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3  months prior to CDI, institutionalisation, death during the cur-
rent episode, death after 30 days and recurrence. Next, patients
were divided into 2 categories: those with clinical criteria for seri-
ous CDI and those without criteria for serious CDI. The results are
shown in Table 1.

Among the seriousness criteria studied, we found significant
differences (p <  0.05) between the two groups with respect to
leukocytosis >10,000 cells/ml, neutrophilia >7500 cells/ml and seri-
ous colitis. The Ct obtained was 12 ± 13 in  patients with recurrence
and 27 ± 13 in patients with related mortality.

Although the Ct in  patients with serious CDI was lower, we  were
unable to demonstrate any significant differences between the two
groups. Similarly, a recent study by  Rao et al.8 found no correlation
between Ct values and severe CDI or mortality. However, a  recent
study by Reigadas et al.3 evaluated Ct  values for PCR amplification
as a prognostic factor. It should be noted that  our study did not
have the same methodology as the above-mentioned studies. One
notable limitation of our study was its limited number of samples.

Nevertheless, we  wish to stress that it is important to conduct
more studies to determine whether the Ct could be a  good predictor
of recurrence, seriousness and/or mortality in episodes of CDI, since
this would be a  simple, objective marker available at the time of
diagnosis.
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Acute mediastinitis as  a  rare complication of an

infectious mononucleosis�

Mediastinitis aguda como complicación atípica de una
mononucleosis infecciosa

Dear Editor,

Infectious mononucleosis (IM) is  a  common entity caused by
different aetiological agents. The one that accounts for the most
cases (90% of them) is Epstein–Barr virus (EBV). In children, pri-
mary infection usually goes unnoticed. In young adults, it is
more symptomatic, featuring a typical triad of fever, cervical lym-
phadenopathy and odynophagia.1

Usually it is a  self-limiting disease requiring treatment of
symptoms. However, its duration and seriousness may  vary
considerably.1 Complications are rare in  immunocompetent adults.
An increased incidence of serious cases of IM has recently been
reported.2

We  present a case of IM due to  EBV with acute mediastinitis as
a rare complication.

A  22-year-old woman, an active smoker with a  penicillin allergy
and no other prior history of interest, was admitted to  our hospital
due to signs and symptoms consistent with IM (general malaise,
fever, myalgia and odynophagia). A physical examination revealed
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cervical lymphadenopathy, jaundice, splenomegaly and tonsillar
hypertrophy with necrosis.

Laboratory testing revealed abnormal liver function tests
(bilirubin 4.10 mg/dl; AST 458 U/l; ALT 831 U/l; AP 438 U/l and
GGT 384 U/l), peripheral blood leukocytosis (14,990 × 109/l) at
the expense of lymphocytes (29%) and high C-reactive protein
(316 mg/l). Blood cultures and serologies for cytomegalovirus; her-
pesvirus 6, parvovirus B19; toxoplasmosis; hepatitis A, B and C;
and human immunodeficiency virus were negative. However, IgM
antibodies for EBV were positive (IgG antibodies were nega-
tive) and a lymphogram showed an abnormal CD4/CD8 ratio
(20%/57%). Quantification of immunoglobulins showed no deficit
and an abdominal ultrasound confirmed splenomegaly measuring
15.8 cm.

After 7 days had elapsed since the patient’s admission, due
to persistent fever and progressive dysphagia as well as onset
of oedema in the submandibular and anterior cervical area, the
patient underwent a  cervical ultrasound and computed tomog-
raphy (CT) scan (Fig. 1). This showed hypertrophic tonsils as
well as collections of air  and fluid in the anterior laterocervical
and supraclavicular area having spread to  subcutaneous fat  tis-
sue and deep spaces. Given the patient’s penicillin allergy and a
suspicion of serious infection, broad-spectrum empirical antibiotic
therapy (imipenem) and intravenous corticosteroid therapy were
started.

Due to  a  suspicion of spread to the mediastinum, a chest CT
scan was  performed (Fig. 1). This confirmed an anterior mediasti-
nal collection measuring 70 mm  ×  70 mm  with images of  air  and
septa inside requiring subdrainage through 2 cervicotomies. Both
were done under orotracheal intubation. This intubation had to  be
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Fig. 1. Cervical CT image (A) showing collections of air and fluid in the anterior cervical region as well as chest CT image (B) showing a mediastinal collection.

prolonged due to oedema of the airway, and the patient had to  be
admitted to the intensive care  unit.

Varied flora with a  predominance of Streptococcus anginosus and
Bacillus spp. were isolated from the cultures of the surgical samples.
Following her second surgery, the patient followed a  good clini-
cal course with good laboratory values. She completed 4 weeks of
antibiotic therapy and had outpatient check-ups with no signs of
complications or sequelae.

The seroprevalence of EBV may  vary by  geographic area, and
primary infection appears at younger ages in  developing areas.3

The virus is transmitted through saliva. Transmission through blood
or through transplantation of a  solid organ or hematopoietic stem
cells is less common.3 The risk of developing IM  in primary EBV
infection is linked to age, and is higher in adolescents and young
adults. Primary infection in patients over 40 years of age carries a
higher risk of complications.3

Septic complications due to  bacterial superinfection are  rare
(<1%) and may  present in the form of pharyngeal abscess, pneu-
monia (often related to Mycoplasma), septic thrombophlebitis or
empyema.4

Cases of AM have been reported in the literature.4–7 The patients
at highest risk of developing this complication are  believed to be
those who present a  retropharyngeal abscess due to invasion of
the mediastinum and pleural space through the prevertebral fas-
cia as well as those who present septic thrombophlebitis of the
internal jugular vein (Lemierre’s syndrome) with secondary septic
embolisms.4

Unlike in reported cases, our patient developed an anterior cer-
vical abscess with direct spread to  the mediastinum. Her CT scan
showed neither a peritonsillar nor  a  retropharyngeal abscess. It  also
did  not show venous thrombophlebitis to  be  the origin of her signs
and symptoms. In addition, she  did not exhibit any immunosup-
pression.

In conclusion, we report a  case of IM with a  very rare but seri-
ous and potentially life-threatening complication. Given the clinical

suspicion, a targeted imaging test was  required, as making an early
diagnosis is  essential for starting suitable treatment.8

References

1. Rea TD, Russo JE, Katon W,  Ashley RL, Buchwald DS. Prospective study of the
natural history of infectious mononucleosis caused by  Epstein–Barr virus. J  AM
Board Fam Pract. 2001;14:234–42.

2. Tattevin P, Le Tulzo Y, Minjolle S, Chapplain JM,  Arvieux C,  Michelet C,
et  al. Increasing incidence of severe Epstein–Barr virus-related infec-
tious mononucleosis: surveillance study. J  Clin Microbiol. 2006;44:
1873–4.

3. Odumade OA, Hogquist KA, Balfour HH. Progress and problems in understand-
ing and managing primary Epstein–Barr virus infections. Clin Microbiol Rev.
2011;24:193–209.

4. Andrianakis IA, Kotanidou AN, Pitaridis MT,  Saroglou GJ, Exarhos DN, Roussos CS,
et  al. Life-threatening bilateral empyema and mediastinitis complicating infec-
tious mononucleosis. Intensive Care Med. 2002;28:663–4.

5. Salgado F, Fernández JF, Fernández de Rota A, Alonso C. Mediastinitis necrosante
descendente como complicación de mononucleosis infecciosa. Enferm Infecc
Microbiol Clin. 1999;17:415–6.

6. Sojo Dorado J, Domínguez Castellano Á, Ramírez De Arellano E, Rodríguez Baño
J.  Mononucleosis infecciosa grave asociada a virus Epstein Barr en dos hermanos
jóvenes. Enferm Infecc Microbiol Clin. 2012;30:221–2.

7. Lloyd T, Kiet Tran V.  Acute mediastinitis as a complication of Epstein–Barr virus.
CJEM. 2016;18:149–51.

8. Geerts JW,  van Diel EM, Jansen JFM. Descending mediastinitis in Epstein–Barr
virus infection. J  Clin Microbiol. 2015;53:1781–2.

Sandra Clotet ∗,  Laia  Matas, Virginia Pomar, Jordi Casademont

Servicio de  Medicina Interna, Hospital de  la  Santa Creu i  Sant Pau,

Barcelona, Spain

∗ Corresponding author.
E-mail address: Sclotet@santpau.cat (S. Clotet).

2529-993X/
© 2017  Elsevier España, S.L.U. and Sociedad Española de Enfermedades Infecciosas
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