and microsatellites and a clonal structure in 
Enterocytozoon bieneusi population in foxes and raccoon dogs 
and population differentiation of the parasite between fur animals 
and humans. Parasitol Res. 2016;115:2899–904. https://doi.org/ 
10.1007/s00436-016-5069-3

18. Widmer G, Dilo J, Tumwine JK, Tzipori S, Akiyoshi DE. Frequent 
occurrence of mixed Enterocytozoon bieneusi infections in humans. 
Appl Environ Microbiol. 2013;79:5357–62. https://doi.org/10.1128/
AEM.01260-13

19. Moore HM, Kelly AB, Jewell SD, McShane LM, Clark DP, 
Greenspan R, et al. Biospecimen reporting for improved study 
quality (BRISQ). Cancer Cytopathol. 2011;119:92–102.  
https://doi.org/10.1002/cncy.20147

20. Didier ES, Weiss LM. Microsporidiosis: not just in AIDS patients. 
Curr Opin Infect Dis. 2011;24:490–5. https://doi.org/10.1097/
QCO.0b013e32834aa152

21. Lejeune A, Espern A, Phung DC, Nguyen TC, Miegeville M.  
Presentation of the first Enterocytozoon bieneusi intestinal  
microsporidia case in an HIV patient, Hanoï, Vietnam [in French]. 
Med Mal Infect. 2005;35:425–6. https://doi.org/10.1016/ 
j.medmal.2005.06.003

22. van Gool T, Dankert J. Human microsporidiosis: clinical,  
diagnostic and therapeutic aspects of an increasing infection. Clin  
Microbiol Infect. 1995;1:75–85. https://doi.org/10.1111/ 
j.1469-0691.1995.tb00450.x

23. Katzwinkel-Wladarsch S, Lieb M, Heise W, Löscher T, Rinder H. 
Direct amplification and species determination of microsporidian 
DNA from stool specimens. Trop Med Int Health. 1996;1:373–8. 
https://doi.org/10.1046/j.1365-3156.1996.d01-51.x

24. Tamura K, Stecher G, Peterson D, Filipski A, Kumar S. MEGA6: 
Molecular Evolutionary Genetics Analysis version 6.0. Mol Biol 
Evol. 2013;30:2725–9. https://doi.org/10.1093/molbev/mst197

25. Galván AL, Martin Sánchez AM, Pérez Valentín MA,  
Henriques-Gil N, Izquierdo F, Fenoy S, et al. First cases of  
microsporidiosis in transplant recipients in Spain and review  
of the literature. J Clin Microbiol. 2011;49:1301–6.  
https://doi.org/10.1128/JCM.01833-10

26. Greigert V, Pfaff AW, Abou-Bacar A, Candolfi E, Brunet J.  
Intestinal microsporidiosis in Strasbourg from 2014 to 2016: 
emergence of an Enterocytozoon bieneusi genotype of Asian origin. 
Emerg Microbes Infect. 2018;7:1–7. https://doi.org/10.1038/
s41426-018-0099-9

27. van Diepeningen AD, Feng P, Ahmed S, Sudhadham M,  
Bunyaratavej S, de Hoog GS. Spectrum of Fusarium infections in 



 Emerging Infectious Diseases • www.cdc.gov/eid • Vol. 25, No. 9, September 2019 1631

tropical dermatology evidenced by multilocus sequencing typing 
diagnostics. Mycoses. 2015;58:48–57. https://doi.org/10.1111/
myc.12273

28. Pomares C, Santín M, Miegeville M, Espern A, Albano L,  
Marty P, et al. A new and highly divergent Enterocytozoon bieneusi 
genotype isolated from a renal transplant recipient. J Clin  
Microbiol. 2012;50:2176–8. https://doi.org/10.1128/JCM.06791-11

29. Zhang X, Wang Z, Su Y, Liang X, Sun X, Peng S, et al.  
Identification and genotyping of Enterocytozoon bieneusi in 
China. J Clin Microbiol. 2011;49:2006–8. https://doi.org/10.1128/
JCM.00372-11

30. Ben Ayed L, Yang W, Widmer G, Cama V, Ortega Y, Xiao L. 
Survey and genetic characterization of wastewater in Tunisia for 
Cryptosporidium spp., Giardia duodenalis, Enterocytozoon  
bieneusi, Cyclospora cayetanensis and Eimeria spp. J Water 
Health. 2012;10:431–44. https://doi.org/10.2166/wh.2012.204

31. Cotte L, Rabodonirina M, Chapuis F, Bailly F, Bissuel F, Raynal C, 
et al. Waterborne outbreak of intestinal microsporidiosis in persons 
with and without human immunodeficiency virus infection. J Infect 
Dis. 1999;180:2003–8. https://doi.org/10.1086/315112

32. Decraene V, Lebbad M, Botero-Kleiven S, Gustavsson A-M,  
Löfdahl M. First reported foodborne outbreak associated  

with microsporidia, Sweden, October 2009. Epidemiol Infect. 
2012;140:519–27. https://doi.org/10.1017/S095026881100077X

33. Scaglia M, Gatti S, Sacchi L, Corona S, Chichino G, Bernuzzi AM,  
et al. Asymptomatic respiratory tract microsporidiosis due to  
Encephalitozoon hellem in three patients with AIDS. Clin Infect 
Dis. 1998;26:174–6. https://doi.org/10.1086/516264

34. Choukri F, Menotti J, Sarfati C, Lucet J-C, Nevez G, Garin YJF,  
et al. Quantification and spread of Pneumocystis jirovecii in the  
surrounding air of patients with Pneumocystis pneumonia.  
Clin Infect Dis. 2010;51:259–65. https://doi.org/10.1086/ 
653933

35. Kaplan JE, Benson C, Holmes KK, Brooks JT, Pau A, Masur H,  
et al. Guidelines for prevention and treatment of opportunistic  
infections in HIV-infected adults and adolescents: recommendations 
from CDC, the National Institutes of Health, and the HIV Medicine 
Association of the Infectious Diseases Society of America. MMWR 
Recomm Rep. 2009;58:1–207.

Address for correspondence: Philippe Poirier, CHU Gabriel-Montpied, 
Laboratoire de Parasitologie-Mycologie, 58 Rue Montalembert, 63000 
Clermont-Ferrand, France; email: ppoirier@chu-clermontferrand.fr

 

Sources
  1. Barros MB, de Almeida Paes R, Schubach AO. Sporothrix 

schenckii and sporotrichosis. Clin Microbiol Rev. 2011;24: 
633–54. http://dx.doi.org/10.1128/CMR.00007-11

  2. Gold JA, Derado G, Mody RK, Benedict K. Sporotrichosis-
associated hospitalizations, United States, 2000–2013.  
Emerg Infect Dis. 2016;22:1817–20. http://dx.doi.org/10.3201/
eid2210.160671

  3. Marimon R, Cano J, Gené J, Sutton DA, Kawasaki M,  
Guarro J. Sporothrix brasiliensis, S. globosa, and S. mexicana, 

 three new Sporothrix species of clinical interest. J Clin Microbiol. 
2007;45:3198–206. https://doi.org/10.1128/JCM.00808-07

  4. Schenck BR. On refractory subcutaneous abscess caused by a 
fungus possibly related to the Sporotricha. Bull Johns Hopkins 
Hosp. 1898;9:286–90.

  5. Schubach A, Schubach TM, Barros MB, Wanke B. Cat- 
transmitted sporotrichosis, Rio de Janeiro, Brazil. Emerg  
Infect Dis. 2005;11:1952–4. http://dx.doi.org/10.3201/
eid1112.040891

From the Greek sporotrich and later from the Latin spor- (spore) + 
thrix (hair), Sporothrix schenckii was named as a tribute to Benja-

min Schenck, a medical student at the Johns Hopkins Hospital, who first 
isolated the fungus from a patient who had lesions on the right hand and 
arm in 1896. This fungus was erroneously assigned to the genus Sporot-
richum until 1962, when it was reclassified as Sporothrix.

S. schenckii is a saprophyte and pathogenic fungus that is respon-
sible for sporotrichosis that is endemic mostly to tropical and subtropi-
cal regions. Sporotrichosis (also known as “rose gardener’s disease”) was 
related primarily to agricultural workers who had cuts or abrasions in the 
skin, and later to scratches and bites from companion and wild animals. 
Currently, it is recognized that S. schenckii is a species complex that in-
cludes S. brasiliensis, S. globosa, S. mexicana, S. luriei, and S. schenckii 
sensu stricto.

Sporothrix [spor′o-thriks] schenckii
etymologia

Address for correspondence: Fábio P. Sellera, Department of Internal Medicine, School of Veterinary Medicine and Animal Science, 
Universidade de São Paulo, São Paulo, SP 05508-270, Brazil; email: fsellera@usp.br

DOI: https://doi.org/10.3201/eid2509.ET2509

Fábio P. Sellera, Carlos E. Larsson

Author affiliation: Universidade de São Paulo, São Paulo, Brazil

Petri dish culture of a colony of the fungus 
Sporothrix schenckii strain M-36-53. This fungus 
is the cause of sporotrichosis. Centers for Disease 
Control and Production, Dr. Lucille K. Georg, 1964

Genotyping Approach for E. bieneusi Infection


