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Staphylococcus aureus Colonization Modulates Tic Expression and the Host Immune Response in a Girl with Tourette Syndrome
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A 9-year-old girl with Tourette syndrome (TS) and increased antibody levels against Streptococcus pyogenes was monitored longitudinally for the presence of nasopharyngeal bacteria, specific antibody titers, and autoimmunity directed against brain antigens. Microbiological monitoring indicated that the child was an intermittent Staphylococcus aureus nasopharyngeal carrier. Clinical improvements in motor tic frequency and severity were observed during the S. aureus colonization phase and were temporally correlated with the downregulation of anti-streptococcal and anti-D1/D2 dopamine receptor antibody production. After decolonization, clinical conditions reverted to the poor scores previously observed, suggesting a possible role of the immune response in bacterial clearance as a trigger of symptom recrudescence. These findings imply that a cause–effect relationship exists between S. aureus colonization and tic improvement, as well as between bacterial decolonization and tic exacerbation. Understanding the impact of S. aureus on the host adaptive immune response and the function of autoantibodies in the pathogenesis of TS may alter approaches for managing autoimmune neuropsychiatric and tic disorders.
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INTRODUCTION

Children with Tourette syndrome (TS) might be more prone to group A streptococcal (GAS) infections and could develop higher antibody titers against the pathogen than healthy controls (1). This signifies the existence of an underlying immunological disorder (2, 3). However, GAS infections are unlikely to exert a major effect on the severity of neuropsychiatric symptoms years after symptom onset (1). Nevertheless, other studies support a role of GAS infections and basal ganglia autoimmunity in a subgroup of patients with TS and suggest a similarity between patients with Sydenham’s chorea and some patients with either TS (4) or chronic recurrent episodic acute exacerbations of tic and obsessive–compulsive indications (5), according to the pathogenesis of pediatric autoimmune neuropsychiatric disorders associated with streptococcal infection (PANDAS) described by Swedo (6). Sydenham’s chorea was the first neuropsychiatric condition in which antibodies produced in response to GAS infections were found to cross-react with extracellular and intracellular targets in the basal ganglia, resulting in a disease state (7–9). Despite this finding, no conclusive data are available (10, 11), and the hypothesis that PANDAS and TS could be secondary to pathogenic autoantibodies is controversial (12, 13). Moreover, a consensus regarding the possible contribution of GAS infections to the etiology of tic disorders, especially TS, does not exist. Additionally, other pathogens can also induce postinfectious Tourette-like syndromes, including Mycoplasma pneumonia (14), Borrelia burgdorferi (15), and assorted viruses (16–18).

CASE DESCRIPTION

This study longitudinally investigated the possible associations between bacterial pathogens in nasopharyngeal and tonsil swabs, serological immune responses, and tic severity in an adolescent girl with TS, who first came to our attention in June 2012, when she was 9 years old. The patient exhibited a strong recrudescence of motor tics in the presence of high titers of anti-streptolysin O (ASO) antibodies (472 IU/mL; positive = >200 IU/mL).

A historical record released by the children’s neuropsychiatric public department of Azienda Sanitaria Locale Cuneo 1 (ASL CN1) indicated that the tic disorders began when the patient was 7 years old. Learning disabilities at school, borderline intellectual functioning, and phobic anxiety disorder were also present at that time. Routine laboratory analyses were normal, and there was no record of any previous GAS infection.

Informed parental consent was obtained to enroll the child in a clinical and laboratory survey, according to the principles outlined in the Declaration of Helsinki (1964). The aims of this study, negligible risks associated with the investigation, and the prospective benefits to the community for better scientific knowledge of the pathogenesis of TS and other tic disorders were discussed in detail. The protocol included physical examinations, interviews, completion of questionnaires, and periodic drawings of small amounts of blood to measure ASO, anti-streptococcal deoxyribonuclease B (DNase B), and anti-staphylolysin antibody (ASTA) titers, as well as white blood cell (WBC) counts and the erythrocyte sedimentation rate (ESR). Duplicate throat and nasal swabs were obtained for the microbiological assays and were analyzed on the same day by two different laboratories: the Centro Diagnostico Cernaia (Cuneo, Italy) and the Microbiology Department of ASL CN1 (Mondovì, Cuneo, Italy). An analysis for autoimmunity against brain antigens was conducted three times during the final 18 months of the study by the Wieslab AB Medical Laboratory (Malmo, Sweden), utilizing a test panel (Cunningham Panel) originally developed by Moleculera Labs (Oklahoma City, OK, USA). The assay comprised measurements of antibody titers against dopamine D1 and D2 receptors, lysoganglioside-GM1, and beta-tubulin, in addition to antibodies that induce the activation of calcium/calmodulin-dependent protein kinase type II (CaM kinase II) by binding to receptors on neural cell lines (7–9). Tic severity was monitored according to the Yale global tic severity scale (YGTSS; subscale 0–50).

During her first visit in June 2012, the patient’s tic severity score was 25, essentially indicating the presence of motor tics alone, and her ASO titer was elevated (472 IU/mL; positive = >200 IU/mL). Her ASO titers remained high (between 350 and 400 IU/mL) for almost 3 years. Additionally, her anti-DNase B titers were always in the upper range (between 360 and 340 IU/mL; positive = >200 IU/mL). The results of enzyme-linked immunosorbent assay (ELISA) analyses for ongoing autoimmunity against brain antigens are shown in Table 1. Four autoimmunity tests out of a panel of five were significantly positive based on the reference values of the test panel manufacturer (Moleculera Labs) (Table 1, observation period A: before Staphylococcus aureus colonization). Meanwhile, ELISA tests for antinuclear antibodies were negative throughout the study (data not shown).

TABLE 1 | Autoimmunity tests against brain antigens, anti-staphylolysin antibodies (ASTA), WBCs, and erythrocyte sedimentation rate (ESR), before (A), after (B), and during (C) Staphylococcus aureus colonization.
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Combined pharmacological treatment with pimozide (4 mg/day) and sertraline, a selective serotonin reuptake inhibitor (50 mg/day), effectively controlled eye, head and shoulder movements, and comorbidities, both in frequency and severity. However, the complete elimination of trunk and abdominal movements, with tensing of the abdomen and urinary incontinence, was only slowly achieved. The patient’s clinical situation remained stable over the following 2 years, permitting a reduction in the daily doses of pimozide and sertraline to 1 and 25 mg/day, respectively. In late 2014, an unusual improvement in motor tics was initially recorded by the family. Subsequent laboratory tests showed a significant decrease in the ASO titer to normal levels, along with a decrease in the anti-DNase B titer to reference values (i.e., below 200 IU/mL) (Figure 1). Moreover, antibody titers against dopamine D1 and D2 receptors yielded negative values (Table 1, observation period B: after S. aureus colonization) in the absence of any antibiotic treatment. Microbiological analyses of nasal and throat swabs revealed, for the first time since beginning the survey, the presence of S. aureus. Antibiotic susceptibility testing indicated that this bacterial strain was sensitive to 11 antibiotics out of a panel of 12, with the only resistance being to benzylpenicillin. The patient’s YGTSS score dropped to seven, the lowest value recorded. Starting in November 2014, a clinical and laboratory survey was scheduled every 3 months, as well as once-monthly microbiological assays for the patient’s S. aureus carrier state.
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FIGURE 1 | Clinical and laboratory records. Arrows indicate the times of blood sampling for autoimmunity testing. ASO, anti-streptolysin O antibody (filled circles); anti-DNase B, anti-deoxyribonuclease B antibody (open circles); ESR, erythrocyte sedimentation rate (filled triangles); YGTSS motor, Yale global tic severity score motor subscale (filled squares); YGTSS vocal, Yale global tic severity score vocal subscale (open squares).



A few months later, the scenario was completely reversed (Figure 1). S. aureus was no longer detected, and tic frequency and intensity rapidly returned to their previous poor scores with a combined symptomatology of motor and vocal tics. Parallel blood tests indicated a slight increase in WBC count (Table 1, observation period B), an ASO titer that increased from 47 to 264 IU/mL (Figure 1), an increase in the ESR (Figure 1), and a significantly positive ASTA antibody titer (Table 1, observation period B). These data indicate a shift from an anti-inflammatory state (colonization) to a pro-inflammatory condition, coincident with staphylococcal clearance by the host. The staphylococcal colonization was indeed temporary, or rather recurrent, a situation historically occurring in ~30% of the normal population (19). Four months later, a S. aureus strain with the same pattern of antibiotic susceptibility as that described above (and possibly the same strain) was again recovered from nostril and tonsil swabs; a significant clinical improvement was also observed (Figure 1). The clinical improvement was in fact so impressive that all pharmacological treatments were suspended. Autoantibodies against dopamine receptors were negative (Table 1, observation period C: during S. aureus colonization), as noted after the first colonization phase (Table 1, observation period B). However, anti-streptococcal antibody titers failed to decrease as rapidly as during the first colonization phase. Two months later, close to the end of the second colonization phase, vocal tic frequency and severity (grunts) increased to values never recorded before, with only a slight increase in motor tics (Figure 1). Microbiological analysis for the presence of GAS infections in pharyngo–tonsillar and nasal swabs was always negative.

BACKGROUND

To our knowledge, this is the first investigation of the role of S. aureus nasal carriage in a patient with a tic disorder. S. aureus is a bacterial pathogen equipped with a tremendous variety of virulence factors (20), and its phagocytosis by neutrophils requires a much higher expenditure of energy than that required for saprophytic strains (21). S. aureus is permanently present in about 20% of the general population, while ~30% transiently carry the pathogen and ~50% are not carriers (19). Nevertheless, host immunological response patterns indicate only two categories: carriers and non-carriers (19).

The nostril affords the main ecological niche where S. aureus resides in human beings, but the determinants of carrier state are not fully understood. Different hosts (22) and bacterial virulence factors (23–27) contribute to staphylococcal colonization and could potentially influence the immunological response and the carrier status. Competition for the same biological niche and/or direct antagonistic effects by different bacterial species might in principle interfere with S. aureus colonization, as experiments with Staphylococcus epidermidis have demonstrated (28, 29). Existing models suggest that S. aureus colonization modulates host immune responses, inducing tolerance and suppression of pro-inflammatory reactions (22). Increased production of interleukin (IL)-10 by monocyte-derived macrophages of the nasal submucosa (30), as well as bacterial superantigen induction of regulatory T cells (Tregs), is reportedly involved in these anti-inflammatory and immune-modulatory strategies (31). Tregs, characterized by the expression of the forkhead transcription factor, FOXP3, and the IL-2 receptor α-chain, CD25, are essential for the prevention of both autoimmunity and excessive inflammatory responses to infection and might also facilitate bacterial colonization processes.

The immunological mechanisms involved in bacterial decolonization are better defined, at least in animal models. Current data indicate that a T helper 17 (Th17) cell-mediated inflammatory response is the key factor responsible for clearing of S. aureus from the nostrils (32). Ultimately, the colonization phase appears to trigger an anti-inflammatory response, whereas the decolonization phase triggers a pro-inflammatory response.

DISCUSSION

The temporal correlation observed herein between bacterial colonization/tic improvement and decolonization/exacerbation was indeed surprising. These findings open interesting new questions regarding the possible biological mechanism(s), and particularly the immunological events, behind both phenomena. During the colonization phase first reported in 2014, anti-streptococcal antibody titers as well as autoantibodies against dopamine receptors D1 and D2 were downregulated and dropped to normal values; the concomitant clinical improvement in motor tic frequency and severity was impressive. During the second colonization phase in 2015, motor tic clinical improvement was also significant and was accompanied by negative autoantibody titers against dopamine receptors and a decrease in anti-streptococcal antibody levels, albeit to a lower extent and with slower kinetics than in the first colonization phase. However, vocal tics were not controlled, because the worst YGTSS score was recorded while S. aureus was still present (Figure 1). The reason for the discrepancies is unclear, but we hypothesize that different brain targets with different pathogenetic mechanisms might have accounted for the two tic categories. Moreover, we do not have evidence of any relevant change in the patient lifestyle or of any environmental factor other than infections that could account for the tic severity fluctuations observed.

Whatever the mechanism, the clinical improvement in motor tic severity was temporally correlated with the staphylococcal colonization phases, and possibly also with the decreased anti-dopamine receptor autoantibody levels. These findings are similar to those reported in post-streptococcal Sydenham’s chorea patients, where dopamine D1 and D2 receptor autoantibody levels correlated with symptom severity (33). Our data also support an etiological role for GAS infections in the onset of tics, at least in a subgroup of patients with TS. Our observations, likewise, support the involvement of autoantibodies against dopamine receptors in the pathogenesis of some movement disorders.

This case could not be included in the group of PANDAS because there was neither an evidence for abrupt disease onset, which is required by the inclusion criteria (6), nor a symptom association with GAS isolation (6). In fact, the serological indication of a possible GAS infection could not be confirmed in the current investigation by streptococcal isolation, and the results of microbiological tests for Streptococcus pyogenes presence in nasal, throat, and tonsils swabs were always negative. Analyses performed on the parents of the patient revealed a similar intriguing response in the mother: above-normal ASO titers during the 18 months of the 2014–2015 survey, ranging from 222 to 286 IU/mL, with negative swab tests for GAS infection. This reinforces the hypothesis of an underlying genetic immunological imbalance in the daughter (2, 3).

However, Swidsinski and colleagues reported that “various environmental conditions can shield bacteria, rendering them inaccessible for microbial diagnosis through a swab test” (34). We cannot, therefore, exclude in principle a hidden, subclinical, and localized GAS infection that was responsible for maintaining increased anti-streptococcal antibody production.

The lack of an abrupt, dramatic onset of an obsessive–compulsive disorder (OCD), or of a severely restricted food intake, exclude likewise the inclusion of this case in the “broader” category of the pediatric acute-onset neuropsychiatric syndromes (PANS), which include different infectious and non-infectious triggers (35). The case reported herein can be classified in our opinion as a subgroup of TS patients (rare?), where infectious agents could modulate the course of the illness. TS is on the contrary not uncommon (36), being a disorder occurring in up to 1% of children (37–39).

A discrepancy was observed between the decrease of antibody titers against dopamine D1 and D2 receptors and ASO occurring in the colonization phase and the increase of the inflammatory markers during bacterial clearance. The notion presented is that S. aureus colonization could trigger an anti-inflammatory modulatory response, whereas the decolonization process may trigger the opposite. An inflammatory rebound response was in fact fairly evident after bacterial clearance (Table 1, period B), given that the ESR, ASTA titer, and WBC counts were all above normal levels during this period compared to the levels occurring before (Table 1, period A) and during the colonization phase (Table 1, period C). Furthermore, CaM kinase II values remained high throughout the entire observation period, suggesting that the “main switch” of the illness was continuously “on,” even during the quiescent state when autoantibodies against dopamine receptors fell to negative values. The rapid reversal of clinical parameters following the clearance of S. aureus by the host supports a direct relationship between the decolonization process, the inflammatory response, and tic exacerbation. Transient microinvasions by S. aureus could be responsible for the immunological host response, according to the existing models of S. aureus nasal carriage (22) and to the increased ASTA titers observed.

Moreover, the shift from an anti-inflammatory modulatory response to a pro-inflammatory state during the clearing process is consistent with the data from animal models showing that a pro-inflammatory, Th17 cell-associated immune response is required for S. aureus nasal decolonization, where the S. aureus nasal carriage clearance is T cell-dependent and mediated by IL-17A expression and neutrophil influx (32).

Interestingly, human Th17 lymphocytes promote blood–brain barrier (BBB) disruption and central nervous system inflammation during the pathogenesis of multiple sclerosis (MS) (40), another neurological disease in which autoimmunity plays a central role. BBB leakage might be an important step to investigate the pathogenesis of any autoimmune neurological disorder. Also in MS, S. aureus is considered a possible risk factor for the clinical exacerbation (41). Future studies on infection-driven immune-inflammatory mechanisms, potentially involved in the pathogenesis of tic disorders, should focus on bacterial virulence factors and immunological host responses that could locally affect BBB permeability allowing autoantibodies to reach their potential brain targets.

CONCLUDING REMARKS

This case is the first demonstration of the modulation of tic manifestation in a S. aureus intermittent carrier with TS, during periodically occurring colonization and decolonization phases. A shift occurred from an anti-inflammatory modulatory response during the colonization phase to a pro-inflammatory state during the clearing process. Thus, S. aureus nasal carriage possibly provides a new human model for the in vivo study of the interplay between infections, immunity, autoimmunity, and tic disorders.

AUTHOR CONTRIBUTIONS

EC was responsible for study design and research proposal and contributed to laboratory data interpretation. EG performed data analysis and managed the literature searches. VP performed the neuropsychiatric monitoring and contributed to methodology. All authors contributed to writing the manuscript. All authors read and corrected the manuscript. All authors contributed to and have approved to the final manuscript.

Abbreviations

ASO, anti-streptolysin O; ASTA, anti-staphylolysin antibody; BBB, blood–brain barrier; CaM kinase II, calcium/calmodulin-dependent protein kinase type II; DNase B, deoxyribonuclease B; ELISA, enzyme-linked immunosorbent assay; ESR, erythrocyte sedimentation rate; GAS, group A streptococcal; MS, multiple sclerosis; PANDAS, pediatric autoimmune neuropsychiatric disorders associated with streptococcal infection; PANS, pediatric acute-onset neuropsychiatric syndromes; OCD, obsessive–compulsive disorder; Th17 cell, T helper 17 cell; WBC, white blood cell; YGTSS, Yale global tic severity scale.

REFERENCES

1. Martino D, Chiarotti F, Buttiglione M, Cardona F, Creti R, Nardocci N, et al. The relationship between group A streptococcal infections and Tourette syndrome: a study on a large service-based cohort. Dev Med Child Neurol (2011) 53:951–7. doi:10.1111/j.1469-8749.2011.04018.x

2. Martino D, Dale RC, Gilbert DL, Giovannoni G, Leckman JF. Immunopathogenic mechanisms in tourette syndrome: a critical review. Mov Disord (2009) 24:1267–79. doi:10.1002/mds.22504

3. Elamin I, Edwards MJ, Martino D. Immune dysfunction in Tourette syndrome. Behav Neurol (2013) 27:23–32. doi:10.3233/BEN-120295

4. Church AJ, Dale RC, Lees AJ, Giovannoni G, Robertson MM. Tourette’s syndrome: a cross sectional study to examine the PANDAS hypothesis. J Neurol Neurosurg Psychiatry (2003) 74:602–7. doi:10.1136/jnnp.74.5.602

5. Singer HS, Mascaro-Blanco A, Alvarez K, Morris-Berry C, Kawikova I, Ben-Pazi H, et al. Neuronal antibody biomarkers for Sydenham’s chorea identify a new group of children with chronic recurrent episodic acute exacerbations of tic and obsessive compulsive symptoms following a streptococcal infection. PLoS One (2015) 10:e0120499. doi:10.1371/journal.pone.0120499

6. Swedo SE, Leonard HL, Garvey M, Mittleman B, Allen AJ, Perlmutter S, et al. Pediatric autoimmune neuropsychiatric disorders associated with streptococcal infections: clinical description of the first 50 cases. Am J Psychiatry (1998) 155:264–71.

7. Kirvan CA, Cox CJ, Swedo SE, Cunningham MW. Tubulin is a neuronal target of autoantibodies in Sydenham’s chorea. J Immunol (2007) 178:7412–21. doi:10.4049/jimmunol.178.11.7412

8. Kirvan CA, Swedo SE, Snider LA, Cunningham MW. Antibody-mediated neuronal cell signaling in behavior and movement disorders. J Neuroimmunol (2006) 179:173–9. doi:10.1016/j.jneuroim.2006.06.017

9. Kirvan CA, Swedo SE, Heuser JS, Cunningham MW. Mimicry and autoantibody-mediated neuronal cell signaling in Sydenham chorea. Nat Med (2003) 9:914–20. doi:10.1038/nm892

10. Macerollo A, Martino D. Pediatric autoimmune neuropsychiatric disorders associated with streptococcal infections (PANDAS): an evolving concept. Tremor Other Hyperkinet Mov (N Y) (2013) 3:167. doi:10.7916/D8ZC81M1

11. Hoekstra PJ, Kallenberg CGM, Korf J, Minderaa RB. Is Tourette’s syndrome an autoimmune disease? Mol Psychiatry (2002) 7:437–45. doi:10.1038/sj.mp.4000972

12. Brilot F, Merheb V, Ding A, Murphy T, Dale RC. Antibody binding to neuronal surface in Sydenham chorea, but not in PANDAS or Tourette syndrome. Neurology (2011) 76:1508–13. doi:10.1212/WNL.0b013e3182181090

13. Singer HS, Hong JJ, Yoon DY, Williams PN. Serum autoantibodies do not differentiate PANDAS and Tourette syndrome from controls. Neurology (2005) 65:1701–7. doi:10.1212/01.wnl.0000183223.69946.f1

14. Müller N, Riedel M, Blendinger C, Oberle K, Jacobs E, Abele-Horn M. Mycoplasma pneumoniae infection and Tourette’s syndrome. Psychiatry Res (2004) 129:119–25. doi:10.1016/j.psychres.2004.04.009

15. Riedel M, Straube A, Schwarz MJ, Wilske B, Müller N. Lyme disease presenting as Tourette’s syndrome. Lancet (1998) 351:418–9. doi:10.1016/S0140-6736(05)78357-4

16. Dale RC, Church AJ, Heyman I. Striatal encephalitis after varicella zoster infection complicated by Tourettism. Mov Disord (2003) 18:1554–6. doi:10.1002/mds.10610

17. Hoekstra PJ, Manson WL, Steenhuis M-P, Kallenberg CGM, Minderaa RB. Association of common cold with exacerbations in pediatric but not adult patients with tic disorder: a prospective longitudinal study. J Child Adolesc Psychopharmacol (2005) 15:285–92. doi:10.1089/cap.2005.15.285

18. Antonelli F, Borghi V, Galassi G, Nichelli P, Valzania F. Can HIV infection cause a worsening of tics in Tourette patients? Neurol Sci (2011) 32:191–2. doi:10.1007/s10072-010-0410-6

19. Van Belkum A, Verkaik NJ, de Vogel CP, Boelens HA, Verveer J, Nouwen JL, et al. Reclassification of Staphylococcus aureus nasal carriage types. J Infect Dis (2009) 199:1820–6. doi:10.1086/599119

20. Plata K, Rosato AE, Wegrzyn G. Staphylococcus aureus as an infectious agent: overview of biochemistry and molecular genetics of its pathogenicity. Acta Biochim Pol (2009) 56:597–612.

21. Eftimiadi C, Rialdi G. Increased energy expenditure by granulocytes during phagocytosis of Staphylococcus aureus compared to other Staphylococci. J Infect Dis (1984) 150:366–71. doi:10.1093/infdis/150.3.366

22. Brown AF, Leech JM, Rogers TR, McLoughlin RM. Staphylococcus aureus colonization: modulation of host immune response and impact on human vaccine design. Front Immunol (2014) 4:507. doi:10.3389/fimmu.2013.00507

23. Wertheim HFL, Walsh E, Choudhurry R, Melles DC, Boelens HAM, Miajlovic H, et al. Key role for clumping factor B in Staphylococcus aureus nasal colonization of humans. PLoS Med (2008) 5:e17. doi:10.1371/journal.pmed.0050017

24. Weidenmaier C, Kokai-Kun JF, Kristian SA, Chanturiya T, Kalbacher H, Gross M, et al. Role of teichoic acids in Staphylococcus aureus nasal colonization, a major risk factor in nosocomial infections. Nat Med (2004) 10:243–5. doi:10.1038/nm991

25. Roche FM, Meehan M, Foster TJ. The Staphylococcus aureus surface protein SasG and its homologues promote bacterial adherence to human desquamated nasal epithelial cells. Microbiology (2003) 149:2759–67. doi:10.1099/mic.0.26412-0

26. Clarke SR, Andre G, Walsh EJ, Dufrêne YF, Foster TJ, Foster SJ. Iron-regulated surface determinant protein A mediates adhesion of Staphylococcus aureus to human corneocyte envelope proteins. Infect Immun (2009) 77:2408–16. doi:10.1128/IAI.01304-08

27. Xu SX, Kasper KJ, Zeppa JJ, McCormick JK. Superantigens modulate bacterial density during Staphylococcus aureus nasal colonization. Toxins (Basel) (2015) 7:1821–36. doi:10.3390/toxins7051821

28. Iwase T, Uehara Y, Shinji H, Tajima A, Seo H, Takada K, et al. Staphylococcus epidermidis Esp inhibits Staphylococcus aureus biofilm formation and nasal colonization. Nature (2010) 465:346–9. doi:10.1038/nature09074

29. Park B, Iwase T, Liu GY. Intranasal application of S. epidermidis prevents colonization by methicillin-resistant Staphylococcus aureus in mice. PLoS One (2011) 6:e25880. doi:10.1371/journal.pone.0025880

30. Frodermann V, Chau TA, Sayedyahossein S, Toth JM, Heinrichs DE, Madrenas J. A modulatory interleukin-10 response to staphylococcal peptidoglycan prevents Th1/Th17 adaptive immunity to Staphylococcus aureus. J Infect Dis (2011) 204:253–62. doi:10.1093/infdis/jir276

31. Taylor AL, Llewelyn MJ. Superantigen-induced proliferation of human CD4+CD25− T cells is followed by a switch to a functional regulatory phenotype. J Immunol (2010) 185:6591–8. doi:10.4049/jimmunol.1002416

32. Archer NK, Harro JM, Shirtliff ME. Clearance of Staphylococcus aureus nasal carriage is T cell dependent and mediated through interleukin-17A expression and neutrophil influx. Infect Immun (2013) 81:2070–5. doi:10.1128/IAI.00084-13

33. Ben-Pazi H, Stoner JA, Cunningham MW. Dopamine receptor autoantibodies correlate with symptoms in Sydenham’s chorea. PLoS One (2013) 8:e73516. doi:10.1371/journal.pone.0073516

34. Swidsinski A, Göktas O, Bessler C, Loening-Baucke V, Hale LP, Andree H, et al. Spatial organisation of microbiota in quiescent adenoiditis and tonsillitis. J Clin Pathol (2007) 60:253–60. doi:10.1136/jcp.2006.037309

35. Swedo SE, Leckman JF, Rose NR. From research subgroup to clinical syndrome: modifying the PANDAS criteria to describe PANS (pediatric acute-onset neuropsychiatric syndrome). Pediatr Ther (2012) 2:113. doi:10.4172/2161-0665.1000113

36. Jankovic J. Tourette’s syndrome. N Engl J Med (2001) 345:1184–92. doi:10.1056/NEJMra010032

37. Kadesjo B, Gillberg C. Tourette’s disorder: epidemiology and comorbidity in primary school children. J Am Acad Child Adolesc Psychiatry (2000) 39:548–55. doi:10.1097/00004583-200005000-00007

38. Hornsey H, Banerjee S, Zeitlin H, Robertson M. The prevalence of Tourette syndrome in 13–14 year-olds in mainstream schools. J Child Psychol Psychiatry (2001) 42:1035–9. doi:10.1111/1469-7610.00802

39. Kurlan R, McDermott MP, Deeley C, Como PG, Browner C, Eapen S, et al. Prevalence of tics in schoolchildren and association with placement in special education. Neurology (2001) 57:1383–8. doi:10.1212/WNL.57.8.1383

40. Kebir H, Kreymborg K, Ifergan I, Dodelet-Devillers A, Cayrol R, Bernard M, et al. Human TH17 lymphocytes promote blood-brain barrier disruption and central nervous system inflammation. Nat Med (2007) 13:1173–5. doi:10.1038/nm1651

41. Mulvey MR, Doupe M, Prout M, Leong C, Hizon R, Grossberndt A, et al. Staphylococcus aureus harbouring enterotoxin A as a possible risk factor for multiple sclerosis exacerbations. Mult Scler (2011) 17:397–403. doi:10.1177/1352458510391343

Conflict of Interest Statement: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2016 Eftimiadi, Eftimiadi and Vinai. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) or licensor are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/cover.jpg
’ frontiers
in Psychiatry

Staphylococcus aureus
Colonization Modulates Tic
Expression and the Host Immune
Response in a Girl with Tourette
Syndrome





OPS/images/fpsyt-07-00031-g001.jpg
(y/wuw) YSF pue (sd[eIsqns 7 - ) SSLOA

00000
222222

7 % 1&&& "8

N\

N

—

H 3
333333





OPS/images/fpsyt-07-00031-t001.jpg
Dopamine RD1

Dopamine RD2 Lysoganglioside Tubulin CaM kinase Il
(titer)* (titer) (titer) (titer)® (% of baseline)®
A B c A B c A B © A B c A B ¢
8000 Neg Neg 16000 Neg Neg Neg Neg Neg ~ 2000 4000 4000
Positive >2000 Positive >8000

156 190 160
Positive >320 Positive >1000

Positive >130

Blood samples for obsenvation periods A, B, and C were drawn at the time-points indicated in Figure 1.
The Bold fonts highight the positive experimental values.

"Titers are given as the minimum serum dilution required in ELISA assays to achieve a positive reading.

"Compared with standard values of normal controls in a test panel provided by Moleculera Labs, Inc. (Oktahoma City, OK, USA).

ASTA WBCs ESR
(U/mL) (x10° uL) (mm/h)
B Cc A B C B ¢
8 2 1320 1370 7.03 2% 11
Positive >2 Positive >13.5

Positive >15





OPS/images/logo.jpg
e S S0





