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Abstract
Staphylococcus aureus bacteraemia (SAB) is one of the most common bloodstream infections globally. Data on the burden and 
epidemiology of community-acquired SAB in low-income countries are scarce but needed to define preventive and management 
strategies. Blood samples were collected from children < 5 years of age with fever or severe disease admitted to the Manhiça District 
Hospital for bacterial isolation, including S. aureus. Between 2001 and 2019, 7.6% (3,197/41,891) of children had bacteraemia, of 
which 12.3% corresponded to SAB. The overall incidence of SAB was 56.1 episodes/100,000 children-years at risk (CYAR), being 
highest among neonates (589.8 episodes/100,000 CYAR). SAB declined significantly between 2001 and 2019 (322.1 to 12.5 epi-
sodes/100,000 CYAR). In-hospital mortality by SAB was 9.3% (31/332), and significantly associated with infections by multidrug-
resistant (MDR) strains (14.7%, 11/75 vs. 6.9%, 14/204 among non-MDR, p = 0.043) and methicillin-resistant S. aureus (33.3%, 
5/15 vs. 7.6%, 20/264 among methicillin-susceptible S. aureus, p = 0.006). Despite the declining rates of SAB, this disease remains 
an important cause of death among children admitted to MDH, possibly in relation to the resistance to the first line of empirical 
treatment in use in our setting, suggesting an urgent need to review current policy recommendations.
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Background

Staphylococcus aureus bacteraemia (SAB) is one of the most 
common bloodstream infections worldwide [1, 2]. In 2019, S. 
aureus was amongst the top three pathogens responsible for 
global deaths associated with antimicrobial resistance (AMR), 
with methicillin-resistant S. aureus (MRSA) causing more 

than 100,000 annual deaths [3]. While SAB epidemiology 
is well described in high-income countries [2, 4], data from 
low-income countries, particularly in sub-Saharan Africa, 
remain scarce [5, 6]. This study aims to describe the burden, 
epidemiological trends and clinical presentation of commu-
nity-acquired SAB among children aged < 5 years in southern 
Mozambique, between 2001 and 2019.
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Material and methods

The study was conducted at the Manhiça District Hospital 
(MDH) by the Centro de Investigação em Saúde de Man-
hiça (CISM). The Manhiça district, a rural area in southern 
Mozambique, has a subtropical climate, with a warm and rainy 
season (November to April) followed by a cool and drier sea-
son [7]. The geographical and socio-demographic character-
istics of the study community are described elsewhere [7, 8]. 
CISM’s health and demographic surveillance system (HDSS) 
documents vital events and migrations in the Manhiça district 
(2,380  km2) with an estimated population of 201,845 inhabit-
ants (27,560 children aged < 5 years) living in 46,441 house-
holds [8]. Since 1997, the CISM and MDH operate a 24h mor-
bidity surveillance, which includes the collection of clinical 
data of all paediatric patients and a systematic collection of a 
single venous blood sample for bacterial isolation upon hos-
pital admission for all children aged < 2 years, and for children 
aged 2 and < 15 years with axillary temperature ≥ 39 ºC or with 
signs of severe illness [9]. All the data analysed were obtained 
from the microbiological and morbidity surveillance databases 
of the study area [7–9]. Minimum community-based incidence 
rates of SAB and 95% CIs were calculated considering indi-
vidual time at risk for children residing in the CISM study area 
excluding periods of migration. In calculating person-time, 
individuals were excluded during a lag period of 15 days after 
each episode of community-acquired bacteraemia. Negative 
binomial regression models were estimated to compare inci-
dence rates. Score test for trend of rates with calendar year was 
assessed by Mantel–Haenszel type method. Logistic regres-
sion models were used to compare the prevalence of SAB 
among all admitted children. Wilcoxon rank sum tests were 
used for nonparametric comparisons. Nutritional status was 
assessed using weight-for-age z scores, calculated using the 
LMS method and the 2000 CDC growth reference charts [10]. 
In-hospital case fatality rate (CFR) due to SAB was calculated 
for children with known outcome, excluding patients that left 
the hospital without medical permission (absconders) or those 
transferred to Maputo Central Hospital (MCH). Data on antibi-
otic resistance—MRSA and multidrug-resistant (MDR) phe-
notypes of this S. aureus collection [11] were compared with 
clinical and epidemiological features using χ2 or Fisher’s exact 
test, considering a significance level of 5% (STATA version 
17, StataCorp LP, Texas, USA).

Results

Study population and positivity of SAB

From January 1, 2001, to December 31, 2019; 50,293 
children aged < 5 years were admitted to MDH, and blood 

cultures collected on admission for 83.3% (41,891) of 
these patients. Bacteraemia was diagnosed in 7.6% of cases 
(3,197/41,891) with S. aureus isolated in 0.9% (394/41,891) 
of the blood cultures, corresponding to 12.3% (394/3,197) 
of bacteraemic patients. The proportion of SAB was highest 
among children aged ≤ 28 days (31.4%, 120/382), followed 
by 24–59 months (10.3%, 64/620) and 29 days-11 months 
(10.2%, 113/1,112), and 12–23 months (8.9%, 97/1,083) 
(p < 0.0001). The rate of S. aureus isolation was simi-
lar among males and females (53.3%, 210/394 vs. 46.7%, 
184/394, respectively).

Minimum community‑based incidence rates

Of the 394 SAB episodes, only 39.6% occurred in children 
living within the HDSS area, yielding an overall mini-
mum community-based incidence of 56.1 episodes (95% 
CI, 47.9–65.6) per 100,000 children-years at risk (CYAR). 
The highest incidence was observed among children 
aged ≤ 28 days with 589.8 episodes (95% CI, 404.5–860.1) 
per 100,000 CYAR) and decreased with age (p < 0.0001): 
92.5 episodes (95% CI, 68.8—124.3) for children aged 
29  days—11  months, 89.3 (95% CI, 68.4—116.6) for 
12–23 months, and 18.7 episodes (95% CI, 13.2—26.6) per 
100,000 CYAR aged 24–59 months. The over-time inci-
dence trend analysis showed a decline throughout the years, 
from 322.1 (95% CI, 210.0—494.1) to 12.5 (95% CI, 3.1—
49.8) episodes per 100,000 CYAR between 2001 and 2019 
(p < 0.0001), Fig. 1. The incidence rate was twice as high 
in the rainy season compared to dry season (77.3 [95% CI, 
63.9—93.5] vs. 35.7 [95% CI, 27.1—47.2] episodes/100,000 
CYAR, respectively; p < 0.0001).

Clinical data

Complete clinical records were only available for 66.7% 
(263/394) of SAB patients and 72.9% (2,044/2,803) of 
patients with other bacteraemia (by other bacterial patho-
gens). Patients with SAB were significantly more likely to 
have clinical malaria and less likely to have non-severe and 
severe anaemia, fever, clinical pneumonia, and dehydration, 
than patients with other bacteraemia (Table 1). The measure 
of Lambaréné Organ Dysfunction Score (LODS) for illness 
severity was similar among patients with SAB and with 
other bacteraemia (Table 1), while the median length of stay 
(LOS) was higher in the second group (4 days [IQR: 3–7] vs. 
5 days [IQR: 3–9], p < 0.0001; respectively).

In‑hospital case fatality rates

Of the 394 SAB patients, 32 were transferred to MCH, 29 
left MDH without medical permission, and one had no medi-
cal record. The overall CFR for S. aureus was 9.3% (31/332), 
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with the highest CFR in children aged 24–59  months 
(20.8%, 10/48), followed by 12–24 months (9.6%, 8/83), 
29 days-11 months (9.3%, 9/97), and ≤ 28 days (3.8%, 4/104) 
(p = 0.021). We did not observe significant differences by 
calendar year (p = 0.957; data not shown); or between rainy 
and dry season (9.0%, 21/232 vs. 10.0%, 10/100, respec-
tively; p = 0.785). Most deaths occurred early on admission, 
being documented within the first (14/31, 45.2%), second 
(4/31, 12.9%), third or beyond day of admission (13/31, 
41.9%). Three patients died on the 15 days follow up: upon 
being discharged (n = 1), transferred (n = 1) or absconded 
from the hospital (n = 1).

Co‑infections among patients with SAB

One hundred and six (26.9%, 106/394) SAB patients had 
malaria, while 3.5% (14/394) presented co-infections with 
other bacteria, including streptococci and Gram-negative 
pathogens, and three were simultaneously infected by two 
S. aureus with distinct antibiotic resistance profiles. Data of 
332 children with complete medical record were analysed to 
compare mortality of patients with SAB + malaria to those 

with SAB only (9.7%, 9/93 vs. 9.2%, 22/239, respectively; 
p = 1.000), and among patients with SAB co-infected by 
other bacterial pathogens to those with SAB only (33.3%, 
4/12 vs. 8.4%, 27/320, respectively; p = 0.018). The median 
LOS was significantly extended among patients with SAB 
only compared to those with SAB + malaria (5 days [IQR: 
3–8] vs. 3 days [IQR: 2–5], respectively; p < 0.001), and 
similar between patients with SAB only and those with SAB 
co-infected by other bacteria (4 days [IQR: 3–7] vs. 4 days 
[IQR: 2–11], respectively; p = 0.926).

Antibiotic therapy prescription

A complete record of antibiotic prescription was available 
for 287 (287/394, 72.8%) SAB patients, 91.6% (263⁄287) 
of which received antibiotics upon admission. Children 
treated with antibiotics were likely to present extended 
LOS than those not treated (5 days [IQR: 3–7] vs. 3 days 
[IQR: 2–4], respectively), although this difference was not 
significant (p = 0.163); while the mortality rate was simi-
lar (11.5%, 25/217 vs. 9.1%, 2/22, respectively; p = 1.000). 
Data on antibiotic prescribed were available since 2003 for 

Fig. 1  Trends of minimum estimates of community incidence rates of bacteraemia by S. aureus between 2001 and 2019. CYAR—Children-years 
at risk
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261 patients. The most administered antibiotics were gen-
tamicin (63.9%, 167/261), ampicillin/amoxicillin (55.9%), 
ceftriaxone (24.5%), penicillin (21.8%), chloramphenicol 
(19.2%), co-trimoxazole (14.6%), and erythromycin (6.1%). 
The antibiotic prescription trend varied over the two decades 
(Fig. 2). Ceftriaxone prescription increased throughout the 
years, while erythromycin and chloramphenicol prescrip-
tion decreased. Use of ampicillin/amoxicillin and gentamicin 
remained similar throughout the surveillance period, while 
penicillin was frequently prescribed until 2014, and pre-
scription of co-trimoxazole oscillated throughout the study 
period.

Comparison between AMR and outcome

Infections by MDR strains were likely to be associated with 
mortality compared to non-MDR strains (14.7%, 11/75 vs. 
6.9%, 14/204, p = 0.043, respectively). Similarly, infections 
by MRSA were associated with mortality compared to 
methicillin-susceptible S. aureus (MSSA) (33.3%, 5/15 vs. 
7.6%, 20/264, respectively; p = 0.006). The median LOS was 
similar between patients infected by MDR and non-MDR 
strains (5 days, IQR: 3–8 vs. 4 days, IQR: 2–7, respectively; 
p = 0.1629), but extended among patients infected by MRSA 
strains compared to those infected by MSSA (7 days; IQR: 
3–12.5 vs. 4 days, IQR: 3–7), respectively), although this 
difference was not significant (p = 0.1345).

Discussion

We described the epidemiological and clinical data of 
two decades of surveillance of community-acquired SAB 
among children admitted at MDH, showing a decline on 
SAB incidence in our setting. However, this incidence could 
be underestimated considering that only 39.6% of the cases 
were from the study area and identified through passive 
detection (severe cases for which health care was sought). 
This declining trend is similar to those observed for other 
invasive bacterial pathogens and clinical malaria previously 
reported in our setting [12–15]. These downward trends 
probably reflect the improved socioeconomic and nutritional 
status, improved water supply, sanitary and overall hygiene 
conditions, more effective prevention of mother to child HIV 
transmission, and better access to antiretroviral treatment by 
patients infected by the HIV. The highest incidence of SAB 
detected among neonates was previously reported in our set-
ting [9] and recently in Gambia [16], probably reflecting the 
relatively immature immune responses [17].

The SAB rate observed in our study (12.3%) was similar 
to the one previously reported in the same setting between 
2001 and 2006 [9]. However, this previous study did not 
evaluate the clinical characteristics and trend of bacteraemia 
by pathogen nor evaluated its association with malaria. In 
our study, SAB patients with co-infections by other bacteria 
were more likely to present a poor outcome, calling for an 
early and accurate diagnosis for a proper inpatient clinical 

Table 1  Clinical data displayed by children with S. aureus bacteraemia and with other bacteraemia, Manhiça District, Mozambique, 2001 – 2019

a OR, odds ratio; bCI, confidence interval; cp-value determined by Logistic regression; dArithmetic Mean (SD); edetermined per month 
increase; fWAZ, weight-for-age z score, gLambaréné Organ Dysfunction Score. Non-severe anaemia is a packed cell volume (PCV) in the 
range ≥ 15%—< 33%, and severe anaemia as a PCV < 15%. Acute clinical malaria was defined as a child admitted with a clinical diagnosis of 
malaria with confirmed P. falciparum asexual parasitaemia > 0 parasites/μL

Clinical data Other bacteraemia S. aureus bacteraemia Multivariate analysis p-valuec

N = 2,044 (%) N = 263 (%) ORa (95%  CIb)

Age (months)d 14.9 (12.7) 11.0 (12.4) 0.9 (0.9—0.9)e  < 0.0001
Clinical Malaria 686 (34) 96 (37) 1.5 (1.1—2.1) 0.0123
Severe Malnutrition (WAZ < -3)f 491 (24) 40 (15) 0.8 (0.5—1.1) 0.1554
Anaemia No-Anaemia 499 (24) 102 (39) Reference 0.0008

Non-Severe Anaemia 1283 (63) 136 (52) 0.6 (0.4—0.8)
Severe Anaemia 262 (13) 25 (10) 0.5 (0.3—0.8)

Fever 1998 (98) 248 (94) 0.4 (0.2—0.9) 0.0269
Diarrhoea 548 (27) 60 (23) 1.1 (0.8—1.6) 0.6085
Vomiting 535 (26) 52 (20) 0.8 (0.6—1.2) 0.4508
Clinical Pneumonia 1180 (58) 93 (35) 0.6 (0.4—0.8) 0.0068
Splenomegaly 547 (27) 53 (20) 0.8 (0.6—1.1) 0.1446
Dehydration 437 (21) 30 (11) 0.4 (0.3—0.7) 0.0003
LODSg 0 1416 (69) 206 (78) Reference 0.1275

1 517 (25) 50 (19) 0.7 (0.5—1.0)
2 99 (5) 6 (2) 0.4 (0.2—1.1)
3 12 (1) 1 (0) 0.8 (0.1—6.8)
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management. The rate of SAB plus co-infections with other 
bacteria (3.5%) and the CFR (7.8%) observed were similar to 
a previous report from South Africa (7% and 8.8%, respec-
tively), a neighbouring country of Mozambique [18]. How-
ever, the CFR reported here might be underestimated con-
sidering that more than 50% of paediatric deaths in the study 
area occur at home, with no previous hospital attendance 
[19]. The high proportion of deaths reported early on admis-
sion suggests that the children sought hospital care in critical 
conditions, or that the infection was caused by isolates resist-
ant to the initial empirical antibiotic therapy. We observed 
an association between mortality and infection by MRSA 
and MDR, in addition to the extended LOS among MRSA-
infected patients. These findings corroborate with previ-
ous reports showing persistent infection and high mortality 
among patients infected by MRSA compared to MSSA [20, 
21], likely due to inappropriate empirical antibiotic therapy. 
Thus, identifying children with risk factors for MDR and 
MRSA infection will allow better guidance for empiric anti-
biotic therapy and a likely improved survival. In our study 
only a single blood culture was performed per patient, hinder-
ing the evaluation of infection persistence, although patients’ 
clinical evolution was reassessed every day.

The Mozambican national guidelines recommend par-
enteral combination of penicillin plus gentamicin or chlo-
ramphenicol (less prescribed due to its toxicity, despite 
occasional use in case of antibiotic stock out) for chil-
dren > 2 years or ampicillin plus gentamicin as empirical 

antibiotic therapy in younger children or those cases of 
severe malnutrition. Treatment is reassessed based on 
clinical evolution and blood culture results using ceftri-
axone for infections by MDR strains or severe disease. 
Our data demonstrated that these antibiotics were the 
most used in our setting, with ceftriaxone increasingly 
prescribed throughout the years. We recently reported 
low rates of SAB caused by MRSA or gentamicin-resist-
ant strains (< 6%), but high for penicillin-resistant strains 
(90%) in our setting [11]. This resistance may challenge 
the empirical therapy based on combination of ampicil-
lin/penicillin plus gentamicin, while ceftriaxone may 
continue as a valuable alternative. Due to the lack of 
complete information on treatment duration, number of 
doses of antibiotic given and prescription alterations, we 
were unable to assess the quality and appropriateness of 
antimicrobial therapy and relate it to patient’s outcome.

Conclusion

In spite of the general declining rates of SAB in our popu-
lation, this disease remains an important cause of death 
among children admitted to MDH, possibly in relation to 
the resistance to the first line of empirical treatment in use 
in our setting, suggesting an urgent need to review current 
policy recommendations.

Fig. 2  Trend of antibiotics prescribed among patients with bacteraemia by S. aureus admitted at the Manhiça District Hospital between 2003 and 
2019. The number at the top (n) corresponds to the total of patients with bacteraemia by S. aureus admitted in that year

657European Journal of Clinical Microbiology & Infectious Diseases (2023) 42:653–659



1 3

Acknowledgements The authors thank the families and their children 
who participated in the study. We also thank the Manhiça District 
Health Authorities, especially the Manhiça District Hospital staff. Spe-
cial thanks to the CISM staff, particularly the clinicians, laboratory 
technicians and HDSS staff. Special thanks for the CISM Bacteriology 
and Molecular Biology laboratory technicians for sample processing.

Author contributions Conceptualization: Marcelino Garrine, Isabel 
Couto, Inácio Mandomando; Data curation: Marcelino Garrine, 
Llorenç Quintó, Sofia Santos Costa, Isabel Couto, Inácio Man-
domando; Funding acquisition: Betuel Sigaúque, Quique Bassat, 
Isabel Couto, Inácio Mandomando; Investigation: Marcelino Gar-
rine, Sofia Santos Costa, Tacilta Nhampossa, Sozinho Acácio, Isa-
bel Couto, Inácio Mandomando; Methodology: Marcelino Garrine, 
Llorenç Quintó, Sofia Santos Costa, Augusto Messa Jr, Arsénia 
J Massinga, Delfino Vubil, Sérgio Massora, Anélsio Cossa, Isa-
bel Couto, Inácio Mandomando; Project administration: Quique 
Bassat, Isabel Couto, Inácio Mandomando; Resources: Betuel 
Sigaúque, Quique Bassat, Isabel Couto, Inácio Mandomando; 
Supervision: Betuel Sigaúque, Quique Bassat, Isabel Couto, Iná-
cio Mandomando; Formal analysis: Marcelino Garrine, Llorenç 
Quintó; Software: Marcelino Garrine, Llorenç Quintó; Visualiza-
tion: all authors; Validation: all authors; Writing-original draft: 
Marcelino Garrine, Sofia Santos Costa, Isabel Couto, Inácio Man-
domando; Writing-review and editing: all authors.

Funding CISM receives core funding from “Agencia Española de 
Cooperacion Internacional para el Desarollo (AECID)”. Marcelino 
Garrine was supported by grant 145278, from Fundação Calouste 
Gulbenkian “Calouste Gulbenkian Foundation”. This study was 
partly supported by funds from PATH through the pneumonia and 
pneumococcus surveillance study (GAT.770–790-01350-LPS), Bill 
& Melinda Gates Foundation through Center for Vaccine Develop-
ment, University of Maryland School of Medicine (Grant: S00957), 
Fundação para a Ciência e a Tecnologia (FCT, Portugal) funds to 
GHTM (UID/04413/2020), and the United States Agency for Inter-
national Development mission in Mozambique through to Fixed 
Obligation Grant No. AID-656-F-12–00001, under RFA-656–12-
000003. ISGlobal receives support from the Spanish Ministry of 
Science and Innovation through the “Centro de Excelencia Severo 
Ochoa 2019–2023” Program (CEX2018-000806-S), and support 
from the Generalitat de Catalunya through the CERCA Program.

Data availability The datasets generated during and/or analysed during 
the current study are not publicly available to protect our participants’ 
sensitive data but are available from the corresponding author on rea-
sonable request.

Declarations 

Ethics approval The morbidity surveillance described in this study 
is included in the ongoing morbidity surveillance system established 
as part of the CISM´s health and demographic surveillance system 
(HDSS) approved by the Institutional Bioethics Committee for Health 
at CISM, and from the National Bioethics Committee for Health.

Consent to participate All residents in the Manhiça district have signed 
an individual informed consent to become part of the ongoing HDSS.

Competing interests The authors have no relevant financial or non-
financial interests to disclose.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 

as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

References

 1. Kern WV, Rieg S (2020) Burden of bacterial bloodstream 
infection—a brief update on epidemiology and significance of 
multidrug-resistant pathogens. Clin Microbiol Infect 26:151–157. 
https:// doi. org/ 10. 1016/j. cmi. 2019. 10. 031

 2. Bai AD, Lo CKL, Komorowski AS, Suresh M, Guo K, Garg A 
et al (2022) Staphylococcus aureus bacteremia mortality: A sys-
tematic review and meta-analysis. Clin Microbiol Infect. https:// 
doi. org/ 10. 1016/j. cmi. 2022. 03. 015

 3. Murray CJ, Ikuta KS, Sharara F, Swetschinski L, Robles Aguilar 
G, Gray A et al (2022) Global burden of bacterial antimicrobial 
resistance in 2019: a systematic analysis. The Lancet 399:629–
655. https:// doi. org/ 10. 1016/ S0140- 6736(21) 02724-0

 4. Hassoun A, Linden PK, Friedman B (2017) Incidence, preva-
lence, and management of MRSA bacteremia across patient 
populations—a review of recent developments in MRSA man-
agement and treatment. Crit Care 21:211. https:// doi. org/ 10. 1186/ 
s13054- 017- 1801-3

 5. Marchello CS, Dale AP, Pisharody S, Rubach MP, Crump JA 
(2019) A Systematic Review and Meta-analysis of the Prevalence 
of Community-Onset Bloodstream Infections among Hospital-
ized Patients in Africa and Asia. Antimicrob Agents Chemother 
20(64):e01974-e2019. https:// doi. org/ 10. 1128/ AAC. 01974- 19

 6. Chukwumeze F, Lenglet A, Olubiyo R, Lawal AM, Oluyide B, 
Oloruntuyi G et al (2021) Multi-drug resistance and high mortal-
ity associated with community-acquired bloodstream infections in 
children in conflict-affected northwest Nigeria. Sci Rep 11:20814. 
https:// doi. org/ 10. 1038/ s41598- 021- 00149-1

 7. Sacoor C, Nhacolo A, Nhalungo D, Aponte JJ, Bassat Q, Augusto 
O et al (2013) Profile: Manhica Health Research Centre (Man-
hica HDSS). Int J Epidemiol 1(42):1309–1318. https:// doi. org/ 
10. 1093/ ije/ dyt148

 8. Nhacolo A, Jamisse E, Augusto O, Matsena T, Hunguana A, Man-
domando I et al (2021) Cohort Profile Update: Manhiça Health 
and Demographic Surveillance System (HDSS) of the Manhiça 
Health Research Centre (CISM). Int J Epidemiol 17(50):395–395. 
https:// doi. org/ 10. 1093/ ije/ dyaa2 18

 9. Sigaúque B, Roca A, Mandomando I, Morais L, Quintó L, Sacarlal 
J et al (2009) Community-Acquired Bacteremia Among Children 
Admitted to a Rural Hospital in Mozambique. Pediatr Infect Dis 
J 28:108–113. https:// doi. org/ 10. 1097/ INF. 0b013 e3181 87a87d

 10. Ogden CL, Kuczmarski RJ, Flegal KM, Mei Z, Guo S, Wei R et al 
(2002) Centers for Disease Control and Prevention 2000 Growth 
Charts for the United States: Improvements to the 1977 National 
Center for Health Statistics Version. Pediatrics 1(109):45–60. 
https:// doi. org/ 10. 1542/ peds. 109.1. 45

 11. Garrine M, Costa SS, Messa Jr A, Massora S, Vubil D, Acácio 
S et al. Antimicrobial resistance and molecular typing of Staphy-
lococcus aureus causing bacteraemia in children under 5 years 
of age admitted to the Manhiça District Hospital, Mozambique, 
2001–2019. To be submitted in Front Microbiol on March 2023

658 European Journal of Clinical Microbiology & Infectious Diseases (2023) 42:653–659

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1016/j.cmi.2019.10.031
https://doi.org/10.1016/j.cmi.2022.03.015
https://doi.org/10.1016/j.cmi.2022.03.015
https://doi.org/10.1016/S0140-6736(21)02724-0
https://doi.org/10.1186/s13054-017-1801-3
https://doi.org/10.1186/s13054-017-1801-3
https://doi.org/10.1128/AAC.01974-19
https://doi.org/10.1038/s41598-021-00149-1
https://doi.org/10.1093/ije/dyt148
https://doi.org/10.1093/ije/dyt148
https://doi.org/10.1093/ije/dyaa218
https://doi.org/10.1097/INF.0b013e318187a87d
https://doi.org/10.1542/peds.109.1.45


1 3

 12. Sigaúque B, Verani JR, Massora S, Vubil D, Quintó L, Acá-
cio S et  al (2018) Burden of invasive pneumococcal disease 
among children in rural Mozambique: 2001–2012. PLoS ONE 
5(13):e0190687. https:// doi. org/ 10. 1371/ journ al. pone. 01906 87

 13. Mandomando I, Bassat Q, Sigaúque B, Massora S, Quintó L, Áca-
cio S et al (2015) Invasive salmonella infections among children 
from Rural Mozambique, 2001–2014. Clin Infect Dis 61:S339–
S345. https:// doi. org/ 10. 1093/ cid/ civ712

 14. Sigaúque B, Vubil D, Sozinho A, Quintó L, Morais L, Sacoor 
C et al (2013) Haemophilus influenzae Type b Disease among 
Children in Rural Mozambique: Impact of Vaccine Introduction. 
J Pediatr 163:S19-24. https:// doi. org/ 10. 1016/j. jpeds. 2013. 03. 026

 15. Mandomando I, Vubil D, Boisen N, Quintó L, Ruiz J, Sigaúque 
B et al (2020) Escherichia coli ST131 clones harbouring AggR 
and AAF/V fimbriae causing bacteremia in Mozambican children: 
Emergence of new variant of fimH27 subclone. PLoS Negl Trop 
Dis 1(14):e0008274. https:// doi. org/ 10. 1371/ journ al. pntd. 00082 74

 16. Odutola A, Bottomley C, Zaman SA, Lindsay J, Shah M, Hos-
sain I et al (2019) Staphylococcus aureus Bacteremia in Children 
of Rural Areas of The Gambia, 2008–2015. Emerg Infect Dis 
25:701–709. https:// doi. org/ 10. 3201/ eid25 04. 180935

 17. Power Coombs MR, Kronforst K, Levy O (2013) Neonatal host 
defense against Staphylococcal infections. Clin Dev Immunol 
2013:826303. https:// doi. org/ 10. 1155/ 2013/ 826303

 18. Naidoo R, Nuttall J, Whitelaw A, Eley B (2013) Epidemiology 
of Staphylococcus aureus Bacteraemia at a Tertiary Children’s 
Hospital in Cape Town, South Africa. PLoS ONE 22(8):e78396. 
https:// doi. org/ 10. 1371/ journ al. pone. 00783 96

 19. Sacarlal J, Nhacolo AQ, Sigaúque B, Nhalungo DA, Abacassamo 
F, Sacoor CN et al (2009) A 10 year study of the cause of death in 
children under 15 years in Manhiça, Mozambique. BMC Public 
Health 9:67. https:// doi. org/ 10. 1186/ 1471- 2458-9- 67

 20. Coombs GW, Daley DA, Thin Lee Y, Pearson JC, Robinson 
JO, Nimmo GR et al (2016) Australian Group on Antimicrobial 
Resistance Australian Staphylococcus aureus Sepsis Outcome 
Programme annual report, 2014. Commun Dis Intell Q Rep 
30(40):E244-254

 21. Inagaki K, Lucar J, Blackshear C, Hobbs CV. Methicillin-suscep-
tible and Methicillin-resistant Staphylococcus aureus Bacteremia: 
Nationwide Estimates of 30-Day Readmission, In-hospital Mortal-
ity, Length of Stay, and Cost in the United States. Clin Infect Dis 
2019 11. https:// doi. org/ 10. 1093/ cid/ ciz123

Publisher's note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

659European Journal of Clinical Microbiology & Infectious Diseases (2023) 42:653–659

https://doi.org/10.1371/journal.pone.0190687
https://doi.org/10.1093/cid/civ712
https://doi.org/10.1016/j.jpeds.2013.03.026
https://doi.org/10.1371/journal.pntd.0008274
https://doi.org/10.3201/eid2504.180935
https://doi.org/10.1155/2013/826303
https://doi.org/10.1371/journal.pone.0078396
https://doi.org/10.1186/1471-2458-9-67
https://doi.org/10.1093/cid/ciz123

	Epidemiology and clinical presentation of community-acquired Staphylococcus aureus bacteraemia in children under 5 years of age admitted to the Manhiça District Hospital, Mozambique, 2001–2019
	Abstract
	Background
	Material and methods
	Results
	Study population and positivity of SAB
	Minimum community-based incidence rates
	Clinical data
	In-hospital case fatality rates
	Co-infections among patients with SAB
	Antibiotic therapy prescription
	Comparison between AMR and outcome

	Discussion
	Conclusion
	Acknowledgements 
	References


