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Though the stool culture was negative, purulent discharge
culture revealed Klebsiella oxytoca and Proteus mirabilis and the
culture of perianal skin revealed Klebsiella oxytoca,
Enterobacter cloacae and Escherichia coli. The patient was
seronegative for HSV 1 and 2. Rectosigmoidoscopy was
unremarkable and pathology did not reveal any evidence of
underlying inflammatory bowel disease; colonic biopsy
revealed only moderate alterations suggestive of active focal
erosive rectitis. Additional investigations with polymerase
chain-reaction in the blood, skin lesion and rectal tissue for
Herpes viruses (HSV1, HSV2, VZV, EBV, CMV) were also
negative. Empiric antimicrobial treatment with cefotaxime,
clindamycin, metronidazole and acyclovir was initiated and
continued for 14 days. The clinical course was favorable with
complete clinical resolution (Fig. 1b). In the follow-up period
for next two years, child continued to remain well with no stool
incontinence.

We report this unusual case because of the clinical
presentation mimicking lesions associated with sexual abuse, as
stellate lacerations were present. We elected to treat with broad
spectrum antibiotics and provide antiviral treatment. The
complete resolution of his lesions and anal incompetence was
remarkable. Since the investigation did not identify any
underlying disease, we concluded that the most likely
pathogenetic cause was the development of severe neutropenia
post viral infection. This highlights the importance of a
complete blood count and a peripheral blood smear in the initial
evaluation of perianal abscess upon presentation. Moreover,
although his family history strongly suggested possible
phagocytic dysfunction, the investigation failed to diagnose
such an immune deficiency.

Contributors: DD, AD, SF: conceptualized the study, drafted the

initial manuscript, and reviewed and revised the manuscript; DD,
AD: designed the data collection instruments, collected data,
carried out the initial analyses, and reviewed the manuscript. NZ,
VP: conceptualized and designed the study, coordinated and
supervised data collection, and critically reviewed the
manuscript for important intellectual content. All authors
approved the final manuscript as submitted and agree to be
accountable for all aspects of the work.
Funding: None; Competing interest: None stated.

DIMITRA DIMOPOULOU,1* ANASTASIA DIMOPOULOU,2
SMARAGDI FESSATOU,1 NIKOLAOS ZAVRAS3 AND

VASSILIKI PAPAEVANGELOU1
1Third Department of Pediatrics, Attikon University Hospital;

2Department of Pediatric Surgery,
Attikon University General Hospital; and,

3Faculty of Medicine, National and Kapodistrian
University of Athens; Athens, Greece.

*dimi_med@hotmail.com
REFERENCES

1. Fitzgerald RJ, Harding B, Ryan W. Fistula-in-ano in child-
hood: Congenital etiology. J Pediatr Surg. 1985; 20:80-1.

2. Chang HK, Ryu JG, Oh JT. Clinical characteristics and
treatment of perianal abscess and fistula-in-ano in infants. J
Pediatr Surg. 2010;45:1832-6.

3. Ezer SS, Oguzkurt P, Ince E, Hiçsönmez A. Perianal abscess
and fistula-in-ano in children: Etiology, management and
outcome.  J Paediatr Child Health. 2010;46:92-5.

4. Whiteford MH. Perianal abscess/fistula disease. Clin Colon
Rectal Surg.  2007;20:102-9.

5. Brook I, Frazier EH. The aerobic and anaerobic
bacteriology of perirectal abscesses. J Clin Microbiol. 1997;
35:2974-6.

Elevated blood methylmalonic acid (MMA) levels
combined with elevated homocysteine is called
combined methylmalonic acidemia with
hyperhomocysteinemia [1,2]. It is found that MMA

may damage the central nervous system, retina, liver, kidneys
and blood cells. It also causes macular coloboma, thrombotic
microangiopathy [3], and sometimes pulmonary
arterial hypertension (PAH) [4,5], but an association
between combined methylmalonic acidemia with hyper-

Early Onset Predominantly Diffuse
Lung Disease in an Infant of
Combined Methylmalonic Acidemia
With Hyperhomocysteinemia
Cobalamin C Type

homocysteinemia and diffuse lung disease (DLD) has rarely
been reported in infants [6].

A 7-month-old boy was admitted with complaints of
pallor for 30 days. It was followed by cough 8-10 days later.
Personal history showed delayed motor development. The
child was hospitalized in a local hospital for respiratory
distress. Investigations showed white blood cell count of 9.78
X109/L, hemoglobin of 6 g/L, platelet count 319X109/L, and
reticulocytes of 9%. High resolution computed tomography
(HRCT) scan of the lungs revealed diffuse lesions in both
lungs. Cytomegalovirus DNA detection revealed 5.08x105

copies/mL in sputum. Injection meropenem, azithromycin,
voriconazole and ganciclovir were administered. In spite of the
above treatment, child continued to have progressively
worsening respiratory difficulty. He was intubated transferred
to our hospital.

We added trimethoprim-sulfamethoxazole with a
possibility of Pneumocystis carinii infection. Further
investigations were non-contributory for bacterial, fungal and
tuberculosis infection, and liver and renal function tests were
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within normal limits. Serum erythropoietin level was >750.0
mIU/mL, vitamin B12 >1000 pg/mL and folic acid >24.0 ng/
mL. The morphology of red blood cell of the peripheral blood,
and bone marrow aspiration had no abnormalities.
Thoracoscopic lung biopsy was performed and pathology
showed alveolar septum widened with local atelectasis and
pulmonary arteriolar thickening. Further blood tests and
tandem mass spectrometry revealed increased homocysteine
levels (95.9 µmol/L; normal: 10-40 µmol/L) and highly
elevated MMA (0.2598; normal levels: 0.001). We performed a
whole exome sequencing and confirmed a compound
heterozygosity in MMACHC gene, with c.80 A>G
(p.Gln27Arg) and c.609 G>A (p.Trp203Term) sequence
variants. Therefore, the child was considered to be combined
methylmalonic acidemia with hyperhomocysteinemia
cobalamin C type (MMACHC). The patient was treated with
folic acid 5 mg twice daily orally, vitamin B12
(cyanocobalamin) 1 mg daily intramuscularly, betaine 500 mg
three times daily orally, and L-carnitine 100 mg/kg/d
intravenously. After two weeks of further treatment, there was
some clinical and radiological improvement. Ventilator setting
was decreased but the child could not be weaned off
completely. Due to poor prognosis and high costs, parents
decided to discontinue treatment and left against medical
advice. The child subsequently died.

The baby had a brother admitted to our hospital three
years ago who was aged 5 months. The chief complaint was
paleness for 4 months, repeated cough for 22 days, and
diarrhea for 18 days. He was diagnosed with cytomegalovirus
pneumonia, severe anemia, brain dysplasia, enterogenous
acrodermatitis, and possible metabolic disease. Pulmonary CT
suggested diffuse lesions in both lungs along with brain
atrophy on CT head. After admission, child was started on
antibiotics and supportive treatment but as the patient did not
show any improvement, patients discontinued with the
treatment.

In this study, we suggest that there may be a relationship
between MMACHC and DLD in infants. No other causes of
DLD such as connective tissue disease, Langerhans cell
histiocytosis, idiopathic pulmonary hemosiderosis, alveolar
hemorrhage syndromes, pulmonary vasculitis,
hypersensitivity pneumonitis or drug induced interstitial
pneumonia were detected in these siblings. Thus, we think that
it is possible that DLD was caused by MMACHC in this case.
The occurrence of DLD in MMACHC may be related to the
abnormal proliferation of vascular smooth muscle cells and
pulmonary interstitial cells caused by abnormal accumulation
of metabolites [6]. The specific cellular and molecular
mechanisms need to be further studied.

Our patient presented with early and progressed
rapidly, though literature review shows a history of several
months or even years without significant respiratory failure
[6]. We propose that one of the reasons that the condition was
too severe and it was too late to start treatment, so the
pathological changes of the tissues could not be reverted [2].
Early onset disease also suggests a more serious metabolic

enzyme deficiency and greater accumulation of metabolic
waste adding to a poor prognosis and higher mortality [3].
Treatment with hydroxycobalamin and betaine has been
shown to be efficient in MMACHC. Hydroxycobalamin is
considered to be the only form of cobalamin to be beneficial in
patients with MMACHC [1]. A possible reason of slow
improvement could be non-availability of hydroxycobalamin;
however, beneficial effect with cyanocobalamin is also
reported [6].

MMA patients have been reported to have pulmonary
vascular embolism [6]. Our patient also had hematologic
abnormalities; however, there was no obvious abnormality in
the peripheral blood smear, and no micro-thrombotic change in
the lung biopsy. Although the elder brother did not have a
definite diagnosis, MMACHC was the most likely candidate
considering his medical history and his brother’s final diagnosis
suggesting that genetic background plays an important role in
the age of onset and phenotype of the disease.

In summary, our report suggests that MMACHC should
be considered as a potentialcause of DLD. Early recognition,
diagnosis and treatment of MMACHC defect are important,
especially in early-onset cases.
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Ascites is a common feature in children with nephrotic
syndrome, and if not treated early, it may gradually
increase. The fluid is a transudate with a very low
protein content and few cells. Occurrence of chylous

ascitic fluid has been occasionally reported in adult patients with
nephrotic syndrome, usually being caused by obstruction to
lymphatics [1]. We report the case of a child with steroid
resistant nephrotic syndrome (SRNS) who developed massive
ascites.  Paracentesis revealed the chylous nature of the fluid.
Such a feature is rare and not well explained.

A 6-year-old child with SRNS was referred to us for with
massive ascites, respiratory distress and oliguria. He was
diagnosed 1 year back with SRNS, following no response to the
standard treatment with prednisolone (2 mg/kg daily for 6 weeks
followed by 1.5 mg/kg on alternate days for 6 weeks). A renal
biopsy was advised but declined by the parents seeking
alternative treatment. The child developed abdominal distension
about 8 months back, which had recently increased significantly
to cause difficulty in breathing and decreased urine output.
There was no associated history of jaundice or upper
gastrointestinal bleeding or any other systemic illness.

Examination showed a severely malnourished child with
massive ascites respiratory distress, facial and pedal edema,
marked pallor and cold peripheries. Vitals revealed tachycardia,
tachypnea and a blood pressure of 80/40 mmHg. On laboratory
evaluation the hemoglobin was 6.2 g/dL, serum albumin 1.4 g/dL,
globulin 1.4 gm/dL, urea 101mg/dL and creatinine 1.7 mg/dL.
The levels of serum electrolytes, bilirubin and liver enzymes
were within normal range. Fasting lipid profile including serum
cholesterol (138 mg/dL) was normal. Urine showed 4+ protein
and no red cells on microscopy.  Fluid resuscitation was done
with 0.9% saline following which peripheral perfusion
improved but oliguria persisted (urine output 100 ml in first 24
hour). He was given 20% albumin infusion and diuretics.
Abdominal paracentesis was done to relieve respiratory
distress. Paracentesis revealed milky white fluid, which on
analysis showed protein content of 1.2 gm/dL and triglycerides
of 145 mg/dL. Microscopy showed 110 cells/mm3, mostly
lymphocytes and predominant chylomicrons. The culture of
the fluid was sterile.

Ascites was slowly drained over the next 72 hours. He was
put on a fat free, MCT based diet.  A CT abdomen was done to
look for obstruction of lymphatics, but did not reveal any
abnormality. The accumulation of fluid gradually abated. In view
of the same, lymphangiography or MR scanning was deferred.
The subsequent course in the hospital was complicated by the
occurrence of cerebral sinus thrombosis, which resolved with
anticoagulant therapy and supportive care. Following discharge
from the hospital, he was managed by the family doctor.

Chylous accumulation in peritoneal cavity may be caused
by intestinal lymphangiectasia which may be congenital or
associated with trauma, lymphoma, intestinal malignancy,
pancreatitis, liver cirrhosis liver and right-sided heart failure [1].
Chylous ascites is not commonly a feature of idiopathic
nephrotic syndrome in children.

A few isolated cases of chylous ascites have been described
in adults with nephrotic syndrome with membranous nephro-
pathy [2], focal segmental glomerulosclerosis [3] and renal vein
thrombosis [4]. Recently chylous ascites was reported as a
presenting feature in a child with systemic lupus [5]. In our
patient various secondary causes of nephritic syndrome were
excluded. Extensive literature search disclosed only one case
of nephrotic syndrome complicated by chylous ascites in a
2-year and 8-month-old girl [6]. Repeated ascitic drainage
in this girl was followed by resolution of ascites, whose
proteinuria further responded to immunosuppressive drugs.
The observations in this case were very similar to those being
reported by us.

The mechanism of chylous ascites formation in nephrotic
syndrome is not clear. It has been suggested that leakage from
the dilated subserosal lymphatics from the edematous bowel
mucosa and submucosa may be responsible [6]. Such
lymphangiectasia may be caused by a slowing of venous return
due to pressure exerted by persistent voluminous ascites. The
gradual resolution of ascites with paracentesis and judicious use
of diuretics supports the above hypothesis.
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