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Review Article

Clinical Manifestation and Treatment of Methicillin-resistant Staphylococcus aureus

Infections in Children

Eun Hwa Choi, M.D.

Department of Pediatrics, Seoul National University College of Medicine, Seoul, Korea

Methicillin—resistant Staphylococcus aureus (MRSA), a leading cause of nosocomial infections, has been increasingly
recognized in communities of the United States, This article will review the clinical spectrum and treatment of MRSA infections
in children in the context of recent epidemiological changes of MRSA infections, In general, community—associated (CA)
MRSA most frequently causes skin and soft tissue infections and has an increased association with invasive infections,
particularly pneumonia and musculoskeletal infections, Hospital—associated (HA) MRSA strains tend to be associated with
bloodstream infections, pneumonia, and surgical site infections, Different from the United States, CA-MRSA infections are
not common in Korea (only 5.9%); however, there are some CA-MRSA clones that are different from HA-MRSA clones
in Korea and from CA—MRSA clones in other countries, The treatment of MRSA infections should be guided by antimicrobial
susceptibility testing, the site of infection, and the infection severity. Vancomycin is the treatment of choice for invasive
MRSA infections, Other agents such as trimethoprim—sulfamethoxazole, clindamycin, linezolid, quinupristin—dalfopristin, and
daptomycin have been used for some conditions, (Korean J Pediatr Infect Dis 2009;16:1-5)
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Table 1. Definitions Used for Epidemiologic Classification of Invasive Methicillin-Resistant Staphylococcus aureus

(MRSA) Infections

Classification

Definition

Health care—associated
Community—onset

Cases with at least 1 of the following health care risk factors: (1) presence of an invasive device

at time of admission; (2) history of MRSA infection or colonization; (3) history of surgery,
hospitalization, dialysis, or residence in a long—term care facility in previous 12 mo preceding

culture date
Hospital—onset

Cases with positive culture result from a normally sterile site obtained >48 h after hospital

admission. These cases might also have =1 of the community—onset risk factors
Community—associated Cases with no documented community—onset health risk factor

Modified from reference”
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Table 2. Comparison of Characteristics between Community-associated Methicillin-resistant Staphylococcus

aureus (CA-MRSA) and Hospital-associated (HA

) MRSA

Characteristics CA-MRSA

HA-MRSA

High risk groups

men who have sex with men
Frequent infection

pneumonia
Antibiotic susceptibility ~ frequent
to other agents
SCCmec types v, V
PVL gene Frequent

children, athletes, prisoners, soldiers, selected
ethnic populations, intravenous drug users,

skin and soft tissue infections,

residents in longterm care facility, diabetes, dialy-
sis, prolonged hospitalization, intensive care
unit admission, indwelling medical devices

necrotizing pneumonia, urinary tract infections, catheter—
related or bloodstream infections, surgical site
infections
rare
L IL IO

rare

Adapted from reference?”
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