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samples in age groups highlighted a 
relative homogeneity throughout the 
corresponding cohort.

Our study shows that PARV4 in-
fection is readily detectable in French 
blood donors. Prevalence results us-
ing probe PARV4-O were comparable 
to those obtained in previous studies 
involving healthy persons originating 
from various countries (4–6). Con-
versely, the high prevalence obtained 
by using probe PARV4-N was unex-
pected because only 1 study demon-
strated a higher value (45.7%) after 
the investigation of PARV4 DNA in 
bone marrow aspirates of AIDS pa-
tients from Italy (9).

This fi nding suggests a larger 
dispersion of PARV4 than expected 
initially in the general population and 
highlights the need for improvement 
in detection systems directed toward 
PARV4 DNA, particularly by inter-
laboratory collaborations, in direct 
connection with studies investigat-
ing PARV4 genetic diversity. These 
considerations are consistent with the 
recent description of a new PARV4 
genogroup in humans and character-
ization of highly divergent variants in 
bovine and porcine species (10). In ad-
dition, such data raise the question of 
the consequent persistence of PARV4 
infection in healthy persons. Future 
studies need to explore both disper-
sion and potential clinical impact of 
PARV4 on infected hosts.  

Mhammed Touinssi, 
Nadège Brisbarre, 
Christophe Picard, 
Coralie Frassati, 

Bertrand Dussol, Rathviro Uch, 
Pierre Gallian, Jean-François 

Cantaloube, Philippe de Micco, 
and Philippe Biagini

Author affi liations: Université de la Méditer-
ranée, Marseille, France (M. Touinssi, N. 
Brisbarre, R. Uch, P. Gallian, J.-F. Cantalou-
be, P. de Micco, P. Biagini); Service Immu-
nogénétique-HLA, Etablissement Français 
du Sang Alpes-Méditerranée, Marseille (C. 
Picard, C. Frassati); and Centre de Néph-

rologie et de Transplantation Rénale, CHU, 
Marseille (B. Dussol)

DOI: 10.3201/eid1601.090517

References

  1.  Jones MS, Kapoor A, Lukashov VV, 
Simmonds P, Hecht F, Delwart E. New 
DNA viruses identifi ed in patients with 
acute viral infection syndrome. J Vi-
rol. 2005;79:8230–6. DOI: 10.1128/
JVI.79.13.8230-8236.2005

  2.  Simmonds P, Douglas J, Bestetti G, 
Longhi E, Antinori S, Parravicini C, et al. 
A third genotype of the human parvovi-
rus PARV4 in sub-Saharan Africa. J Gen 
Virol. 2008;89:2299–302. DOI: 10.1099/
vir.0.2008/001180-0

  3.  Fryer JF, Lucas SB, Padley D, Baylis 
SA. Parvoviruses PARV4/5 in hepati-
tis C virus–infected persons. Emerg In-
fect Dis. 2007;13:175–6. DOI: 10.3201/
eid1301.060856

  4.  Fryer JF, Delwart E, Hecht FM, Bernar-
din F, Jones MS, Shah N, et al. Frequent 
detection of the parvoviruses, PARV4 and 
PARV5, in plasma from blood donors and 
symptomatic individuals. Transfusion. 
2007;47:1054–61. DOI: 10.1111/j.1537-
2995.2007.01235.x

  5.  Lurcharchaiwong W, Chieochansin T, 
Payungporn S, Theambooniers A, Poo-
vorawan Y. Parvovirus 4 (PARV4) in se-
rum of intravenous drug users and blood 
donors. Infection. 2008;36:488–91. DOI: 
10.1007/s15010-008-7336-4

  6.  Vallerini D, Barozzi P, Quadrelli C, Bosco 
R, Potenza L, Riva G, et al. Parvoviruses 
in blood donors and transplant patients, 
Italy. Emerg Infect Dis. 2008;14:185–6. 
DOI: 10.3201/eid1401.070610

  7.  Biagini P, Dussol B, Touinssi M, Brunet P, 
Picard C, Moal V, et al. Human parvovi-
rus 4 in kidney transplant patients, France. 
Emerg Infect Dis. 2008;14:1811–2. DOI: 
10.3201/eid1411.080862

  8.  Schneider B, Fryer JF, Reber U, Fis-
cher HP, Tolba RH, Baylis SA, et al. 
Persistence of novel human parvovirus 
PARV4 in liver tissue of adults. J Med 
Virol. 2008;80:345–51. DOI: 10.1002/
jmv.21069

  9.  Longhi E, Bestetti G, Acquaviva V, Foschi 
A, Piolini R, Meroni L, et al. Human par-
vovirus in the bone marrow of Italian pa-
tients with AIDS. AIDS. 2007;21:1481–3. 
DOI: 10.1097/QAD.0b013e3281e38558

10.  Lau SK, Woo PC, Tse H, Fu CT, Au WK, 
Chen XC, et al. Identifi cation of novel 
porcine and bovine parvoviruses closely 
related to human parvovirus 4. J Gen 
Virol. 2008;89:1840–8. DOI: 10.1099/
vir.0.2008/000380-0

Address for correspondence: Philippe Biagini, 
UMR CNRS 6578 Equipe Emergence et Co-
évolution Virale, Etablissement Français du 
Sang Alpes-Méditerranée et Université de la 
Méditerranée, 27 Blvd Jean Moulin, 13005 
Marseille, France; email: philippe.biagini@efs.
sante.fr

Otomastoiditis 
Caused by 

Mycobacterium 
abscessus, 

the Netherlands
To the Editor: Nontuberculous 

mycobacteria (NTM) are increasingly 
recognized as human pathogens (1). 
Otomastoiditis is a rare extrapulmo-
nary NTM disease type fi rst described 
in 1976; Mycobacterium chelonae–M. 
abscessus group bacteria, which are 
rapidly growing NTM, are the most 
frequent causative agents and the dis-
ease mostly affects children (1–3). 
In the Netherlands, M. chelonae–M. 
abscessus group isolates have been 
reported from the otologic samples of 
an average of 2 patients annually since 
2006, as compared to 6 patients in the 
preceding 10 years. This emergence 
is not a likely result of improved 
laboratory facilities or awareness in 
clinicians because liquid culture and 
molecular identifi cation techniques 
predate the rise in notifi cation and 
Dutch guidelines advise against per-
forming cultures for chronic otorrhea.

We identifi ed 10 patients from the 
national reference laboratory database 
with otologic samples yielding M. 
chelonae–M. abscessus group bacteria 
during January 1995–June 2007. We 
resubjected these isolates to molecular 
identifi cation by rpoB gene sequenc-
ing (4) and performed a medical fi le 
review.
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The rpoB gene sequencing 
showed that M. abscessus was the 
causative agent in all 10 cases; M. 
abscessus seems to have a predilec-
tion to cause otomastoiditis. Closely 
related M. bolletii and M. massiliense 
(4) were not found. Early reports iden-
tifi ed M. fortuitum or M. chelonae as 
causative agents, which may be be-
cause the taxonomy of the rapidly 
growing NTM has long been debated 
(2,4–7); many of these agents may 
have, in fact, been M. abscessus. All 
primary isolates were found suscep-
tible to clarithromycin and resistant 
to fl uoroquinolones and aminoglyco-
sides in our agar dilution method (8), 
which is not the recommended method 
for rapidly growing NTM (1). Two pa-
tients acquired clarithromycin resis-
tance during treatment. 

Clinical data are summarized 
in the online Appendix Table (avail-
able from http://www.cdc.gov/EID/
content/16/1/167-appT.htm) and match 
those of previous studies (3,5,6). All 
patients had a history of ear infections 
and tympanostomy tube placement, 
previously associated with NTM dis-
ease (7). Nine patients had used ototo-
pical medication, including quinolone 
antimicrobial agents (n = 5), steroids, 
aminoglycosides (n = 2), or both (n = 
2). Clinical signs were nonspecifi c, 
with persistent tympanic membrane 
perforation, chronic painless otorrhea 
resistant to antimicrobial drug therapy, 
and hearing loss.

The fact that this disease primar-
ily affects children, with a mean age 
of 6 years, may be related to age-spe-
cifi c environmental exposures, e.g., 
playing in sand pits or swimming (9). 
Two patients with M. abscessus oto-
mastoiditis are siblings (patients 5 
and 6); a clonal relationship between 
the causative bacteria is possible and 
should be investigated by molecular 
typing tools.

Primary isolates were from bi-
opsy material (n = 5) or otorrhea fl uid 
(n = 5) and were positive for acid-
fast bacilli by direct microscopy for 9 

patients. Five patients had a computed 
tomography (CT) scan performed, 
which showed fl uid in the mastoid (n 
= 4), bone erosion of the mastoid (n = 
2), and mucosal swelling (all); the on-
line Appendix Figure (available from 
www.cdc.gov/EID/content/16/1/167-
appF.htm) displays typical fi ndings.

The mean interval between fi rst 
symptoms and diagnosis of M. ab-
scessus otomastoiditis was 155 days 
for (range 14–360 days). Otorrhea un-
responsive to antimicrobial drug ther-
apy should raise a clinical suspicion of 
NTM otomastoiditis (3), especially in 
patients with bone destruction visible 
on CT images. In patients with otor-
rhea unresponsive to antimicrobial 
drug therapy, routine CT scanning and 
Mycobacterium spp. cultures, pref-
erably from tissue biopsies (1), may 
reduce diagnostic delay and prevent 
further damage.

Patients with M. abscessus oto-
mastoiditis received drug treatment 
for a mean duration of 3 months (range 
28–150 days) and 1.8 episodes of sur-
gery. Five patients with M. abscessus 
otomastoiditis received clarithromy-
cin monotherapy, 5 received multi-
drug therapy with fl uoroquinolones (n 
= 3), fl uoroquinolones, rifampin, and 
ethambutol (n = 1), or meropenem (n 
= 1 (online Appendix Table).

Complications of surgery com-
prised delayed wound healing (n = 4) 
and fi stula formation (n = 2; online 
Appendix Table). Two patients un-
derwent incus removal and later chain 
reconstruction surgery (patients 7 and 
8). In 1 patient, the infection spread 
and caused culture-proven cervical 
lymphadenitis, a retroauricular ab-
scess, fi stula, and facial nerve palsy.

Eight patients were eventually 
cured, defi ned by symptomatic im-
provement and in some cases con-
fi rmed by negative cultures. Two pa-
tients were still receiving treatment at 
the time of data collection. Five pa-
tients had persistent conductive hear-
ing loss after treatment (42%; range 
30–80 dB; online Appendix Table).

American Thoracic Society guide-
lines for treatment of soft tissue and 
bone infections caused by M. absces-
sus advocate 4–6 months of therapy 
with a macrolide, an aminoglycoside 
and cefoxitin or a carbapenem, based 
on in vitro drug susceptibility test re-
sults, combined with surgical debri-
dement when possible (1). Treatment 
regimens in this study deviated in 
duration and content; clarithromycin 
monotherapy is likely to invoke re-
sistance (1) and no evidence supports 
fl uoroquinolone use (1). Moreover, 
use of parenteral agents was limited; 
its reasoning was not generally cap-
tured during fi le review.

M. abscessus otomastoiditis is a 
serious, potentially emerging condition 
that affects children who have had pre-
vious infections, tympanostomy tubes, 
and ototopical antimicrobial drug or 
steroid use in the Netherlands. The di-
agnostic delay and treatment regimens 
warrant improvement to prevent deteri-
oration, additional episodes of surgery, 
acquired drug resistance, and to prevent 
or limit permanent hearing loss.

Jakko van Ingen, 
Frank Looijmans, Piet Mirck, 

Richard Dekhuijzen, 
Martin Boeree, 

and Dick van Soolingen
Author affi liations: Radboud University 
Nijmegen Medical Centre, Nijmegen, the 
Netherlands (J. van Ingen, F. Looijmans, 
R. Dekhuijzen, M. Boeree); National Insti-
tute for Public Health and the Environment, 
Bilthoven, the Netherlands (J. van Ingen, 
D. van Soolingen); and Academic Medical 
Centre, Amsterdam, the Netherlands (P. 
Mirck)

DOI: 10.3201/eid1601.090473

References

  1.  Griffi th DE, Aksamit T, Brown-Elliot BA, 
Catanzaro A, Daley C, Gordin F, et al. An 
offi cial ATS/IDSA statement: diagnosis, 
treatment, and prevention of nontubercu-
lous mycobacterial diseases. Am J Respir 
Crit Care Med. 2007;175:367–416. DOI: 
10.1164/rccm.200604-571ST

 Emerging Infectious Diseases • www.cdc.gov/eid • Vol. 16, No. 1, January 2010 167 



LETTERS

  2.  Austin WK, Lockey MW. Mycobacterium 
fortuitum mastoiditis. Arch Otolaryngol. 
1976;102:558–60.

  3.  Franklin DJ, Starke JR, Brady MT, Brown 
BA, Wallace RJ Jr. Chronic otitis media af-
ter tympanostomy tube placement caused 
by Mycobacterium abscessus: a new clini-
cal entity? Am J Otol. 1994;15:313–20.

  4.  Adékambi T, Berger P, Raoult D, Dran-
court M. rpoB gene sequence-based char-
acterization of emerging non-tuberculous 
mycobacteria with descriptions of Myco-
bacterium bolletii sp. nov., Mycobacte-
rium phocaicum sp. nov. and Mycobac-
terium aubagnense sp. nov. Int J Syst 
Evol Microbiol. 2006;56:133–43. DOI: 
10.1099/ijs.0.63969-0

  5.  Lowry PW, Jarvis WR, Oberle AD, Bland 
LA, Silberman R, Bocchini JA Jr, et al. 
Mycobacterium chelonae causing otitis 
media in an ear-nose-and-throat practice. 
N Engl J Med. 1988;319:978–82.

  6.  Flint D, Mahadevan M, Gunn R, Brown 
S. Nontuberculous mycobacterial oto-
mastoiditis in children: four cases and a 
literature review. Int J Pediatr Otorhino-
laryngol. 1999;51:121–7. DOI: 10.1016/
S0165-5876(99)00259-1

  7.  De Groote MA, Huitt G. Infections due 
to rapidly growing mycobacteria. Clin 
Infect Dis. 2006;42:1756–63. DOI: 
10.1086/504381

  8.  van Klingeren B, Dessens-Kroon M, van 
der Laan T, Kremer K, van Soolingen 
D. Drug susceptibility testing of Myco-
bacterium tuberculosis complex by use 
of a high-throughput, reproducible, ab-
solute concentration method. J Clin Mi-
crobiol. 2007;45:2662–8. DOI: 10.1128/
JCM.00244-07

  9.  Lindeboom JA, Prins JM, Bruijnesteijn 
van Coppenraet ES, Lindeboom R, Kui-
jper EJ. Cervicofacial lymphadenitis in 
children caused by Mycobacterium hae-
mophilum. Clin Infect Dis. 2005;41:1569–
75. DOI: 10.1086/497834

Address for correspondence: Jakko van Ingen, 
RIVM;LIS, National Mycobacteria Reference 
Laboratory (pb22), PO Box 1, 3720BA 
Bilthoven, the Netherlands; email: jakko.van.
ingen@rivm.nl

Diseases Tracked 
by Using Google 

Trends, Spain
To the Editor: We read the article 

by Pelat et al. (1) with great interest 
and decided to explore whether this 
tool could be applicable for non-Eng-
lish and non-French speaking coun-
tries and, more specifi cally, for Spain. 
We compared the Google queries re-
lated to infl uenza-like illness (ILI) and 
chickenpox described by Pelat et al. 
(1), and constructed additional queries 
with symptoms and conditions fre-
quently associated with ILI.

The weekly queries from Janu-
ary 2004 through February 2009 were 
downloaded from Google Insights for 
Search (2). We studied the correlation 
(Spearman ρ) of these queries with 
the data from the national reporting of 
notifi able diseases, available from the 
Spanish National Epidemiology Cen-
ter website (3), assuming a maximum 
difference of 4 weeks.

The queries for gripe (Spanish for 
infl uenza) showed a maximum corre-
lation (ρ = 0.70) 2 weeks before the 
declared ILI (DILI). When excluding 
the terms for aviar (avian) and va-
cuna (vaccine), the correlation peak 
(ρ = 0.81) was likewise observable 
2 weeks before the DILI. The maxi-
mum correlation observed for symp-
tom queries was for tos (Spanish for 
cough) 2 weeks before the DILI (ρ = 
0.74); for conditions associated with 
infl uenza the correlation was for neu-
monía (Spanish for pneumonia, ac-
cented or unaccented) 2 weeks after 
the DILI (ρ = 0.84). The queries for 
varicela (Spanish for chickenpox) 
showed a maximum correlation (ρ = 
0.96) 1 week after the declared illness, 
as observed by Pelat et al (1).

In conclusion, our study points 
out the utility of Internet queries for 
the surveillance of ILI and chicken-
pox in Spain. In the case of ILI, this 
information can be used as an early 
warning tool used complementarily to 

standard surveillance systems. More 
detailed studies are necessary regard-
ing the usefulness and limitations of 
this tool in Spain, as well as in other 
contexts.
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Letters

Letters commenting on recent articles 
as well as letters reporting cases, 
outbreaks, or original research are 
welcome. Letters commenting on ar-
ticles should contain no more than 
300 words and 5 references; they are 
more likely to be published if submitted 
within 4 weeks of the original article’s 
publication. Letters reporting cases, 
outbreaks, or original research should 
contain no more than 800 words and 
10 references. They may have 1 
Figure or Table and should not be di-
vided into sections. All letters should 
contain material not previously pub-
lished and include a word count.
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Appendix Table. Clinical data of patients with otomastoiditis caused by Mycobacterium abscessus* 
Patient 
no. 

Age, y/sex Predisposing 
factors 

Side Symptoms Cultures/ 
pos/(AFB) 

Days to 
diagnosis 

Treatment (n = mo) Outcome 
1 2/M TT, OD Right O, H, P, F, M 5/2 (-) 147 XW-X-X, AD, 1RE3ECipCla Cured, H 
2 10/F TT Right O, H, P, fi, M 5/1 (+) 330 XW-X-X, 2CipCla Cured 
3 4/M TT, OD Left O, H, P, F, M 2/1 (+) 60 X, 3Cla Cured, H 
4 4/M TT, OD Left O, P 2/1 (+) 14 1Cla-8Cla Failure 
5 5/M TT, OD Left O, H 3/3 (+) 100 4Cla Cured 
6 3/M TT, OD Right O, H, P, M 4/3 (+) 60 X, 5Cla-X Cured 
7 10/F TT, OD Right O, H, P, M, L 1/1 (+) 360 2CipCla-X, CR Cured 
8 12/M TT, OD Right O, H, P, A, fi, M, F, L  12/8 (+) 270 X- XW-RD, 1ClaMox-X, LY-CR Cured, H 
9 6/F TT, OD Left O, H, A, F, M,T,V, L 4/2 (+) 90 X-X-XW1Cip-X, 5ClaMer, AD Failure, H 
10 5/F TT, OD Left O, H, P,M, V, L 7/3 (+) 120 X-1Cla Cured, H 
*TT,  ventilation tubes; OD, otic drops; O, chronic otorrhea; H, hearing loss; P, tympanic membrane perforation A, otalgia; F, fever; fi, fistula; M, mastoiditis; F, facial nerve palsy; V, 
tinnitus; V, vertigo; L, lymphadenitis (culture proven); X, surgery; RD, radical debridement; CR, chain reconstruction; Cla, clarithromycin; Rb, rifabutin; Cip, ciprofloxin; R, rifampicin; E, 
ethambutol; Mer, meropenem; Mox, moxifloxacin; AD,  retro-auricular abscess drainage; LY, cervical lymphnode excision; W, delayed wound healing. 
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