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Severe community-acquired infection caused by 
methicillin-resistant Staphylococcus aureus in Saudi 
Arabian children

To t�he Editor

Great thanks are due to Bukhari and Al-Otaibi1 for 
addressing their interesting case series on the severe 
community-acquired infection caused by methicillin-
resistant Staphylococcus aureus in Saudi Arabian children. 
I have the following 5 comments.

First, the first United States of America report2 on the 
community-acquired methicillin-resistant Staphylococcus 
aureus (CA-MRSA) infection in the late 1990s has 
initiated over the past years a cascade of similar studies 
all over the world because of the following: First, it is 
associated with a novel genetic profile and phenotype; it 
is remarkably virulent, and capable of rapidly spreading 
within communities; it is correlated with no identifiable 
predisposing factors; and it is a recalcitrant infection 
with narrow antimicrobial susceptibilities that renders 
it prone to impose a grave prognosis, particularly if it 
is lately diagnosed and improperly treated.3 Second, it 
presents a large burden to the afflicted families. Third, 
it is associated with an increased healthcare costs. The 
CA-MRSA infection imposes puzzling situations in 
the clinical setting as the clinical, and epidemiological 
risk factors in persons with community-acquired 
Staphylococcus aureus infection cannot reliably 
distinguish between MRSA and methicillin-susceptible 
Staphylococcus aureus infection.4 

Second, Bukhari and Al-Otaibi1 stated that CA-
MRSA infection was confirmed in 28.6% of the 
studied patients; 6% of them had invasive disease. 
Actually, no anecdotal studies addressing the prevalence 
of pediatric CA-MRSA infection in Saudi Arabia are 
present for comparative purpose. However, Al-Tawfiq’s 
study5 has shown that during 1999-2003 in a Saudi 
Arabian General Hospital, MRSA constituted 6% 
of all Staphylococcus aureus isolates; the proportion 
had increased from 2% in 1999, to 9.7% in 2002, to 
8% in 2003. Of all MRSA isolates, 62% represented 
community-acquired infection. I presume that the 
actual magnitude of pediatric CA-MRSA infection in 
Saudi Arabia is still substantial and I anticipate it is 
going to be increasingly reported. 

Third, the diagnosis of CA-MRSA infection in the 
case series studied by Bukhari and Al-Otaibi1 was made 
by demonstrating the causative agent in the culture 
of various clinical specimens. Since MRSA culturing 
involves a 2-3 days delay before the final results are 
available, rapid detection techniques (commonly 
referred to as “MRSA rapid tests”) using polymerase 
chain reaction (PCR) methods and, most recently, rapid 

culturing methods are indicated. The implementation 
of rapid tests reduces the time of detection of MRSA 
from 48-72 to 2-5 hours. Clinical evaluation data 
have shown that MRSA could thus be detected with 
the sensitivity 100%, specificity 97.4%, positive 
predictive value 98.5%, and negative predictive value 
100%.6 Specificity, however, is sometimes impaired 
due to false positive PCR signals occurring in mixed 
flora specimens. In order to rule out any false positive 
PCR results, a culture screen must always be carried out 
simultaneously.7

Fourth, various antibiotics were applied in the case 
series studied by Bukhari, and Al-Otaibi1 and some of 
them were empirically used, including, clindamycin, 
vancomycin, ceftriaxone, cloxacillin, and cefazolin. These 
options seem somewhat similar to that used worldwide.8 

It has been suggested that when the prevalence of CA-
MRSA infection within a community eclipses 10-15%, 
empiric therapeutic use of non-beta-lactam antibiotics 
with in vitro activity against CA-MRSA be initiated, 
particularly in skin and skin structure infections.2 This 
necessitates a change in the empiric therapy of infections 
suspected to be caused by MRSA considering the local 
susceptibility patterns, site of the infection, significant 
risk factors for CA-MRSA infection in the community, 
and individual patient factors.

Fifth, I do agree with Bukhari and Al-Otaibi1 that 
increasing awareness of pediatricians regarding CA-
MRSA infection is essential. In addition, active national 
surveillance to determine the database of this infection 
in terms of various epidemiologic, clinical, diagnostic, 
therapeutic, and preventive profiles is pertinent to 
successfully combat the foreseeable increment in the 
CA-MRSA infection, particularly in children. 
 

Mahmood D. Al-Mendalawi
Department of Pediatrics

Al-Kindy College of Medicine
Baghdad University, Baghdad, Iraq

Reply from the Author

Our thanks to Prof. Al-Mendalawi for his valuable 
comments. We actually agree with all the points he 
raised, that CA-MRSA rate is increasing according to 
the reports from the Kingdom of Saudi Arabia. This, 
as he mentioned, necessitates using empirical therapy 
with activity against CA-MRSA. However, we think 
that more studies on CA-MRSA applying molecular 
methods are needed. 

Elham Bukhari
Department of Pediatrics

King Khalid University Hospital
Riyadh, Kingdom of Saudi Arabia



462

Severe CA-MRSA infection in Saudi Arabian children 

Saudi Med J 2010; Vol. 31 (4)     www.smj.org.sa

References
  1.	 Bukhari EE, Al-Otaibi FE. Severe community-acquired 

infection caused by methicillin-resistant Staphylococcus aureus in 
Saudi Arabian children. Saudi Med J 2009; 30: 1595-1600.

  2.	 Lawrence KR, Golik MV, Davidson L. The role of primary care 
subscribers in the diagnosis and management of community-
associated methicillin-resistant Staphylococcus aureus skin and 
soft tissue infections. Am J Ther 2009; 16: 333-338.

  3.	 Bassetti M, Nicco E, Mikulska M. Why is community-associated 
MRSA spreading across the world and how will it change clinical 
practice? Int J Antimicrob Agents 2009; 34 Suppl 1: S15-S19. 

  4.	 Miller LG, Perdreau-Remington F, Bayer AS, Diep B, Tan N, 
Bharadwa K, et al. Clinical and epidemiologic characteristics 
cannot distinguish community-associated methicillin-resistant 
Staphylococcus aureus infection from methicillin-susceptible S. 
aureus infection: a prospective investigation. Clin Infect Dis 
2007; 44: 471-482. 

  5.	 Al-Tawfiq JA. Incidence and epidemiology of methicillin-
resistant Staphylococcus aureus infection in a Saudi Arabian 
Hospital, 1999-2003. Infect Control Hosp Epidemiol 2006; 27: 
1137-1139. 

  6.	 Kimura T, Komori T, Hirose Y, Kurahashi S, Yamada Y, Kyotani 
N, et al. Evaluation of the MRSA rapid detection assay (BD 
GeneOhm MRSA detection kit) by a real-time PCR. Rinsho 
Byori 2009; 57: 425-430.

  7.	 Stürenburg E. Rapid detection of methicillin-resistant 
Staphylococcus aureus directly from clinical samples: methods, 
effectiveness and cost considerations. Ger Med Sci 2009; 
7: Doc 06. English, German.

  8.	 Avdic E, Cosgrove SE. Management and control strategies 
for community-associated methicillin-resistant Staphylococcus 
aureus. Expert Opin Pharmacother 2008; 9: 1463-1479.

Do you have any comments or questions?
Agree or disagree with published articles?

The correspondence section within the journal is a forum to comments on any 
of the articles published in the journal.  Correspondence will not be sent for 
peer review, and will only be edited for the use of appropriate language.  All 
correspondence should be submitted and published within 6 months from the 
date of the original publication.
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