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Dear Editor,
A 3-month-old boy without underlying condition or travel history, previously hospitalized for bronchiolitis with acute otitis media and treated with oral amoxicillin-clavulanic acid for 5 days, was readmitted six days later for persistent fever, bulging anterior fontanel, vomiting without diarrhoea. Cerebrospinal fluid (CSF) analysis showed 280 white blood cell /mm3, 380 red blood cell /mm3. Glycorrhachia was 2.1 mmol/L (glycaemia: 5 mmol/L); protein 0.58 g/L; Gram staining was negative. C-reactive protein was 217 mg/L. Cefotaxime (200 mg/kg/day) and gentamicin (5 mg/kg/day) were started. 
The same day, he presented with repeated left hemicorporeal seizures, followed by homolateral hemiparesis. CSF culture was sterile and universal 16S rRNA polymerase chain reaction negative. An initial blood culture yielded Salmonella Typhimurium. Brain magnetic resonance imaging (MRI) with gadolinium revealed a right frontal white matter lesion with peripheral enhancement, a frontal subdural collection and a right fronto-parietal meningeal enhancement (Figure 1). The subdural and frontal cerebral lesions were consistent with an empyema and a brain abscess, respectively.
Intravenous cefotaxime and ciprofloxacin (30 mg/kg/day) were administered for 6 weeks, followed by oral ciprofloxacin for 6 weeks. Immunoglobulin levels, lymphocyte immunophenotyping, complement fractions and neutrophil oxidative burst were normal, interferon gamma and interleukin 12 levels were normal. Human immunodeficiency virus (HIV) screening was negative. 
Fever and hemiparesis resolved within two days. Anticonvulsant therapy with levetiracetam was started. Follow-up MRI showed substantial regression of lesions 10 weeks later (Figure 1). After six months, psychomotor development was satisfying without pyramidal syndrome or recurrence of seizure allowing stopping levetiracetam.
Non-typhoidal Salmonella (NTS) bacteraemia and meningitis are uncommon in children in developed countries, in contrast to resource-limited countries, where meningitis could represent 1-to-12% of NTS extra-intestinal infections 
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. However, unlike enteric fever, NTS infections are usually locally acquired 3
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. Collected intracranial infection is an even scarcer presentation, including brain abscess, which occur more often in adults, and subdural empyema, mostly in children 
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. S. Typhimurium is the most frequently identified serovar in NTS extra-intestinal infections in all studies. Young age and immunosuppression, mainly HIV infection in endemic areas, are the main risk factors for invasive NTS infections 
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. In South Africa, 126/278 (45.3%) patients with NTS meningitis were aged <1 year, and 52.2% of patients <5 years were HIV infected 
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. In a Malaysian series, where HIV is uncommon, the mean age for NTS extra intestinal infection was 6 years-old in the immunocompromised subgroup, while all cases of central nervous system involvement occured in children less than 6-month-old in the non-immunocompromised patients’ subgroup (4). Association with diarrhoea appeared inconstant, from less than 10% in immunocompromised patients to 80% in previously healthy patients 
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. 

In our observation, young age was the sole identified risk factor for severe and invasive NTS infection despite an exhaustive immune system screening. Clinicians should be aware of the risk of central nervous system involvement in NTS bacteraemia in infants, even with no underlying condition, travel history or diarrhoea.
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Figure Legend
Figure 1. Cerebral magnetic resonance imaging (MRI) showing initial collected intracranial infection (top) and substantial regression of lesions 10 weeks later (bottom). 

A, T1-weighted imaging with gadolinium shows a right fronto-parietal meningeal enhancement (1) and an 8x6 mm right frontal brain lesion with peripheral enhancement (2); 

B, T2-weighted imaging shows the right frontal brain lesion (3);

C, Diffusion-weighted imaging shows ADC restriction into a fronto-parietal subdural collection (4) and into the right frontal brain lesion (5), consistent with empyema and brain abscess, respectively.
PAGE  
1

