A pain 1n the butt...



Case presentation:

50 year old man with a history of Diabetes
Mellitus and Hyperlipidemia, “arthritis” of
the spine and knee

Admitted 22 Dec with one day history of
acute left lower back pain radiating to the
knee

3 days of intermittent fevers

Works as a construction site supervisor
No travel history

Physical exam: no neurological deficits



Differential diagnosis:

1) Prolapsed intervertebral disc
2) Tuberculous spondylodisciitis
3) Acute schistosomiasis

4) This 1s way too early to say, let's have more
information, please



Initial X-Rays 22 Dec




Initial Labs
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Procalcitonin has been proven to...

1) Have a sensitivity of about 85% for septic
shock 1n the ICU?

2) Be reproducible regardless of which assay
you use

3) Be markedly elevated in SIRS due to
infection but not 1n burns or pancreatitis

4) Be elevated 1n children with severe viral
meningo-encephalitis



Procalcitonin assay in systemic inflammation, infection, and
sepsis: Clinical utility and limitations

Kenneth L. Becker, MD, PhD; Richard Snider, PhD; Eric S. Nylen, MD

Objective: The use of procalcitonin (ProCT) as a marker of
several clinical conditions, in particular, systemic inflammation,
infection, and sepsis, will be clarified, and its current limitations
will be delineated. In particular, the need for a more sensitive
assay will be emphasized. For these purposes, the medical liter-
ature comprising clinical studies pertaining to the measurement
of serum ProCT in various clinical settings was examined.

Data Source and Selection: A PubMed search (1965 through
November 2007) was conducted, including manual cross-refer-
encing. Pertinent complete publications were obtained using the
MeSH terms procalcitonin, C-reactive protein, sepsis, and biolog-
ical markers. Textbook chapters were also read and extracted.

Data Extraction and Synthesis: Available clinical and other
patient data from these sources were reviewed, including any
data relating to precipitating factors, clinical findings, assoclated
ilinesses, and patient outcome. Published data concerning sensi-
tivity, specificity, and reproducibility of ProCT assays were re-
viewed.

Conclusions: Based on available data, the measurement of
serum ProCT has definite utility as a marker of severe systemic
inflammation, infection, and sepsis. However, publications con-
cerning its diagnostic and prognostic utility are contradictory. In
addition, patient characteristics and clinical settings vary mark-
edly, and the data have heen difficult to interpret and often

extrapolated inappropriately to clinical usage. Furthermore, at-
tempts at meta-analyses are greatly compromised by the diver-
gent circumstances of reported studies and by the sparsity and
different timing of the ProCT assays. Although a high ProCT
commonly occurs in infection, it is also elevated in some nonin-
fectious conditions. Thus, the test is not a specific indicator of
either infection or sepsis. Moreover, in any individual patient, the
precipitating cause of an illness, the clinical milieu, and compli-
cating conditions may render tenuous any reliable estimations of
severity or prognosis. It also is apparent that even a febrile septic
patient with documented bacteremia may not necessarily have a
serum ProCT that is elevated above the limit of functional sensi-
tivity of the assay. In this regard, the most commonly applied
assay (i.e., LUMItest) is insufficiently sensitive to detect poten-
tially important mild elevations or trends. Clinical studies with a
more sensitive ProCT assay that is capable of rapid and practi-
cable day-to-day monitoring are needed and shortly may be
available. In addition, investigations showing that ProCT and its
related peptides may have mediator relevance point to the need
for evaluating therapeutic countermeasures and studying the
pathophysiologic effect of hyperprocalcitonemia in serious infec-
tion and sepsis. (Crit Care Med 2008; 36:941-952)
Key Worps: procalcitonin; inflammation; infection; sepsis



Orthopods wanted to discharge
patient

He 1nsisted that he was not better
Did not want to ““‘go home for the holiday”™

Wanted an MRI scan
Asked for a medical consult



MRI was done

f




You are called 1in as the medical
consultant....you....

1) Order a rheumatological battery including
HLA B27

2) Ask for a psychiatric evaluation
3) Do a 24 hour uric acid urine collection
4)None of the above



Septic arthritis of the L3-S1 Facet Joint




The blood culture results come

back...
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Now, you....

1) Take a detailed family history
2) Do stool occult blood testing
3) Arrange for a colonoscopy

4) Get a HIV test
5) Do a 2D Echocardiography



Workup

e His father died of colon cancer and his
brother has colonic polyps

e HIV screening was negative..
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Colonoscopy done....

ENDOSCOPIC THERAPY TREATMENT

Palypectormy: Site - Sigmoid, Size - 5-8mm, Method - Hot Snare. Result - Success, Site - Sigmaoid, Size - 5-Bmim, Method - Hot
Smare, Result - Success, Site - Rectum, Sizs - 10-14mm. Method - Hot Snare, Result - Success

Paolyp at 325cm from anal verges Suboptimal bowsl prep Polyp at 85cm from anal verge

ENDOSCOPIC DIAGHOSIS
Colon Polypis)

Fost polypectomy




TV to LVDW FT RVDd 29
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Final Diagnosis

Aortic valve vegetation, infective.
Aortic valve regurgitation; mild.
Hormal chatnber sizes.

Hormal left ventricular systolic function.

Test Comments
Ilohile mass present on the ventricular aspect of the acrtic cusps, most likely infective vegetations. There 1 mild AR Ward team informed.




TEE or 1s 1t TOE?

Doppler

Mitral E vel 0 PV S vel 0
Mitral 4 vel 0 PV D vel 0
Mitral /4 PV 5D 0
Decel Time 0 PV AR vel 0
TVET 0 [RAP 10
[LVOT Diameter 0 [PASP 0
LVOT TVI 0 [PAEDP 0
|Doppler =y |CI |Cardiau: Index |CI
Ao Vmax 137

Final Diagnosis

Wegetation; Aortic valve.

Aortic valve regurmtation; moderate.
Mormal chamber sizes.

MNormal left ventricular systolic function.

Test Comments

TEE was performed under conscious sedation {iv Donmicum Smg) and topical anesthesia (henocaine spray). It was uncomplicated and patient tolerated the
procedure well There were mobile echodensities attached to the 3 acrtic valve leaflets, measuring 9. 235 Fmm, 8 236 6mm and 6 4305 dmm. These were
documented prolapsing mto the ventricular side of the aortic valve and also attached to the aortic end of the leaflets. There was no obstruction but presence of
moderate acttic regurgitation. The masses are most consistent with vegetations. There was a mdwelling catheter in the right atrium but no ewidence of vegetation on
it.




Treatment

1) Six weeks penicillin intravenously 1n
hospital

2) 4 weeks penicillin 1n the outpatient 1v
therapy clinic

3) 2 weeks gentamicin and six weeks penicillin
in OPAT clinic

4) 4 weeks ceftriaxone



He elected to stay 1n... was doing
well until one day he had acute
left flank pain

1)Acute radiculitis of the L1 nerve root
2)Renal infarct

3)Splenic infarct

4)Bowel infarct






Treatment now?

1)Splenectomy
2)Valve replacement
3)Addition of vancomycin

4)YWatch and wait?



Repeat scope 23 April 2008

e
Appendix (red specks are scope Tramswerse colon

abrasion)

Descending colon Descending colon Sigmoad colon Diescending colon



Ba enema

Ba ENEMA SURINE




He did get spine surgery....

| | | |
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Final Diagnosis

MNaormal chamber sizes,

MNormal left ventricular systolic function.
Aortic valve vegetation.

Aortic valve regurgitation; mild to moderate.

Test Comments
Small vegetation &mm noted on the ventncular surface of the left coronary cusp.
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ARTICLE
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Emergence of endocarditis due to group D streptococci: findings
derived from the merged database of the International Collaboration

on Endocarditis

Published online: 17 December 2004
() Springer-Verlag 2004

Abstract The aim of the present study was to compare the
epidemiological and clinical characteristics of Streptococ-
cus bovis endocarditis with those of endocarditis caused
by oral streptococci, using data obtained from a large
international database of uniformly defined cases of infec-
tive endocarditis. 5. bovis, a well-known cause of infective
endocarditis, remains the common name used to designate
group D nonenterococcal streptococci. In some countries,
the frequency of 5. hovis endocarditis has increased
significantly in recent years. Data from the International
Collaboration on Endocarditis merged database was used

after 1989 (P=0.0007) and was 36.7% in France as com-
pared with 9.4% in the rest of Europe and 6.09% in the USA
(P =0.00001). Patientz with 5. bovis IE had more comorbid-
ity and never used intravenous drugs. Complication rates,
rates of valve replacement, and mortality rates were similar
in the two groups. In conclusion, this stuch confirmed that
8. bovis IE has unique characteristics w hen com pared to en-
docarditis due to oral streptococci and that itemerged in the
1990s, mainly in France, a finding that is yet unexplained.



