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Skin eruption and long-lasting fever in a young man
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DESCRIPTION

A 20-year-old man presented to emergency room
with a 3-week history of general weakness, fever,
diffuse arthralgia and skin eruption. His medical
history was unremarkable; he did not travel recently,
had no contact with an ill person, nor had risky
sexual behaviour and took no medication. Physical
examination only showed a diffuse, non-painful,
infracentimetric and non-confluent macular erup-
tion over the trunks and limbs (figures 1 and 2).
Blood test showed elevated C reactive protein and
neutrophilic leucocytosis. Serologies for hepatitis
C and B viruses, rubella, Epstein-Barr virus, cyto-
megalovirus, toxoplasmosis and HIV were nega-
tive. Urinalysis and chest X-ray were normal. Blood
cultures became positive for Neisseria meningitidis,
whereas skin biopsy only showed a dermic inflam-
matory polymorphic (lymphocytic and neutro-
philic) infiltrate without specificity with negative
aerobic and anaerobic cultures.

A diagnosis of chronic meningococcaemia was
retained. We started ceftriaxone 2 g twice daily with
good outcome, and he was discharged from hospital
after 7 days of antibiotherapy. The family living
under the same roof and the health carriers who
were in close contact received one pill of ciproflox-
acin 500 mg as secondary prevention.

N. meningitidis is a Gram-negative diplococcus
acquired in the nasopharynx through respiratory
droplets spread from asymptomatic carrier of a
potentially pathogenic strain. Eight serogroups
most commonly cause infections in humans (A, B,
C, X, Y, Z, W135 and L). Infection can produce
a variety of clinical manifestations, ranging from
transient fever and bacteraemia to fulminant disease
with death ensuing within hours after the onset of
clinical symptoms.

Chronic meningococcaemia is defined by a menin-
gococcal bacteraemia with recurrent fever over a
period of at least 1week, without any neurological
symptoms or signs of severe sepsis. This chronic
evolution of N. meningitidis infection is determined
by the virulence of the bacteria, host’s factors (innate
or acquired) or factors influencing the course of the
infection (use of non-steroidal anti-inflammatory
drug or corticosteroid). This can be encountered
at any age, with a higher incidence during adoles-
cence and young adulthood." Immunologically,
properdin deficiency and reduced plasma IgG levels
may predispose to chronic meningococcal disease,
but the majority of patients (like our patient) with
chronic meningococcaemia have a normal humoural
immune system.” The classical triad consists of long-
lasting fever (100%), skin eruption (100%, painful
in 32%) and arthralgias (93%). Myalgias (30%)
and headache (without meningeal syndrome) may
be present. In 60% of cases, general state is good.

Macular lesions on the trunk.

Figure 1

Lumbar puncture is not useful for the diagnosis.
Chronic infection concerns the B serotype in 60%
of cases but in our patient, it was a serotype C. A
rapid diagnosis is important to avoid complications
such as secondary infection (meningitis, glomerulo-
nephritis and epididymitis), contagion and death.
Symptoms are often rapidly degressive with antibi-
otics. Penicillin alone is the recommended treatment
(4million units intravenously every 4hours), but
third-generation cephalosporin (ceftriaxone intrave-
nously 2 g every 12hours) may be used due to the
simplicity of the treatment’ or while the suscepti-
bility to penicillin is not yet confirmed. There is no
consensus about the duration of the antibiotherapy,
but 7days of therapy would usually be sufficient
accordingthe response of the patient.
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Learning points

» The most frequent clinical manifestations with Neisseria
meningitidis are meningitis and septic shock.

» Benign forms are rare but can have fatal outcomes and so
must be recognised at time.

» Itis difficult to recognise the chronic infection since it looks
like a viral infection.
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Figure 2 Macular lesions on the left limb.
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