
Letters to Editor

Journal of Laboratory Physicians / Jan-Jun 2012 / Vol-4 / Issue-1 65

The majority of  the ovarian cysts are benign cysts of  
germinal/graafian origin such as follicular, theca-lutein 

cyst, corpus luteum cyst, and simple cyst in which lining 
epithelium is destroyed. These are benign, functional 
cysts which result from enlargement of  otherwise normal 
follicles present in third trimester and early neonatal 
period. Most of  the cysts are unilateral and unilocular. 
The size may vary from small to giant cystic masses 
occupying the entire abdomen. Most of  the ovarian cysts 
are asymptomatic, or the symptoms are nonspecific. A 
large cyst may cause urinary tract obstruction, thorax 
compression with pulmonary hypoplasia, and even 
sudden death.[5] These cyst have been classified by 
Nussbaum into simple/uncomplicated and complex/
complicated (fluid debris level, clot, septae echogenic 
wall).[6] Common complications include torsion (50-
-78%), rupture, hemorrhage, compression of  other 
viscera, autoamputation.[3,4] With increased use of  
prenatal ultrasonography, the detection rate for these 
cysts has increased considerably. Up to 34% of  the 
fetuses may have antenatally detectable cysts.[5] Few 
case reports documenting neonatal ovarian cysts have 
been reported. [1,7-9] Few of  the cases documented in the 
literature were complicated cysts presenting with torsion[1] 
unlike both of  our cases which were unilateral, simple 
without any associated complications.

Spontaneous regression occurs in 25-50% of  cases and is 
more frequent with smaller cysts.[10] It has been proposed 
that postdelivery, as the anterior pituitary starts the negative 
biofeedback mechanism, the abnormal gonadotrophin 
secretion is discontinued, and many of  these cysts regress 
spontaneously although regression may take up to 10 
months.[4] Regarding management, small simple cysts 
under 4 cm in diameter can be kept under observation 
by serial ultrasonography scan. However, all complicated 
ovarian cyst and simple cysts >5 cm diameter should be 
treated surgically. Minimal access surgery/laparoscopy, 
being well tolerated by neonates, can be used for aspiration, 
marsupilization, cystectomy, and oophorectomy[11] or the 
more conventional open approach can be used.
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Shigella Flexneri bacteremia 
in Adult

Sir,
We report an uncommon case of  Shigella bacteremia 
in adult with history of  dysentery. A 65-year-old 
nondiabetic, hypertensive male was admitted with 
complaints of  gastroenteritis for 7 days, and fever and 
pain in abdomen since 3 days. There was a history of  
chronic kidney disease, dilated cardiomyopathy, and 
permanent pacemaker device implanted since past 7 
years. On examination, the patient was febrile (38.4°C) 
and hemodynamically stable. Laboratory investigation 
revealed a hemoglobin level of  11.9 g/dL, platelet 
count of  205 × 109/L and high total leukocyte count 
(18.3 × 109/L). Blood urea nitrogen was 68 mg/dL and 
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Molecular Epidemiology 
of Methicillin-resistant 
Staphylococcus aureus in 
Children: Comparison between 
Cystic Fibrosis and Non-cystic 
Fibrosis Isolates

Sir,
We have previously reported, elsewhere and separately, the 
molecular and phenotypical characteristics of  methicillin-
resistant Staphylococcus aureus (MRSA) isolates from cystic 
fibrosis patients and from non-cystic fibrosis patients.[1,2] 
We aimed to perform a molecular comparison between 
the isolates from the two groups, using pulsed field gel 
electrophoresis (PFGE). 

Thirty seven MRSA isolates were included, nine from 
cystic fibrosis patients (respiratory secretion), and 30 
from non-cystic fibrosis, hospitalized patients (from 

serum creatinine 3.9 mg/dL. On echocardiography, 
ejection fraction was of  30%. Ultrasonography of  
abdomen showed the presence of  cortical cyst in the 
right kidney. Colonoscopy done showed extensive 
ulceration in left colon suggestive of  acute ulcerative 
colitis. The stool examination revealed the presence of  
occult blood. Stool, urine and two blood samples were 
sent for the aerobic culture. No growth was observed 
in the urine and stool culture. Shigella flexneri grew in 
both the blood culture samples with the same antibiotic 
susceptibility pattern. Patient was treated initially with 
Injection ciprofloxacin, metronidazole for 4 days, and 
then Injection cefoperazone sulbactam was added. 
However, patient did not respond even after 48 h of  
treatment. Then these antimicrobials were discontinued 
by physicians and injection meropenem was started. 
Patient started responding; his total count decreased 
and became afebrile. Subsequent blood cultures were 
negative. Blood cultures were processed by automated 
method (BactALert 240). [1] The identification and 
sensitivity was performed by conventional as well as 
by automated method (Vitek2 compact, Biomerieux). [2] 

The isolate was found sensitive to cefoperazone 
sulbactam, piperacillin tazobactam, cefepime, imipenem, 
meropenem, and resistant to ceftriaxone, ciprofloxacin, 
trimethoprim sulfamethoxazole. On serotyping that 
was done at National Institute of  Cholera and Enteric 
Diseases, Kolkata, it was found to be S. flexneri type 3a.

Though an invasive disease, it usually do not reach the 
tissue beyond the lamina propria and hence very rarely 
cause bacteremia and positive blood cultures except under 
very special circumstances like immunocompromised 
status. Since the mechanism of  bacteremia remains unclear, 
invasiveness may be associated with a mixture of  soluble 
bacterial proteins encoded by a 140-MD plasmid.[3] For 
the bacteriological diagnosis of  Shigella enteritis only stool 
culture has practical value. Scragg and Rubidge reported 
S. bacteremia cases who were stool culture negative.[1] In our 
case also, the blood but not the stool culture was positive. 
Common sp implicated in cases of  septicaemia is Shigella 
dysenteriae type 1[4] In the reported case, it is due to S. flexneri 
type 3a. On pubmed literature search, there were limited 
reports of  S. bacteremia in children with no case report in 
adult from India.[5] 

Thus, though S. bacteremia is a rare phenomenon, it 
does occur. Prompt and frequent cultures of  blood 
are recommended especially where either the patient is 
immunocompromised or febrile with diarrhea. This may 
be of  great significance in determining the treatment and 
the outcome of  the disease.
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