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treatment of choice for Nocardia keratitis.6 Other drugs that can

be used are tetracycline, chloramphenicol and fluoroquinolones.4

According to a paper developed in our country, all strains of Nocar-

dia nova are susceptible to amikacin and cotrimoxazole, whereas

almost all of them are resistant to fluoroquinolones.5 However,

moxifloxacin shows a minimum susceptibility7 and its concentra-

tion in cornea are high,8 which could be the reason why “in vitro”

resistant is not always related to a failure treatment of keratitis.

Among the eye infections, there are few cases of conjunctivitis9

and scleritis10 due to Nocardia nova complex. Here we describe

the first case of keratitis due to Nocardia nova secondary to ocu-

lar surgery, with a good outcome after prolonged therapy, despite

in vitro quinolone resistance.
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Cat-scratch disease presenting as parotid gland

abscess and aseptic meningitis

Absceso de parótida y meningitis linfocitaria como presentación
de enfermedad por arañazo de gato

Cat scratch disease (CSD) usually presents with a regional sub-

acute lymphadenopathy after a cat scratch or bite. It is more

frequent in children and teenagers, and usually it is a self-limited

condition. Atypical and systemic clinical forms have been described

in 5–20% of patients. Several organs including parotid gland and

central nervous system (CNS) can be involved.1,2 Herein, a case

of a patient with CSD presenting a parotid abscess with aseptic

meningitis is detailed.

A 74 year-old man, previously healthy, was admitted to the

hospital because of fever, chills, night sweats and malaise for

2 weeks. Besides, he reported cervical pain 24 h before. He had

been evaluated in the emergency room the previous day because

of fever and diagnosed of respiratory infection, and was treated

with azithromycin. The patient had a cat, although he did not

remember any bite or scratch. Physical examination showed axil-

lary temperature of 39 ◦C with normal heart rate and blood

pressure. A cervical deviation to the right (torticollis) and small

adenopathies were found in the neck. Meningeal signs were not

assessable. No other alterations were observed. The white blood

count (WBC) was 15,500/mm3, and C reactive protein (CRP) was

48 mg/L. The remaining analysis was normal. Chest radiography

and abdominal ultrasounds scan were normal. A lumbar punc-

ture was performed and the cerebrospinal fluid (CSF) showed

27 cells/mm3 (100% mononuclear) and 0.55 g/L of proteins with

normal values of glucose and ADA. CSF Gram and auramine stain-

ing did not demonstrate microorganisms. Ceftriaxone, vancomycin

and ampicillin treatment was started. Three days later the fever and

the cervical pain disappeared. A painful tumor on the right parotid

gland that was hot and erythematous and a pre-auricular adenopa-

thy were detected. A cervical CT-scan revealed a hypodense lesion

with uptake of contrast in the right parotid and bilateral maxillary

sinusitis (Figure 1). Magnetic resonance imaging (MRI) of cervi-

cal region demonstrated the same findings. Blood cultures were

negative. CSF culture and polymerase chain reaction (PCR) assays

for Borrelia burgdorferi, Mycobacterium tuberculosis and Bartonella

spp. were negative. Serological studies against HIV, Brucella spp.,

Fig. 1. CT-scan of the neck showing nodular hypodense lesion in right parotid gland,

with fine peripheral enhancement compatible with abscess.
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Borrelia burgdorferi and Coxiella burnetti were negative and showed

Toxoplasma gondii past infection. An immunofluorescence assay

(IFA) against Bartonella henselae showed an IgM titer of 1:200 and

IgG titer of 1:3200. Treatment was changed to oral doxycycline

and rifampicin. Four days later the patient was discharged with a

diagnosis of atypical CSD with parotid abscess and aseptic meningi-

tis. Patient completed treatment for 2 weeks, and 1 month later he

had fully recovered. A cervical CT-scan did not show abnormalities

and CRP was within the normal range. Six months later, the IgG

titer against B .henselae had decreased to 1:800.

To our knowledge, this is the first case reported of B. henselae

infection that appeared as parotid abscess and aseptic meningitis.

Some clinical aspects are worth mentioned.

Only 6% of CSD patients are elderly people. CSD is more fre-

quent in women at this age, and atypical and severe forms are more

frequent.3

Parotid involvement is present in 6% of cervical and head loca-

tion in CSD4,5 and generally appears in the context of Parinaud’s

syndrome but this is very rare in elderly patients.1–3 The patient

did not show the typical eye affectation and only had a parotid

abscess that is the typical involvement of parotid in CSD.5 A rare

sign was the presence of torticollis that has been reported in only

1% of cases in cervical CSD, generally associated with deep tis-

sue involvement 4 and that was excluded in our patient by MRI

and CT-scans. Encephalitis and neuroretinitis are the most frequent

CSD neurologic manifestations.1,2 Encephalitis is more frequent in

elderly patients.3 Our patient did not develop convulsions, disor-

der of consciousness or any signs of focal neurological involvement

that are typical of encephalitis. Meningitis is a very rare manifes-

tation, and normally appears in the context of neuroretinitis.6–8

In our patient, the assessment of meningeal signs was difficult

in context of neck stiffness and pain secondary to torticollis, but

the CSF analysis was indicative of meningeal injury with find-

ings of aseptic meningitis. This fact was essential for the choice of

antimicrobials and duration of the therapy. Moreover, our patient

did not show ocular involvement or loss of vision suggesting

neuroretinitis.

In this case, the diagnosis was made by serologic assays. PCR

tests were negative. This fact may be due to the low sensitivity of

PCR in some samples and the previous use of antimicrobials. Doxy-

cycline and rifampicin were prescribed since this is the option that

experts recommend for CNS involvement.9,10 Our patient favorably

evolved, probably due to the early instauration of the treatment. It

is known that delayed treatment is a prognosis factor, especially

for elderly people.6,9,10
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Characteristics of human metapneumovirus

infection, is it important the age?�

Características de la infección por metapneumovirus humano,
¿es importante la edad?

Acute respiratory infections are one of the main causes of

morbidity in children.1 In recent years, thanks to progress with

molecular diagnostics technologies, new viruses implicated in

these infections have been described, one being the human metap-

neumovirus (hMPV).2

Although it causes 6–14% of respiratory tract infection

admissions in children,3,4 less often than the main causes of hospi-

� Please cite this article as: Montaner Ramón A, Martínez Faci C, Martínez de

Zabarte Fernández JM, Ros Arnal I. Características de la infección por metap-

neumovirus humano, ¿es importante la edad?. Enferm Infecc Microbiol Clin.

2017;35:59–60.

talisation (RSV, parainfluenza), up to 20% of these viral infections

in children have been attributed to it.5,6

There are few papers that evaluate the epidemiology of hMPV

infection in our area, therefore in this scientific letter, we wish to

highlight different epidemiological, clinical, diagnostic and ther-

apeutic aspects among the hospitalised children in whom hMPV

infection has been demonstrated, and to present the differences

encountered between infections in infants under the age of 2 years

and older children. This cut-off point was chosen under a hypoth-

esis of greater obstructive symptomatology and severity in infants

versus older children.7,8

In a retrospective study conducted in our hospital between

April 2009 and May 2014, 192 cases of hMPV isolated in nasopha-

ryngeal aspirates were included, corresponding to 190 patients

between the ages of 0 and 14 years (in 2 patients, hMPV

was isolated in 2 admissions in different years). All the sam-

ples were sent to the hospital laboratory’s virology department

in viral transport media (VTM), and they were studied using

direct immunofluorescence with specific monoclonal antibodies
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