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[bookmark: _GoBack]Introduction: Mycoplasma pneumoniae (MP) causes up to 40% of community-acquired pneumonia in children and about 18% of infections requiring hospitalization.  Clinical case: A 15-year-old male child was referred to our emergency department for a progressive respiratory distress. He had a history of mycoplasma pneumonia at the age of 8, poorly documented asthma, and a heterozygous factor VII deficiency. Four days before admission, he had consulted a general practitioner for a flu-like illness treated with paracetamol and ibuprofen. The following day, due to persistent symptoms and a feverish spike at 39°C, he sought attention from another general practitioner. Antibiotic therapy with oral amoxicilline was prescribed. On admission, the patient presented with an acute respiratory distress syndrome. Initial SpO2 was 60% in ambient air and rose to 84% under high-flow oxygen (15 liters/min). Physical examination showed a conscious, calm patient with superficial polypnea at 56 cycles/min, clavicular drowning, seasaw respiration, bilateral pulmonary crackles predominant on the left. During the course of high-flow oxygen therapy (noninvasive ventilation “NIV” with nasal mask), spO2 did not exceed 88%. Initial arterial blood gases (ABG) showed severe type 1 respiratory insufficiency and a lactatemia of 2.6 mmol/L. Endotracheal intubation (ETI) was performed and the patient was transferred to the Intensive Care Unit (ICU)Chest X-ray showed alveolar syndrome with diffuse bilateral extensive infiltrates.Triple intravenous antibiotic therapy with Cefotaxime, Rovamycin and Linseolide was initiated. Due to the unsuccess of ETI, The Extracorporeal Membrane Oxygenation Reference Center (ECMO) was contacted. A veno-venous ECMO was initiated on site and the patient was transferred to the centre. At D5 after admission, the culture of brocho alveolar lavage samples evaluated by Retro Tranverse Polymeras Chain Reaction (RT-PCR) revealed the presence of MP. Antibiotic therapy with Rovamycin alone was then continued. As for the ECMO, it was stopped on D9 and the patient was extubated on D17. He was discharged from the resuscitation department on D20. Discussion: The severity of lung disease caused by MP appears to be dependent on the concentration of CARDS toxin (adenosine diphosphate-ribosylating and vacuolating). Clinical studies suggest that management of severe mycoplasma infection in children in intensive care includes cardiopulmonary assistance and specific antimicrobial therapy.Conclusion: One should always consider MP in children with respiratory distress, particularly during an epidemic period. Microbial colonization associated with asthma could be an aggravating factor of infection.

