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Olgu (A.A))
» 48 yas /erkek
» Ekmek firininda calismakta
» 2014 yilindan beri esinden ayri (son bir yildir resmi olarak ayri)

» Tek basina yasamakta (2 ¢ocuk sahibi)

» Yakinma (12.10.2017)

» Ates, suur bulaniklig1, hareketlerde yavaslama ve anlamsiz konusma

> Is arkadaslar tarafindan acil servise getirilmisti
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Oykii

» Yaklasik 3 haftadir halsizlik, terleme ve ates sikayeti
(gribal enfeksiyon benzeri sikayetler)

» Son birkag gilindiir bas agrisi/ara sira bulanti

» Bu donemde 3 kez Acil Servise basvuru
(serum/c¢esitli 1laglar?)

» Analjezik/anti-inflamatuvar ila¢ kullanimi

> Ismini bilmedigi cesitli antibiyotikler kullanmis
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> Ozgecmis

» Bilinen sistemik hastaligi yok

» 2013 yilinda suicid 6ykiisii mevcut

» 3 yil once tekrarlayan dis apseleri

» Yakin zamanda dental girisim Oykiisii yok
> Soygecmis

> Ozellik yok

» Aliskanhklar
» Sigara kullanimi1 (6zellikle son 1 yildir 3 paket/giin)

» Nadir alkol kullanimi
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» FM (Acil Serviste ilk degerlendirme-12.10.2017)

» Genel durumu orta, suuru uykuya meyilli, oryantasyon/

kooperasyon kismen mevcut
> Ates: 38.1 °C, TA: 90/60 mmHg , SDS: 22/dk , Nb: 102/dk
» Kilo: 95 kg, boy: 175 cm
» Orofarenks: Hafif hiperemik, agiz bakim koétii, dislerde ¢iiriikler
» KVS: Ritmik/tasikardik, ek ses/iifiirlim yok
» Solunum sistemi: Dogal
» Batin: Rahat, defans/rebaund yok, hassasiyet yok
» SSS: Ense sertligi +

» Ekstremiteler: Dokiintii, kizariklik, 6dem yok




Acil Servise ilk basvuru-Laboratuvar (12.10.2017)

> Lokosit: 23,2x103/mm?3, hgb: 11,6 g/dL, trombosit: 361 x103/mm?

> Ure: 37 mg/dL, kreatinin: 1,04 mg/dL, Total bilirubin: 0,8 mg/dL
» ALT: 60 U/L, AST: 21 U/L, GGT: 91 U/L

» Total protein: 5,8 g/dL, albiimin: 2,9 g/dL
» Protrombin zamani: 13.4 sn, aPTT: 24,5 sn, INR: 1,07 Sn%

> CRP: 91,6 mg/L

» Sedimantasyon: 27 mm/H
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» Acll Serviste
»LP planland1
»Noroloji konsiiltasyonu
» G0z dibi muayenesi (papilla 6demi +)
»Kranial goriintiileme planlandi

> Seftriakson 2 gr 1.V. yapildi
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=Kranial BT (12.10.2017): Her iki temporal lobda beyaz cevher 6demi izlenmektedir.
Difiizyon agirlikli MR Onerildi.
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Difiizyon agirhkhh MR goriintiileme: Beyin parankiminde c¢ok sayida lezyon ve bu

lezyonlarda difiizyon kisitlamasi1 mevcuttur (difiizyon kisitlamas: apse lehine yorumlandi).




» Beyin Cerrahi goriisii
» Cerrahi girisim diisiiniilmedi
» Etiyolojiye yonelik arastirma

> Immiin sistemde ciddi baskilanma yoksa anti 6dem tedavi

(deksametazon) onerildi.

> Seftriakson 2x2 gr I.V. + Metronidazol 4x500 mg 1. V. eklendi
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Klinik Seyir (13.10.2017)

» Hasta klinigimize yatirildi

» 2 kan kiiltiirii alind1 (takibinde atesi devam edince 2 kan kiiltiirii daha)

» Hbs Ag:(-), Anti HCV:(-), Anti HIV:(-), Anti Toxo IgM:(-), VDRL.:(-)

> Seftriakson 2x2 gr I.V. + Metronidazol 4x500 mg I.V. +Anti 6dem tedavi

> Konviilziyon acisindan profilaksi: Levetirasetam (keppra) 2x500 mg L. V.
baslandi (Noroloji Onerisi)

» Kontrastl kranial MR ¢ekilmesi (Radyoloji 6nerisi)

INAILZ TURK KLINIK MIKROBIYOLOUI VE
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*Kontrasth Kranial MR(13.10.2017): Aksiyel FLAIR (sag) ve kontrastli aksiyel
T1A (sol) sekansinda; bilateral serebral hemisferde sagda en biiyiigii temporal lobda

subkortikal mesafede 25 x 18 mm__, solda en biiyiigii bazal ganglionlar
lokalizasyonunda medialde 18 X 12 mm boyutunda, etrafinda 6dem bulunan, duvan
kontrast tutan, santrali nekrotik ¢cok sayida apse ile uyumlu lezyon izlenmektedir.




Klinik Seyir (14.10.2017)-2. giin

> Kardiyoloji goriisii (I.E.) agisindan
» TTE’de sag-sol ventrikiil ¢cap ve fonksiyonlar1 normal

» Kalp kapak fonksiyonlar1i normal

» Perikardda s1v1 veya trombiis saptanmadi

» (Odak acisindan tiim abdomen USG
» KC sol lob segment 2°de 65x40 mm, segment 3’te 50x40 mm, sag lob
segment 6’da 55x52 mm, segment 6’da safra kesesi komsulugunda 25x22 mm

boyutlarinda kalin duvarli, yogun igerikli 4 adet apse ile uyumlu lezyon

» Baska herhangi bir odak?

» Torax ve tiim abdomen BT planland1

INAlLZ TURK KLINIK MIKROBIYOLOJI VE
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Klinik Seyir-2. giin

»Karaciger sol lob segment 2’de 46x40 mm ve 62x30 mm boyutunda, kalin duvarl duvari,

kontrast tutan, i¢i kistik yapida 2 adet apse goriiniimii

»KC sag lob segment 5’de safra kesesi komsulugunda 31x30 mm boyutunda 3. apse odagi (sag iist)

»KC sag lob segment 6’da 55x45 mm boyutunda 4. apse odagi mevcuttur (sol alt)

»KC ‘de 4 adet apse odagi, 3 planda aksiyal, sagital ve koronal diizlemlerde gosterilmistir (sag alt)




Klinik Seyir

» Girisimsel Radyoloji/Genel Cerrahi goriisii (girisim/drenaj agisindan)

» Girisimsel Radyoloji tarafindan drenaj planlandi

» Sefrtriakson/Metronidazol tedavisi altinda genel durumu koétii, suuru uykuya
meyilli, atesi devam etmekte, hipotansif, tasikardik, takipneik hasta

(6ncesinde antibiyotik kullanim dykiisti !)

» Lokositoz : 22,1x103/mm3, CRP: belirgin gerileme yok

v © (4 o W o

Tedavi degisikligi ?

» Sefrtriakson tedavisi kesildi, Metronidazol devam

»>Vankomisin 2x1 gr I.V. ve Meropenem 3x2 gr I.V. tedavi baslandi

INAILZ TURK KLINIK MIKROBIYOLOUI VE
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Klinik Seyir

Girisimsel Radyoloji tarafindan KC’deki apseler perkiitan yolla drene edildi

A\
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Direkt boyasiz preparat: Yogun lokosit

Gram boyama: Cok yogun PMNL, nadir gram negatif

basiller, nadir gram pozitif koklar gorildi
Apse kiiltiirii: Ureme olmadi

Bakteriyel menenjit etkenleri (PCR): Negatif
Tbc PCR: Negatif

EZN boyama: ARB goriilmedi

The Kkiiltiirii: Ureme olmadi

Patoloji: Malignite yoniinden negatif. Nekrotik debris
igerisinde PMNL baskin inflamatuvar hiicre infiltrasyonu

1zlenmistir. Mikroorganizma goriilmedi.
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Klinik Seyir

Toplam 6 kan kiiltirii: Hentiz tireme yok
Brusella RB: Negatif

Brusella tiip agliitinasynu: Negatif
HbAlc: 6 %

Anti HIV: Tekrar negatif

Bakteriyel menenjit etkenleri (PCR): N. menengitidis, S. pneumoniae,
L. monocytogenes negatif

Amip IHA: Negatif
Kist hidatik IHA: Negatif
Gaitada E. histolitica antijen testi: Negatif

Gaitanin direkt parazit incelenmesi: Ozellik saptanmadi

YV V VYV VYV V

YV V VYV V
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Klinik Seyir (16.10.2017)-4. giin

> Tekrar Kardiyoloji goriisii (I.E. a¢isindan)
» TTE normal, TEE denendi ancak hasta tolere edemedi
> Mevcut haliyle dncelikle I.E. diisiiniilmedi

» Alinan kan kultiirlerinin takibi onerildi

» Girisimsel Radyoloji (kontrol hepatobiliyer USG)

» Lezyonlarda gerileme mevcut/ek bir girisim diistiniilmedi

» Hastanin genel duru daha 1yi, atesi geriledi

> Lokosit: 22,8x10%/mm3, hgb: 12,4 g/dL, trombosit: 541 x103/mm?
> Ure: 37 mg/dL, kreatinin: 1,03 mg/dL

» ALT: 17 U/L, AST: 18 U/L, GGT: 92 U/L

» CRP: 125 mag/L
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Klinik Seyir (23.10.2017)-10. giin

» Hastanin genel durumu 1yi, suuru agik, oryante-koopere, atesi yok
» Lokosit: 21,5x103/mms3, hgb: 12,8 g/dL, trombosit: 291 x103/mm3
> Ure: 40 mg/dL, kreatinin: 0,75 mg/dL, ALT: 71 U/L, AST: 14 U/L
» CRP: Negatif

» Total protein: 4,3 g/dL, alblimin: 2,2 g/dL (albiimin replasmani)
» Toplam 6 kan kiiltiiriinde anlaml iireme olmadi

» ANA, Anti-DSDNA, Anti-CCP, HLA B51, ANCA: Negatif

» Total IgA, IgM, IgG: Normal aralikta

» Behget Hastalig1 agisindan paterji testi: Negatif

INAILZ TURK KLINIK MIKROBIYOLOUI VE
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Klinik Seyir (26.10.2017)-14. giin

> Genel durumu iyi, 37.7-38 °C atesi olan hastanin sag bacaginda siddetli agr
» Lokosit: 16,7x103/mm3, hgb: 12,2 g/dL, trombosit: 226 x103/mm?3
> Ure: 25 mg/dL, kreatinin: 0,59 mg/dL, ALT: 36 U/L, AST: 51 U/L
» CRP: 9,45 mg/L

» 2 kan kiiltiirti alindi

» Venoz doppler USG

» Sag distal krural vende ve sol derin krural venle iliskili intramiiskiiler venoz

dalda komprese olmayan, akima izin vermeyen hipoekoik akut DVT izlendi

» Profilaktik dozda aldig1 diisiik molekiil agirhikli heparin dozu arttirildi,
NSAI baslanmasi onerildi (KVC 6nerisi)

INAILZ TURK KLINIK MIKROBIYOLOUI VE
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Klinik Seyir (31.10.2017)-19. giin

» Daha sonraki takiplerinde hastanin sikayetleri geriledi, atesi olmadi
» Lokosit: 8,2x103/mm3, CRP: Negatif

» Alinan 2 kan kultiirinde daha sonra anlamli tireme olmadi

> Kardiyoloji tarafindan I.E. acisindan tekrar degerlendirildi
» TEE daha 6nce tolere edemedigi icin tekrar1 6nerilmedi

> Tekrarlanan TTE’de I.E. bulgusu tespit edilmedi

INAILZ TURK KLINIK MIKROBIYOLOUI VE
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Klinik Seyir

» Her iki deltoid bolgede ve sirtta kasintili eritemli-papiiller tarzda lezyonlar
> 03.11.2017 (takibinin 22. giinii)

> Lokosit: 5,8x103/mm?3 (Neu: 2810), hgb: 12,6 g/dL, trombosit: 142x103/mm3,
CRP: Negatif

» 06.11.2017 (takibinin 25. giinii)

> Lokosit: 4,8x103/mm?3 (Neu: 1480), hgb: 14,4 g/dL, trombosit: 178x103/mm?

» 10.11.2017 (takibinin 29. giinii)

» Lokosit: 3,5x103/mm?3 (Neu: 30), hgb: 13,8 g/dL, trombosit: 260x103/mm?
»> PY yapild1 (Hematoloji konsiiltasyonu)

» Lenfosit: %57, Monosit: %37, Notrofil: 0, Bazofil: %4, Eozinofil: % 2

» Atipik hiicre tespit edilmedi

INAlLZ TURK KLINIK MIKROBIYOLOJI VE
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Klinik Seyir (10.11.2017)-29. giin

» Hastada notropeni gelisti

» Atesi yok, genel durumu iyi

» Hastanin tedavileri gbzden gec¢irildi

Tedavi degisikligi?

Vankomisin / Meropenem / Metronidazol / Levetirasetam

> Vankomisin? / Levetirasetam?

Vankomisin ve daha nadir olarak Levetirasetamin

notropeni yapabildigi ile 1lgili bildirilmis olgular mevcut

INAILZ TURK KLINIK MIKROBIYOLOUI VE
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Ann Pharmacother. 2004 Nov;38(11):1855-9. Epub 2004 Oct 5.
Probable vancomycin-induced neutropenia.

Segarra-Newnham IVIW, Tagoff SS.

+ Author information

Abstract
OBJECTIVE: To report a case of vancomycin-induced neutropenia and provide a review of the literature.

CASE SUMMARY: A 64-year-old white man was treated with intravenous vancomycin 1.5 g/day for finger osteomyelitis. He developed
neutropenia after 21 days of vancomycin therapy. The absolute neutrophil count reached a nadir of 418 cells/mm(3) during vancomycin use
and returned to normal 7 days after its discontinuation. The eosinophil count was also elevated during the neutropenic episode and probably
related to vancomycin. Based on the Naranjo probability scale, the reaction was probably related to vancomycin use.

DISCUSSION: Articles describing cases of vancomycin-induced neutropenia were identified. All patients developed neutropenia as a result of
vancomycin therapy >/=12 days. Neutrophil counts generally increased following discontinuation of vancomycin. One article reported
successful resolution of neutropenia and infection by switching the patient's therapy to the structurally related antibiotic agent teicoplanin.
Other patients were continued on vancomycin therapy, and neutropenia was treated with moderate to good success with filgrastim.

Rechallenge was not generally attempted. The mechanism of neutropenia caused by vancomycin is unclear, but appears to be immune-
mediated.

CONCLUSIONS: Vancomycin therapy should not be prolonged unless absolutely necessary, and therapy should be reserved for patients with
clear indications for the drug, such as infections due to gram-positive organisms resistant to other therapies. Patients should have periodic
assessment of white blood cell and neutrophil counts with consideration to discontinue vancomycin if neutropenia develops.

PMID: 15466904 DOI: 10.1345/aph.1E187
[Indexed for MEDLINE]

»Olas1 Vankomisine bagli notropeni

» Osteomiyelit nedeniyle Vankomisin alirken 21. giinden sonra ndtropeni
»Notrofil sayis1 418
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ANKEM Derg 16 (No. 1): 92-95 (2002)

VANKOMISINE BAGLI NOTROPENI VE ARDISIK FUSIDIK ASIT
TEDAVISI: BIR OLGU SUNUMU

IThami CELIK!, Mustafa CIHANGIROGLU!, Kutbettin DEMIRDAG!,
Ismail AKDEMIR2, Aydin OZKAN!

OZET

Beyin absesi nedeniyle ampirik vankomisin+metronidazol+sefotaksim tedavisi baslanan 11 yasindaki
erkek hastada, tedavinin 24. giiniinde nétropeni, salivasyon artigi, ateg ve dokiintii gézlenmistir. Vankomisin
tedavisi sona erdirilip, febril n6tropeni nedeniyle seftazidim, netilmisin ve ayrica immiinomodiilatdr etkisin-
den dolay: levamizol baslanmistir. Hasta bes giin sonra ndtropenik tablodan ¢ikmustur. Eg zamanl olarak sa-
livasyon artisi da kaybolmus, ancak ddkiintiiler yedi giin daha devam etmistir. N6tropeni diizeldikten sonra
beyin absesine yonelik olarak fusidik asit tedavisi baslanmastir. Fusidik asit tedavisi ile hastanin klinik ve rad-
yolojik bulgularinda diizelme gzlenmistir.

Anahtar kelimeler: Vankomisine bagh nétropeni, beyin absesi, fusidik asit

SUMMARY
Vancomycin-induced neutropenia and fusidic acid treatment consecutively: a case report.

Neutropenia, hypersalivation, fever and eruption were observed at the day of 24t of the treatment at 11
years old boy who had brain abscess, and began to treatment with vancomycin plus metronidazole and cefo-
taxime. Vancomycin had discontinued and ceftazidim, netilmicin and amikacin had been started for the
cause of febrile neutropenia and further levamizole was added as an immunostimulant. On day five, the
patient’s neutropenia and the salivation increase were resolved simultaneously, but eruptions continued further
seven days. Fusidic acid was started for treating brain abscess after improving neutropenia. Clinical and
radiologic findings of the patient recovered with this treatment.

Key words: Vancomycin-induced neutropenia, brain abscess, fusidic acid

» Vankomisine bagli notropeni genellikle tedavinin 15-40. giinlerinde gelisir.

> Ilacin serum konsantrasyonundan bagimsizdir.

> Ilacin kesilmesinden genellikle 2-5 giin sonra nétrofiller normale doner.

» Vankomisinin neden oldugu nétropeninin immiinolojik mekanizmayla olustugu

kanaati mevcuttur.

KLlMI TURK KLINIK MIKROBIYOLOJI VE
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Vancomycin-Induced Neutropenia Associated With Fever:
Similarities Between Two Immune-Mediated Drug
Reactions

Patrick E Smith, Pharm.D., and Charles T. Taylor, Pharm.D.

A 39-year-old woman being treated for osteomyelitis with vancomycin
developed severe neutropenia and drug fever. After she discontinued therapy,
both disorders quickly resolved. These adverse reactions have rarely been
reported with vancomycin, and share many similarities with regard to clinical

features and postulated mechanisms of induction.

To our knowledge this is

the first case documenting drug fever as a principal component of vancomycin-
induced neutropenia, and provides further evidence in support of an immune-

mediated mechanism.

(Pharmacotherapy 1999:19(2):240-244)

Vancomycin is an antibiotic often administered
to treat gram-positive bacterial infections that are
resistant to other antimicrobial agents. It has
been available for over 30 years, and experience
has shown that it is both safe and clinically
effective. Few alternatives are currently available
for patients intolerant to vancomycin therapy.
Adverse effects such as ototoxicity, nephro-
toxicity, and infusion-related red man syndrome
are well described. A less common adverse
effect, vancomycin-induced neutropenia, is the
subject of several case reports.'™'3

Vancomycin-induced neutropenia typically
occurs after 10 days or more of therapy and does

induced neutropenia, with delayed onset and
rapid resolution of symptoms occurring when
the offending agent is discontinued.

Case Report

A 39-year-old woman with sickle cell SS
disease and a history of chronic osteomyelitis of
the left ankle was admitted to undergo a right
latissimuss free flap to the left leg with
segmentectomy, a procedure she had undergone
4 times in the past. One day before surgery she
underwent an exchange transfusion, which was
well tolerated. On hospital day 3 the bone was

» Osteomiyelit nedeniyle Vankomisin alirken gelisen ciddi notropeni

» Tedavi kesildikten sonra notropeni diizelmis

TURK KLINIK MIKROBIYOLOJIVE
INFEKSIYON HASTALIKLARI DERNEGI




Tumori. 2013 Sep 9;101(5)e145-6. doi: 10.5301/%.3000312.

Neutropenia secondary to exposure to levetiracetam.

Tabemer Bonastre MT?, Peralta Mufioz S, Boza FM. Guma | Padrd J.

# Author information

Abstract

AIMS AND BACKGROUND: Brain metastases occur in about 30% of patients with non-small-cell lung carcinoma; seizures occur in
approximately 20% of them. Antiepileptic drugs are commeonly given for postoperative prophylaxis after brain or metastasis tumor surgery.
The incidence of seizures following supratentorial craniotomy is estimated to be 15%-20%. Postoperative seizures are more common in the
first month after cranial surgery. However, the use of antiepileptic drugs postoperatively has been investigated in randomized controlled trials.
In case of seizures, the recommendations are continuing antiepileptic drugs after a 1- to 4-year seizure-free interval. This decision must
weigh the risk of seizure recurrence against the possible benefits of the drug. Some antiepileptic drugs have been known to cause blood
dyscrasias, including neutropenia, but this is a rare occurrence.

METHODS: We report a case of neutropenia related to the use of levetiracetam at first exposure. After drug administration, neutropenia was
detected. Additional tests were performed.

RESULTS: By exclusion, it was decided to withdraw the drug, and the patient had a reversal of neutropenia.
CONCLUSIONS: Levetiracetam-induced neutropenia is infreguent but possible. It is an exclusion diagnosis.

PMID: 2604510% DO 10.5301#).5000312
[Indexed for MEDLIME]

»Levetirasetam ve bazi anti epileptik ilaglarin kullanimi

sonrasi notropeni nadir olmakla birlikte miimkiindiir.

MI TURK KLINIK MIKROBIYOLOJIVE
INFEKSIYON HASTALIKLARI DERNEGI




Klinik Seyir - 29. giin

» Levetirasetam dozu azaltild1 (Noroloji 6nerisi)
» Vankomisin kesildi
» Metronidazol ve Meropenem tedavisine devam edildi

> Linezolid 2x600 mg 1.V. tedavi baslandi

» Tedavi degisikligi sonrasi hastanin takiplerinde kan tablosu diizeldi

INAlLZ TURK KLINIK MIKROBIYOLOJI VE
KLlMI INFEKSIYON HASTALIKLARI DERNES




Klinik Seyir - 33. giin

Kontrol goruntulemeler yapildl

»Kontrasth Kranial MR (17.11.2017):
=Apselerin sayr ve boyutunda azalma ile birlikte lezyonlarin yapisinda
gerileme izlenmistir.
= Apselerin santralindeki piiy ile uyumlu kistik alanlarda biiyiik oranda gliozis-
graniilasyon dokusu gelismis olup, smirlar1 belirsiz zayif kontrastlanma
alanlarina doniismiistiir.

INAlLZ TURK KLINIK MIKROBIYOLOJI VE
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Klinik Seyir - 33. giin

»Kontrasth tiim abdomen MR (17.11.2017):
sAksiyel yag baskili T2A sekansinda karacigerdeki apse odaklari tama
yakin gerilemistir (graniilasyon dokusu).

INAlLZ TURK KLINIK MIKROBIYOLOJI VE
KLlMI INFEKSIYON HASTALIKLARI DERNES



Klinik Seyir

» Agiz Cene Cerrahisi degerlendirmesi (takibinin 34. giinii)
» 3 diste ciiriik oldugu belirlend1

» Taburculuk sonrasi dis ¢cekimi Onerildi

» Kontrol hepatobiliyer USG ve kranial MR (takibinin 56. giinii)

INAILZ TURK KLINIK MIKROBIYOLOUI VE
KLIMI INFEKSIYON HASTALIKLARI DERNEGI




Klinik Seyir (07.12.2017) - 56. giin

» Kontrasth Kranial MR: Aksiyel FLAIR ile kontrastli aksiyel ve koronal T1A

sekansinda beyin parankimindeki lezyonlarin boyut ve say1 olarak belirgin geriledigi,

A1 1 S A | A 000 A | A b b | K S O]

»Hastanin daha sonraki klinik takiplerinde ve laboratuvar tetkiklerinde

herhangi bir sorun olmadi

» Meropenem + Linezolid + Metronidazol tedavisi 60 giine tamamlanarak kesildi

» Hasta sifa ile taburcu edilerek ayaktan takibe alindi




Tedavi sonrasi 2. ay (17.02.2018)

» Kontrasth Kranial MR: Aksiyal FLAIR ve kontrastl1 T1A sekanslarinda

beyin parankimindeki lezyonlarin tamamen kayboldugu izlenmektedir.

INAlLZ TURK KLINIK MIKROBIYOLOJI VE
KLlMI INFEKSIYON HASTALIKLARI DERNES



Tedavi sonrasi 2. ay (17.02.2018)

» Kontrasth tiim abdomen MR (17.11.2017): Aksiyel ve koronal T2A sekasinda

karacigerdeki lezyonlarin tamamen kayboldugu goriulmektedir.

INAlLZ TURK KLINIK MIKROBIYOLOJI VE
KLlMI INFEKSIYON HASTALIKLARI DERNES



| ciinical case Report Medic i n e

Unusual synchronous liver and brain abscesses
infected by rare Aerococcus viridians in a patient
with pulmonary arteriovenous malformations

on FDG PET/CT

A case report and literature review

Donghe Chen, MD?, Mengjie Dong, MD*P-", Kui Zhao, MD®P",| Fang Sun, MD?, Huatao Wang, MD?2, Zhengfeng
Liu, MD®

Abstract
Rationale: Pulmonary arteriovenous malformations (F
manifestation. Because of the low incidence of the dissase
tomography ('8F-FDG PET/CT) imaging studies for PAWH
Patient concerns: \We report a case of a S4-year-old r
abscessas founded by "2 F-FDG PET/CT. "8F-FDG PETACT
in the left upper lung lobe. Howewver, hypermetabolic lesions
standardized uptake value (SILVMax) of 10.7)], and in the r

Diagnoses: A diagnoss of synchronowus lver and beain @
culbure.

Intaer-ventions: Yancomycin was provided intrasvenou:
treatment for 1 month. Liver and head magnetic resonar

Owutcomeas: Thea lesionin the right basal ganglia was redu
were abscesses.

L.EEEEH"IE: The present case indicated that the possibility «
bochy Br-FDG PET/ACT is suggested to identify possible

Abbreviations: 'SF-FDG = F-18 flucrodecsyghucoss, |
FPANM = pulmonary arteriovenous malformation, PETACT
maximum standardized uptake value, T2W1 = T2-weight

HKeywogros: - 3 i T gl )
arterionw

»KC ve beyin apseleri olan, pulmoner A-V malformasyonlu bir olgu
» Doku kiiltiirii (Aerococcus viridians)

»Vankomisin tedavisi verilmis

INAILZ TURK KLINiK MIKROBIYOLOJIVE
il INFEKSIYON HASTALIKLARI DERNEG




Oral Surgery, Oral Medicine, Oral Pathology, Oral

Radiology, and Endodontology
Volume 102, Issue 4, October 2006, Pages e21-e23

Oral medicine

Online only article
Case report: brain and liver abscesses caused by oral
infection with Streptococcus intermedius

Kai Wolfgang Wagner DDS @ 2 =, Ralf Schon MD, DDS, PhD b mMartin Schumacher MD, PhD €. Rainer
Schmelzeisen MD, DDS, PhD 9, Dirk Schulze MD, DDS P

Show more

https://doi.org/10.1016/j tripleo.2006.02.010 Get rights and content

Download full-size image

Fig. 3. Axial cont

enhanced T1 MRI (control MRI after 7 days

g typical abscess lesions
in the left frontal lobe (A), in the right temporal lobe (B), and in th

ntal area of the pons (C).

After drainage and focal remediation the patient showed a dramatically improved
general status. He also showed almost complete restored function of the N. facialis
with sufficient lid closure 3 weeks after treatment was started. A second MRI control
revealed regressive, collapsed abscess lesions (Fig. 4)

> Streptococcus intermedius ile oral enfeksiyon sonucu ortaya ¢ikan beyin ve

karaciger apseleri

»Organ apseleri cogunlukla hematojen yayilim sonucu olusmaktadir

TURK KLINiK MiKROBIYOLOJi VE
INFEKSIYON HASTALIKLARI DERNEG




1iion of gene sequencing from a direct specimen

optimal applic

Culture-Negative Intracerebral
N e $ 3 “hild in critically ill patients with negative culture results, for whom
Abscesses in Children and Adolescents clinical histories were highly suggestive of an acute bacte 1
from ~\.1117‘;]()“()“(‘147\' arngirtosues Group infection, who received antimicrobial therapy prior to specimen
S = 5 = ollection, and who had positive Girz stain results from biopsy
Infection: A Case Series > " - et e = ot
materia
X Case repores Patient 1 was a 6-year-old boy with Ebstein
Cathy A. Petti.'** Keith E. Simmon.' Jeffrey Bender.* Anne Blaschke.*
een A. Webster.” Mark F. Conneely.® Paul chreckenberger.’ inomaly who presented with a 5-day history of bifrontal head
10." and Malliswari Challapalli whe One day prior to hospital admission, he complained of
v M vomiting and syncope He denied experiencing neck stiffness,
M k ty 1 photophobia, nasal congestion ough, sore throat, or recent
. i gt trauma. He had recurrer : and patent foramen ovale
with bidirectional shunti 1l examination revealed that
. he was afebrile and had signs. His neck was supple,
We report the use of 16S ribosomal RNA gene amplification
E but fundoscopic examination revealed bilateral papilledema. He
and sequencing to diagnose culture-negative intracerebral :
3 2 : t had dental caries. Cardiac examination results had not changed
abscesses in younger patients. These 3 cases demonstrate the &
2 2 5 since baseline. Blood samples were obtained for culture, and
sequencing from direct speci
treatment with ceftriaxone and vancomycin was initiated. Brain

optimal application of gene

ative culture results compromised . .
¥ MRI demonstrated multiple ring-enhancing lesions consistent

mens for patients with nes
by antibacterial therapy but histories highly suggestive of

acute bacterial infection.

Bacterial intracerebral abscess in children and adolescents is a
serious condition often leading to permanent neurologic se
quelae or death [1, 2]. Historically, anginosus group strepto
cocci have contributed to most cases of intracerebral abscess

in children resulting from hemato

zenous spread from a distant

focus (e.g., congenital heart disease) or extension from a con
tiguous focus of infection (e.g.. sinus, teeth, and middle ear)
consid

[1—1]. Although anginosus group streptococci are not

fastidious, patients with life-threatening infection often
al therapy prior to specimen collection, which

I'wenty

ered

receive antibacter
can compromise bacterial growth and culture results.
four to 40% of all intracerebral abscesses produce negative
culture results [2, 5, 6], due in large part to patients receiving

antibacterial therapy [7].
We report the use of 16S rRNA gene sequencing from direct
culture

conditions in 3 patients with

specimen to diagnose
cases demonstrate the

negative intracerebral abscesses. These
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» Kiiltiir negatif, gram boyamada gram pozitif kok olan 3 olgu serisi
>Ornekten 16 S rRNA gen amplifikasyonu ve sekanslanmast ile S. anginosus grup
»Cogunlukla antibakteriyel tedavi alan hastalar

»Tiim beyin apselerinin % 24-40"1 kiiltiir negatif

INFEKSIYON HASTALIKLARI DERNEGI

an KL'MIK TURK KLINiK MIKROBIYOLOUI VE
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