T 94 [ do/s

International Journal ot Viedical ana Hearih sciences

Journal Home Page: http:/www.ijmhs.net ISSN:2277-4505

Case Report Of Disseminated Staphylococcal Disease In An Adolescent Boy

Sudha Reddy VR“, Arunkumar AR?, Bhanuchand P}

I* Associate Professor, 283 A osistant Professors; Department of Pediatrics, Sri Devaraj Urs Medical
College and R L Jalappa Hospital & Research Centre, Tamaka, Kolar, Karnataka, India.

ABSTRACT

A 12 year old previously healthy adolescent boy presented with fever, vomiting, pain in the right hip and a
limp. Over the next few days he developed pain in multiple joints, arthritis of left knee, osteomyelitis of

right lower femur and left sided loculated pleura
Methicillin Susceptible Staphylococcus aureus was recov

| effusion with underlying collapse /consolidation.
ered from cultures of blood, synovial fluid and sub

periosteal abscess of right lower femur. A final diagnosis of disseminated staphylococcal disease was made.
In addition to surgical drainage of infected sites, the pat ient received 4 weeks of parenteral antibiotics based
on reports of culture and sensitivity of blood and pus. Patient improved with a good clinical outcome. He is
being followed up for development of res idual orthopedic problems.
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INTRODUCTION

Staphylococcus infection encompasses a wide
spectrum of diseases in children [1].
Staphylococcus aureus (S. aureus) bacteremia can
be associated with dissemination and life
threatening  complications [2-7]. Acute
disseminated staphylococcal disease (DSD) is the
most severe form of staphylococcal infection and

CASE REPORT

A previously healthy 12- year- old boy presented
to the emergency room limping with fever,
vomiting and pain in the right hip. On physical
examination the patient had fever (temperature
39° C), bounding pulses, heart rate of 142
beats/minute, respiratory rate of 36 breaths/minute
and blood pressure of 100/70 mm Hg. He was
toxic, poorly nourished with a weight of 25 Kg.
Systemic examination revealed mild pallor,
hyperdynamic precordium and hepatomegaly
measuring 2 cm below right costal margin. Chest

it was first described in 1977 [7]. A case of DSD
with septic polyarthritis, —osteomyelitis and
pneumonia with empyema is presented here. The
purpose of reporting this case is to increase
awareness about the recognition and management
of DSD especially in children presenting with
polyarthritis.

examination was normal. Left hip joint was tender
with restriction of movements. A provisional
diagnosis of Septic Arthritis/ Osteomyelitis was
entertained and the patient was started on
intravenous Ceftriaxone after collecting blood for
culture and other investigations.

Initial laboratory investigations included the
following: total leucocyte count - 14,400/cu mm,
differential leucocyte count - 71% neutrophils
with a shift to the left, 22% lymphocytes, 5%
monocytes, 2% eosinophils, platelets- 1.5 lacs/cu
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mm, erythrocyte sedimentation rate -114 mm in




1* hour and C- reactive protein— 48 mg/dl. Chest
and pelvic radiographs were normal.

Later on the same day, the patient developed pain
in the left shoulder. On the second day he further
developed pain in left elbow and right knee joints
without obvious swelling. A trial of Aspirin was
administered for 48 hours. The patient remained
febrile with persistence of pain in the joints.
Cultures of blood reported Methicillin Susceptible
Staphylococcus aureus (MSSA) resistant to
Penicillin G, Clindamycin and Erythromycin.
Based on culture sensitivity reports the patient
was administered parenteral
Ampicillin/Cloxacillin and Gentamycin. On the
same day he developed pain and swelling of the
left knee joint. Around 30 ml of turbid purulent
synovial fluid was aspirated from the joint. Gram
stain of synovial fluid revealed gram positive
cocci in clusters and pairs and culture grew MSSA
with antibiotic sensitivity pattern similar to that of
blood.

On the 7" day after admission the patient
developed chest pain with severe respiratory

distress for which he was transferred to the ICU.
Chest radiograph and Ultrasonography (USG)
showed loculated left sided pleural effusion with
underlying collapse/ consolidation (Figs- 1&2).
ECHO was normal. USG guided pleural tap was
performed and around 10 ml of blood tinged pus
was aspirated. Gram stain and culture of pleural
fluid was negative. As the patient showed no
improvement, parenteral Vancomycin was added.
On the 9" day he developed pain with erythema
and swelling in the right thigh. Patient underwent
surgical exploration and 15 ml of pus was drained
from sub periosteal abscess from the right lower
femur. MSSA was recovered from culture of pus
with the same antibiotic sensitivity pattern as that
of blood and synovial fluid. Based on the results
of the above findings a final diagnosis of DSD
was made. An evaluation for deep vein
thrombophlebitis (DVT) by Doppler USG was
negative. Coagulation profile was normal. Surveys
for immunodeficiency and connective disease
were negative.

Figures 1 : USG chest showing left sided loculated pleural effusion with underlying collapse/consolidation

U AL ATYCA AL B L ARG MR O A

The patient improved over the next two weeks.
He completed 4 weeks of antibiotics with good
clinical outcome. Hematological parameters and
chest radiograph obtained at the time of discharge

DISCUSSION
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had normalized. On follow up after 1 month there
was no fever or recurrence of infection. He is
being followed up for development of residual
orthopedic problems.

S. aureus is ubiquitous and may be a part of
human flora found in axillae, inguinal and
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perineal areas and anterior nares. Among healtny
individuals, 20 — 30 % carries at least one strain of
S. aureus in their anterior nares. Autoinfection is

Mcommon and minor infections (styes, pustules)
may be the source of disseminated infection. DSD
is characterized by fever, persistent bacteremia
despite antibiotics and focal involvement of two
or more separate tissue sites [1]. The most
common organs involved in DSD are lungs, bones
and joints followed by skin and muscles, kidneys,
liver, central nervous system and heart [8].

S. aureus is the most common cause of septic
arthritis and osteomyelitis in children but septic
arthritis with polyarticular involvement is
uncommon [1]. In our case, even though a
working diagnosis of septic arthritis was made
initially, rapid involvement of multiple joints with
persistent fever caused considerable confusion in
diagnosis while awaiting blood culture reports.
Joint aspiration could not be attempted initially as
there was no swelling of the joints. Multiple sites
of osteitis and/or septic arthritis as part of DSD
have been reported in literature [2-4,6].

Metastatic disease due to S. aureus is known to
occur in populations with certain pre disposing

conditions such as underlying cardiac diseases,
prosthetic implants, diabetes, human
immunodeficiency virus infection, chemotherapy
for neoplasia and steroid therapy. Absence of
predisposing factors does not exclude the presence
of metastatic disease due to S. aureus [9)].

Pulmonary complications in sepsis caused by S.
aureus are common and it is a cause of
considerable morbidity [2-5]. In our case, the
patient developed unilateral left sided empyema
with collapse/ consolidation which resolved
completely without the need for chest tube or
ventilatory support. Children presenting with S.
aureus septicemia have higher frequencies of
multiple foci [2-7]. Identification and eradication
of septic foci is of utmost importance as it not
only causes local tissue destruction but is also a
source of continued exotoxin release. Heiber et al
[7] reported that 50% of extracutaneous foci of
infection were not detected and one third of the
lesions were noted for the first time on autopsy. If
blood cultures remain positive or temperature
persists despite appropriate  antibiotics, an
aggressive search for septic foci is imperative [5].

ntreated staphylococcal septicemia is associated

WIth a mortality rate o1 = dsu7o |1 ]. HILCUSIVE Lalc
support, appropriate antibiotics and drainage of
septic foci are crucial for a favorable outcome.

CONCLUSION

A high index of suspicion of DSD is to be kept in
mind especially in children with fever and
polyarthritis. In addition to antibiotics, a
meticulous search for foci of infection and
drainage is re-emphasized.

ACKNOWLEDGEMENTS

The authors thank the Management of Sri Devraj
Urs Medical College & R L Jalappa Hospital and
Research Centre for allowing us to publish this
article. We also thank the Departments of
Orthopedics, Pathology, Microbiology and Bio
chemistry for their kind help.

REFERENCES

1. Todd JK. Staphylococcus. In: Kliegman
RE, Stanton BF, St. Geme III JW,
Behrman RE.editors. Nelson Textbook of
Pediatrics. 19™ edition. Philadelphia, PA:
WB Saunders; 2001: pp 903-10

2. Dastjerdi MS, Rostami M, Mirbagheri M.
Disseminated staphylococcal infection
with polyarthritis in a 12 year old boy.
Journal of Research in Medical Sciences.
2007; 12(1):45-48.

3. Kabra SK, Jain Y, Kataria A, John S,
Chatterjee A, Seth V. Disseminated
Staphylococcal Disease. Indian Pediatr;
1996(33):683-685.

4. Paterson MP, Hoffman EB, Roux P.
Severe  disseminated  staphylococcal
disease associated with osteitis and septic
arthritis. J Bone Joint Surg (Br).1990; 72-
B: 94-97.

5. Miles F, Voss L, Segedin E, Anderson BJ.
Review of Staphyloccus aureus infections
requiring admission to a paediatric
intensive care unit. Arch Dis Child. 2005;

90: 1274-1278. Doi:
10.1136/adc.2005.074229. Accessed on
March 2, 2012,

Int J Med Health Sci. January 2013,Vol-2;Issue-1




6. Wang CF, Lee GH, Wang CL.

Disseminated  staphylococcal  disease:
report of one case. Acta Pediatr Taiwan.
2005; 46(2): 87-90.

. Hieber JP, Nelson AJ, McCracken GH Jr.
Acute disseminated staphylococcal disease
in childhood. Am J Dis Child. 1977;
131(2): 181-5.

8. Gedalia A, Tal A, Reuveni H, Bar- Ziv ],

Shaines M, Moses SW. Acute

disseminated staphylococcal disease in
childhood. Harefuah. 1982; 102(1): 15-6.

- Kanafani Z, Fowler Jr VG. Staphylococcus a

aureus infections: New challenges from an
old pathogen. Enferm Infecc Microbiol
Clin. 2006; 24(3): 182-93.

*Corresponding author: Dr Sudha Reddy .VR

E-mail: rdd.’y:_sd h@yahoo.co.in

Int J Med Health Sci. January 2013,Vol-2;Issue-1




