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Present illness
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Decrease appetite and body weight

He had visit local hospital at Indonesia without
definite diagnosis

Cough mild

Abdominal fullness

Myalgia

No nausea/vomiting/diarrhea

No dysuria

No skin rash or obvious wound

Physical examination

Consciousness : E4AV5M6

HEENT : supple neck, no icteric sclera
Chest : clear breathing sound, RHB
Abdomen : soft, no tenderness point, back
pain and soreness

Extremities : left thigh tenderness, no
obvious wound at skin

Basic data

ER visit on dayl 12:12 PM

tafG 15T - R EKRE Ry iR sE
Gender : male

Age : 76 y/o

Cons : E4V5M6

Vital signs :

SpO2 : 81%, TPR : 38.6/ 56/ 21, BP : 140/71
mmhg

* Triage |

Past history

* Allergy : NKA
* L4-L5 HIVD s/p OP at 2008

Tentative diagnosis

» FUO r/o atypical infection




Orders
.

I 12:21 PM
 WBC/DC/HB/PLT

PT/aPTT

BUNY/Crea, GOT, T-bil, CRP

Lactate

Blood/C * Il

ABG G6

N/S run 60 ml/hr

CXR

U/A, U/C

Lab data Lab data

WBC/DC/Hb/PLT Biochemistry PT/aPTT

Hb GOT(AST) PT .
ma U/A PH=7.549
WBC T-Bilirubin 7 [Normal ; PC02=37.7 mmHg
lcontrol RBC 16-30 o

P P0O2=65 mmHg
Segmented BUN INR . IWBC >100 BE=11 mmol/L
Neutro. Epithelial cell 0-1 3} HCO03=32.9 mmol/L
ILymphocyte Creatinine APTT TCO02=34 mmol/L

Normal (Cast Granular SO9=05 9%
Monocyte i control cast-amount + NA=133 mmol/L
IAPTT Crystal Not Found K=3.8 mmol/L

HCT=26 %PCV

HB=8.8 g/dL

IEosinophil .5 ILactate latio . [ Cry-amount

Atypical Bacteria
lymphocyte )
Band

Metamyelocyte

IMyelocyte
Platelet

ORDERS Admission course

1404 o After admission to ward initial antibiotics :
N/S 200ml challenge(BT 37.4, BP 95/58, HR 111)

PSA (1.8) cefmetazole 1g Q8H (day1-day3)

Flumarin 2g IV ST & 1g Q6H » F/U lab data on day3, day4
On BP monitor

Arrange Infection ward Alkaline p-tase bl UL
L.DH 156 UL

IV Z5IN/S 100ml/hr HIV Screen 0.74 S/CO

1450 _ AFP I3 gl
» Morphine 5mg IV st(back pain) CEA 1.78 ng/mL
1510 T4 4.2 ug/dL

* Admission to 7B ESR 113 mm/hr
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Blood culture 01/08

PRELIKINART BLOOD CULTURE REPORT:

derobic: SALHSTHS

Anerobic: SHLT349H4 +

One bottle of bottle set was pozsitive cultured and final report *¥E¥*

Microzcopic finding: Gram (+) coccng in cluster

FINAL BLOOD CULTURE REPORT:

Organizm:

1.5taphvlococcns anrens(HSSL)

fidd

Antibiotic/Culture:38 Staphylococcus aurens(MSSh)
CC CIP E GH LVE MEF X P SET TET  TGC
s 3 3 3 S S S

R 3 R 3
<=.25 <=5 «=.25 <=5 .25 <=.25 «=.25 ==.5 <=10 =16 .5
VA
3

2
CC:CCClindanyein) CIP:CIP(Ciprofloxacin ) E:E(Erythromycin )
GH:GM{Gentamicin ) LVE:LVE(Levof loxacin) MEF:MXF(Moxiflowacin)
OX:08(0Oxacillin) P:P(Penicillin) SET:SXT(Bactrin)
TET:TET(Tetracycline ) TGC:TGC(Tigecycline ) VA:VA(Vanconycin )

Urine culture 01/08

HID-STRELM URINE CULTURE:
Colony count : =100000
QOrzanism:

}};j§taphylococcus anrens( 3340

bntibietic/Cnlture:38 Staphvlococcus anrens(H3S4)
CC CIP E GY LV MiF 0% P

S s 5 5 5 5 R
L35 w=lh w=020 w=5 25 =20 «=025 e=

SET TET  TGC
3 13 S
5 o«=10 =16 .25

2
CC:CC{Clindamyciny CIP:CIP(Ciprofloxacin ) E:E{Erythromycin )
GH:GM({Gentamicin ) LVE:LVE(Levofloxacin) MEF:MEF(Hoxif loxacin)
OE:0E(Oxacillin) P:P(Penicillin) SET:SET(Bactrim)
TET:TET{Tetracycline ) TGC:TGC(Tigecycline ) VA:VA{Vanconycin )

CXR day4

Admission course

* Antibiotics change to Oxacillin 2g IV Q4H
+Gentamycin 60mg Q8H due to culture
data




Admission course

 Heart echo was arrange for evaluate of IE

on 01/09

RVD w07 - 23 )

A root 34 mn {20 - 39 )
Vs it w06 - 11

L 43 w19 - 40 )
LVELD 58 w36 - 52 EF 72 %
LVEW 3 mn (06 - 11 EF by Simpzon = %
LYESD 34 w20 - 360 Ehythn @ Norwal sinue rhythn

Comment :

Dilated L4 and LV

Wormal regional wall metion and normal LV centractility
Mild dortic valve sclerogis with trivial AR

Mildly thickened mitral valve without MR

Wo valvular vegetation vizible from Transthoracic approach

L-spine MRI

» NS doctor : susp. L-spine osteomyelitis >
do MRI

Asmission course

« F/U Iab data on day8
EsR | >u0 ]
__
6.3

0.5

Hb

\eﬁmen‘[ed Neutro.

LT

Iklillll‘_‘ll

Final diagnosis

* L-spine osteomyelitis with MSSA
bacteremia

DISCUSSION




Osteomyelitis

Osteomyelitis is infection localized to bone
dull pain at the involved site

Local findings (tenderness, warmth,
erythema and swelling) and systemic
symptoms (fever, rigors)

Symptoms and sign could be only mild and
not easy to diagnosis

hen to susp osteomyelitis

Pus on aspiration

Positive bacterial culture from bone or
blood

Presence of classic signs and symptoms of
acute osteomyelitis

Radiographic changes typical of
osteomyelitis

ome hints for osteomyelitis

Imaging studies (e.g., plain radiography,
magnetic resonance imaging, bone
scintigraphy) demonstrating contiguous soft
tissue infection or bony destruction

Clinical signs
Exposed bone
Persistent sinus tract
Tissue necrosis overlying bone
Chronic wound overlying surgical hardware
Chronic wound overlying fracture

Laboratory evaluation
Positive blood cultures
Elevated C-reactive protein level
Elevated erythrocyte sedimentation rate

Classification of osteomyelitis

» Waldvogel Classification System for
Osteomyelitis

e Cierny-Mader Staging System for

Osteomyelitis

TABLE 1
Waldvogel Classification System for Osteomyelitis

Hematogenous osteomyelitis

Osteomyelitis secondary to contiguous focus of infection
Mo generalized vascular disease
Generalized vascular disease

Chronic osteomyelitis (necrotic bone)

s, therapeutic

Cierny-Mader Staging System for Osteomyelitis
Anatomic type
Stage 1: medullary osteomyelitis
Stage 2: superficial osteomyelitis
Stage 3: localized osteomyelitis
Stage 4: diffuse osteomyelitis
Physiologic class
A host: healthy
B host
Bs: systemic compromise
Bl local compromise
Bls: local and systemic compromise
C host: treatment worse than the disease
Factors affecting immune surveillance, metabolism and local vascularity
Systemic factors (Bs): malnutrition, renal or hepatic failure. diabetes mellitus, chranic hypoxia
immune disease, extremes of age. immunosuppression or immune deficiency
Local factars (BI): chronic lymphedema, venous stasis, major vessel compromise, arteritis, extensive
scarring. radiation fibrosis, smallvessel disease, neuropathy, tobacco abuse

v G, Mader JT, Pennick JJ. A clinical staging system for adult
985 10:17-37.




Common pathogen in

osteomyelitis

Organisms Commonly Isolated in Osteomyelitis Based on Patient Age

Infants (< 1 year)
Group B streptococci

Staphylococcus aureus

hia coli
Children (1 to 16 years)
S

S. aureus

Streptococcus pyogenes

Haemophilus ir

Adults (> 16 years)

Serrafia marcescens

kinders LC. Osteamyel

1993452843

Common pathogen in
osteomyelitis

Organisms Isolated in Bacterial Osteomyelitis
Organism Comments

Staphylococous aureus Organism most often isolated in all types of
osteomyelitis

Coagulase-negative staphylocacei or Foreign-body—associated infection
Propionibacterium species

Enterobacteriaceae species or Pssudormonas  Common in nasocomial infections
@eruginosa
Streptococci or anaerobic bacteria Assaciated with bites. fist injuries caused by contact

with another person's mouth. diabetic foot lesions
decubitus ulcers

Salmonella species or Streptococcus Sickle cell disease

Human immunodeficiency virus infection
Human or animal bites
Aspergillus species vium Immunocempromised patients

intracellulare or Ca
Mycobacterium tubercuiosis Populations in which tuberculosis is prevalent

Brucella species, Coxiella bumetii (cause of  Population in which these pathogens are endemic
chronic @ fever) or other fungi found in specific

geographic areas

Adapted with pei

voge! FA. Osteornyelitis

Engl J Med 1997,336.996—1007.

Bone scan

Right lateral/left medial Left lateralright medial
7 = :




Table 3. Initial Antibiotic Therapy for Treatment of Osteomyelitis in Adults

fa) of firat choi

ory 12 hours  Lovoosa

HANKS FOR YOUR
ATTENTION




