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Abstract

A 17-year-old boy with no history of respiratory problems was
admitted in our department because of cervical abscess with severe
sepsis. Chest radiograph and computed tomography scan showed
multiple lung abscesses and ground-glass opacities.

Cervical abscess was drained immediately, and cultures of
the drainage material showed methicilin resistant Staphylococcus
aureus.

The evolution was favorable after 10 days of mechanical
ventilation and intravenous antibiotherapy (vancomycin).
Radiological controls showed an evident favorable evolution with
residual pneumatoceles. After a psychiatric evaluation the patient
had a borderline personality with poor health conditions explaining
probably the origin of the infection.
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Introduction

Staphylococcal Cervical abscess usually occur in children under
5 years old [1] after an upper respiratory illness or pharyngitis by
Staphylococcus aureus (S. aureus) which is an important human
pathogen in both hospitals and community. This bacteria is
responsible of divergent clinical syndromes because of its capacity to
produce several virulence factors [2].

S. aureus spread from initial sites of infection to the lymph nodes
in the neck and is more likely to form an abscess more than cellulitis [1].

Community-acquired methicillin-resistant S. aureus (CA-MRSA)
is a recent increasing proportion of S. aureus infections in people
with no clear risk factors. This is why we report a new case of CA-
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MRSA neck Abscess with bacteremia and multiple lung abscesses in a
previously healthy young boy.

Case Report

A 17-year-old boy with no history of respiratory problems was
admitted at the emergency department because of a 6 day history
of fever and cervical painful mass. Physical examination revealed a
right cervical abscess. Chest radiograph showed multiple bilateral
lung nodules (Figure 1). Computed tomography scan with contrast
showed a collection of the right neck, multiple lung abscesses and
ground-glass opacities. Numerous well-defined cystic lesions (3-5
cm in diameter) throughout both lungs were visualized (Figure 2).
The transthoracic echocardiogram noted no valvular involvement in
particular no vegetations suggestive of infective endocarditic. Biology
datas were abnormal with 21000 WBC/mm?® and C-reactive protein at
80 mg/1 but fasting glucose was normal.

The cervical abscess was drained immediately, and cultures of
the drainage material showed methicilin resistant S. aureus coagulase
positive, the resistance was also to erythromycin and ofloxacine.
The bacteria were sensitive exclusively to gentamycine, rifampicine
and vancomycin. Blood cultures and bronchic material of aspiration
revealed the same bacteria. Testing for HIV was negative. Even if the

E
Figure 1: Chest Radiograph Showing Bilateral Lung Nodules.

Figure 2: Computed Tomography Scan of the Chest shows Multiple Cysts
and Abscesses.
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patient had no increased rate of infections in the past. We test for
complement and IgG and data showed no deficiency.

The patient had never been hospitalized or exposed to self
injuries despite of his particular psychiatric profile. The evolution
was favorable after 10 days of mechanic ventilation following surgery
and intravenous antibiotherapy (vancomycin and gentamycin).
Radiological controls showed an evident favorable evolution with
residual pneumatoceles (Figure 3). After a psychiatric evaluation
the patient seemed to have a borderline personality and behavior
explaining poor health self-care.

Discussion

Methicillin-resistant  S. aureus (MRSA) are identified as
nosocomial pathogens throughout the world [3]. Risk factors for this
infection include recent hospitalization or surgery, cardiovascular
disease, malignancy, or diabetes mellitus, dialysis, and indwelling
percutaneous medical devices and catheters [4].

Hospital-acquired MRSA contained the staphylococcal cassette
chromosome (SCC) mec types I-III [5] and occurred in persons
with known risk factors. However CA-MRSA is considered as a
new pulmonary pathogen of young and previously healthy patients,
it contains SCCmec type IV and produce Panton-Valentine
leucocidin (PVL) [6] and shows resistance to four non beta lactam
antimicrobial agents (erythromycin, clindamycin, tetracycline,
and chloramphenicol) [7,8]. It has been associated with soft tissue
abscesses and deep seated infections such as necrotizing pneumonia
sometimes resulting in mortality rate up to 75% [6]. The MIC value of
oxacillin for our case was low (11 ug/mL), and MRSA was susceptible
to non-beta-lactam antimicrobial agents. These data of the molecular
characteristics and drug susceptibility, together with the fact that
MRSA was isolated from the abscess, are in close agreement with
CA-MRSA.

The young immunocompetent patient had no evident risk
factors and presented severe community lung and neck abscesses.
The association of neck abscess and lung pneumonia explained that
bacteria spread through systemic routes.

With similar clinical features an invasive infections with S. aureus
is exhibiting the presence of virulent factors.

An hereditary deficit of NADPH oxydase associated with chronic
granulomatosis hereditary disease can be suspected to explain this

Figure 3: Chest Radiograph shows Residual Pneumatoceles.
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severe infection, even if no similar cases in the patient family were
reported. But according to our results this conditions wasn’t done.

A particular attention should be given to people with psychiatric
problems since they are easily exposed to have severe and resistant
infections due to poor health care conditions.

Finally this reported case should invite particularly Moroccan
physicians to include emerging CA-MRSA in the differential diagnosis
of all various minor infections to prevent systemic diffusion of bacteria
and life threatening complications in young immunocompetent
patient particularly with psychiatric problems.
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