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Vertabranin Dogal Osteomiyeliti
(VDO) Neden Onemli?

Gasbarrini AL. Eur Med Pharmacol Sci 2005;9:53-68



Demografik Veriler

Gorulme sikligi

2.4 olgu/100000/yil Tum osteomiyelit olgularinin %3-5’i
|

Yas

<20 yas 0.3/100000 >70 yas 6.3/100000

Cinsiyet

Erkeklerde 2 kat daha sik

Grammatico V, Epidemiol Infect 2008;136:653-60



Siniflama

S.aureus

S.epidermitis * Piyojenik
Klebsiella pneumoniae

Tuberkuloz
Bruselloz
Aktinomikoz  Granulomatoz
Sifiliz

Fungal




Etiyoloji

S.aureus %36
S.epidermitis %3

\ J

N
» E.coli %23
» Paeruginosa %5

CICWROR | . Proteus mirabilis %3

bakteriler

%39
» Streptococcus sanguis %8
» Streptococcus agalactiae %5
/

Gouliouris T. J Antimic Chemotherapy 2010 vol:65 issue suppl 3



Etiyoloji

Toplam 107 olgu

%61.6
S.aureus %39.3
S.epidermidis %21.2
E.coli %15.2
Klebsiella spp. %9.1

P.aeruginosa %6.1
E.faecalis %6.1

Kaya S,et al.J Infect Dev Ctries 2014,;8(10):1272-76




VDO I¢in Risk Gruplar

N
IV madde bagimlilari

N
Hemodiyaliz hastalari

/

\v

Bagisikligl baskilanmis
bireyler

Sampath P. J Spinal Disard 1999;12(2):89-93



Uzak Enfeksiyon Odaklari

Enfeksiyon odagi Oran %

Genitouriner sistem 17 Genitouriner sistem 26.7
Cilt-yumusak doku 11
intravaskiiler kateter 5 Pnomoni 10
Gastrointestinal 5 AUt allesie 6.7
sistem
Respiratuvar sistem 2 Akut gastroenterit 3.3
Agiz boslugu 2

: : Cilt yumusak doku 3.3
Enfektif endokardit 12

Gouliouris T. J Antimic Chemotherapy 2010 vol:65 issue suppl 3
Turunc T,et al. J of Infection 2007;55:158-63



VDO Tanisini Ne Zaman Dusunmeliyiz?

Yeni ortaya ¢ikan
Mevcut agrinin kotulesmesi
Fiziksel aktivite ile artmasi

Kalga bacak perine ve
skrotuma yansiyabilir

Bel, sirt veya boyun agrisi

Kan dolagim enfeksiyonu
Enfektif endokardit

Son bir yil icerisinde
S.aureus bakteriyemi
oykusu

Bel, sirt veya boyun agrisi

» Ates

* Yeni ortaya gikan
norolojik semptomlar

* Artmig ESR ve CRP

Bel, sirt veya boyun agrisi




Klinik

A comparative analysis of tuberculous, brucellar and

pyogenic spontaneous spondylodiscitis patients

Tuba Turunc®, Yusuf Ziya Demiroglu, Hikmet Uncu, Sule Colakoglu,

Hande Arslan

5igns and symptoms Total Group PS Group BS Group T5 p-Value
n (k) n (%) n (%) n (%)

Fever 54 (72) {7 (56.6) 10 (76.9) 0,017

Constitutional symptoms 36 (74.6) 18 (60) 26 (81.2) 12(92.3) <0.03

Back pain 13 (97.3) 28 (93.3) 32 (100} 13 (100) NS

Neurological symptoms 33 (44) 15 (50) 10 (31.2) § (61.5) NS

Neurological deficit 30 (40.5) 14 (46.6) 8 (25.8) § (61.5) NS

Journal of Infection (2007) 55, 158—163



S.aureus Bakteremisi ve Enfektif Endokardit

Comparative Evaluation of Cases with Community-
Acquired Infective Endocarditis and Health Care-
Associated Infective Endocarditis

Toplumdan Edinilmis ve Saglhk Hizmeti lliskili Infektif Endokardit Olgularinin
Karsilastirmali Degerlendirilmesi

Ebru Kursun', Tuba Turunc', Yusuf Ziya Demiroglu', Turhan Togan', Goéknur Tekin?,
Hande Arslan’

1Ba§kent University Faculty of Medicine, Department of Infectious Diseases and Clinical Microbiology.
’Department of Cardiology. ANKARA

Cukurova Medical Journal 2015;40(1):91-97.

Saglik bakimi iligkili
Enfektif endokardit olgularinin
%23.8 spondilodiskit ve

tumunde etken S.aureus

Toplam 52 olgu

31 olgu toplumdan edinilmis
21 olgu saglik bakimi ilisgkili




Sistemik Enflamasyon Markirlari

Siemionow K, et al. Cleve Clin J Med 2008;73:557-66



Tanisal Degerlendirme icin Ne

Yapilimahdir?




Olgu

57 yasinda, Diyabetik. Erkek, Dis merkezden aortik anevrizmna nedeni ile sevk

Fizik Muayene:

Laboratuar:
Yakinmalar:: glesiss 101(3305\17%br|r21;:1I1-|2g;/ el ALE Bk:10.700 mm?
Ates (15 gundur) Genel durum orta Hb:9.0/gr/dL
Bel agrisi Biling uykuya egilimli Trombosit:359.000/mm?
Sol bacakta agri ve his kaybi Sol alt ekstiremitede parestezi CRP:205 mg/L
ESR:72/saat




Fig. 1. (a) Apdominal contrast-enhanced C1 image shows left hac artery rupture and pseudoaneurysm (arrow). (b) Lumbar
contrast-enhanced MR image shows contrast enhancement of corpus of L4 and LS vertebras due 10 spondylodisaus
(arrows),

Batin BT: Sol ana iliak arterde ruptur ve 6x10 cm capinda sol
retroperitoneal pseudoanevrizma
Lumbal MR: L4ve L5 vertebra korpusunda kontrast tutulumu ve sol psoas
kasinda 10x6 cm hematom




Olgu

CASE REPORT

Acta Orchop Traumarol Turc 2014;48(4):459-462
doi: 10.3944/A0TT.2014.3107

Endovascular treatment of an iliac artery rupture
caused by invasive Salmonella spondylodiscitis

Ebru KURSUN', Tuba TURUNC', Ugur OZKAN?, Yusuf Ziya DEMIROGLU'

"Department of Infectious Diseases, Adana Practice and Research Center, Faculty of Medicine, Baskent University, Adana, Turkey;

Department of Radiology, Adana Practice and Research Center, Faculty of Medicine, Baskent University, Adana, Turkey
f /| R ! $ ) ;




Tani




Tani
Goruntuleme Teknikleri

Jevtic V. Eur Radiol 2004;14:E43-E52.




Ne Zaman BT Esliginde Aspirasyon Biyopsisi
veya Ek Tetkikler Yapiimah?

Kan kulturd % 91 (%43-100) % 58 (30-78)

Doku kllttrt % 79 (48-100) %77 (47-100)
(acik / BT esliginde)



Ne Zaman BT Esliginde Aspirasyon Biyopsisi
veya Ek Tetkikler Yapiimah?

» Klinik, laboratuvar ve gorunttleme
calismalari ile VO sUphesi var

» Ancak kan kultird ve serolojik testler
opsi yapilma ile tan1 konulamiyorsa

» Endemik bolgede (+) Brusella serolojisi

« Kan kulturunde S.aureus/S.lugdunensis/
Biyopsi yapilmasi gerekmez |[RaGiaziry

» Hemodiyaliz hastasinda veya kalici

kateterli olgularda kan kultariinde hep
KNS




Biyopsi Ornegi Ne Zaman Patolojik Incelemeye
Gonderilmeli?

Doku biyopsisi  Ayirici tanida
alinan tum
orneklere
yapilmali

Ozellikle kiiltir ~ Dogru yerden
negatif ornekleme

olgularda (Doku patolojisi
anlamli gorilmez ise)



Doku Orneklerinde Tiiberkiiloz

« EZN boyama
* Mikobakteri kulturu
 Molekuler testler

* Duyarlilik %95, 6zgulluk %83

Berk Rh. Spine 1996,;217:1991-5



DRIGINAL ARTICLE INFECTIOUS DISEASES

The course of spinal tuberculosis (Pott disease): results of the
multinational, multicentre Backbone-2 study
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Batirel A et al Clin Microbiol Infect 2015;1 el-121Q



Doku Orneklerinde Tiiberkiiloz

Kisa Blidiri/Short Communlication Mikrobiyol Bul 2009; 43: 1271-125

PSOAS APSESI OLAN 15 HASTANIN
RETROSPEKTIF OLARAK DEGERLENDIRILMESI

RETROSPECTIVE EVALUATION OF 15 CASES WITH
PSOAS ABSCESSES

Tahsin TURUNC', Tuba TURUNC?, Y. Ziya DEMIROCLU?, Sule COLAKOGLU?




Biyopsi Oncesi Antibiyotik Tedavisi Ne
Zaman Kesilmeli?




Biyopsi ile Tani Konulamayan Hastalarda
Bir Sonraki Adim Ne Olmah?




Biyopsi lle Tani Konulamayan Hastalarda
Bir Sonraki Adim Ne Olmah?

Daha zor ureyen

mikroorganizmalari
arastir

» Serolojik ve
molekuler testler

* Anaerob

» Brucella spp

* Mikobakteriler
* Mantar

» Serolojik ve
molekuler testler

« BT egliginde
« PEDD

 Cerrahi ekzisyonel
biyopsi

M
* Gram boyama ve

kultur

« Mikobakteri boyama,
kultir ve molekuler
testler

* Brucella kulturu

« Fungal kdltur ve
boyama

* Histopatoloji




PEDD
Perkutan Endoskopik Diskektomi ve Drenaj

" B C

Hsu LC, et al Orthopedics. 2015 Oct 1;38(10):e856-63.



PEED

Clin Orthop Relat Res (2008) 466:3086-30492
DO DO RTHD s 1 N9 DS 044 ] -y

ORIGINAL ARTICLE |

Identifying Pathogens ol Spondylodiscitis

Percutaneous Endoscopy or CT-guided Biopsy

Shih-Chieh Yang MD, Tsai-Sheng Fu MD,
Lih-Huei Chen MDD, Wen-Jer Chen MDDy,
Yuan-Kun Tua MI»

Erken donem spondiodiskit
tanisinda PEDD daha basarili

Table 3. Comparnson of patient groups

Parameters Method p Value
PED CT-guided
(m= 20 hiopsy
n= 32
Immediate back pain relief 18 i}
sitive culture 18 (904%) 15 (46.9%) (.

Infecton co . ST O27=




Tedavi




Ne Zaman Ampirik Tedavi Baslanmah?

Ampirik

antibiyotik
tedavisi
J/
|
Kan
kGltarlerini al Bekle
Basla
) /
I
Sepsis N&rolojik .
i Stabil hasta
Septik sok defisit
/ / J/

Bible JE et al. Am J Orthop. 2011;40(12):E264-E271
Dennis S. et al. International Orthopaedics (SICOT) (2012) 36:439-444
Sobottke R et al. Dtsch Arztebl Int 2008; 105(10): 181-7



Ampirik Antibiyotik Tedavisi

Vankomisin + 3.veya 4.kusak Sefolosporinler
Alternatif olarak:

Daptomisin + kinolon (Allerji ya da intolerans varsa)

Anaerob, Fungal, Brusellar ve Mikobakteriyel
ajanlara karsi ampirik tedavi baslanmamalidir




Etkene Yonelik Tedavi

Microorganism

First Choice"®

Alternatives”

Comments”

Staphylococei, exaciliin
susceptible

Staphylococai, oxacillin
resistant [123]

Enterococcus species,
peniciilin susceptible

Nafcillin® sodium or oxacillin 1.5-2
g IV g4-6 h or continuous
infusion

or

Cefazolin 1-2g IVa8h

Qr

Ceftnaxone 2 g IV g24 h

Vancomycin IV 15-20 mgkg g12 h

[consider ioading dose, monitor
serum levels)

Penicillin G 20-24 million units IV
24 h continuously or in 6
divided doses; or ampicillin
sodium 12 g IV g24 h
continuously or in 6 divided
doses

Vancomycein IV 15-20 ma/kg q12 h?

or daptomycin 6-8 mg/kg IV q24 h
or linezolid 600 mg PO/IVa12 h or
levofioxacin PO 500-750 mg PO
24 h and nfampin PO 600 mg
daily[127] or clindamycin IV
600900 mg g8 h

Daptomycin 6-8 mg/kg IV q24 h or
linezolid 600 mg PO/IV every 12 h
or levofloxacin PO 500-750 mg
PO q24 h arxi rifampin PO 600 mg
daily [122]

Vancomycin 15-20 mg/kg IV g12 h
{consider loading dose, monitor
serum levels) or daptomycin 6
maka IV q 24 h or lingzolid 600
mg PO orIVgi2h

6 wk duration

6 wk duration

Recommend the addition of 4-6 wk of
aminoglycoside therapy in patients
with infective endocarditis. In patients
with BSI, physicians may opt for a
shorter duration of therapy. Optional
for other patients [124, 125).

Vancomyein should be used only in case

of penicillin allergy.

2015 IDSA Guidelines for NVO in Adults « CID 2015:61



Microorganism

Etkene Yonelik Tedavi

First Chaoice®

Aliernatives”®

Commants®

Enterococcus species,
pemncillin resistant”

Peeudomonas
asruqinosa

Enterobacteraceae

p-hemalytic
Streptococai

Propionibacterium
acnes

Salmonella species

Vancomycin IV 15-20 makg q12 h
(consider lading dose, monitar
sarum levels)

Cafepime 2g IV g8-12 h or
mearcpenam 1g VvV gs8hor
doripenem 500 mg IV g8 h

Cefepime 2g IV qi2h
cr eragenem 191V ag24 h

Peniciliin G 20-24 million units IV
24 h continuously or in 6
divided doses or eaftriaxone 2 g
Vqzah

Penicillin G 20 million units IV g24 h
convnuously ar in 6 divided
doses or ceftnaxone 2q IV g24 h

Ciprofloxacin PO 500 mg q12 h or
I\ 400 12h

Daptomycin 6ma IV ¢ 24 h or
linezold 800 mg PO or IV @12 h

Ciprofioxacin 750 mg PO q12 h [or
400 mg IV g8 h) or aztrsonam 2 g
IV g8 h for severe penicillin allergy
and quinolone-resistant strains or
ceftandime 2gVg8h

Ciprofioxacin 500-750 mg PC g12 h

or 400 mg IV g12 hours

Vanccmyein IV 15-20 mg/kg qi2h
{consiger loading dose, monitor
serum levels)

Clindamycin 600-800 mg IV 8 h

or vancomycin IV 15-20 mo'kg q12
h Iconsider loading dose, monitor
serum levelg)

Ceftriaxone 2 g IV q 4 h (if nalidixic
acid resistan

Recommend the addition of 4-6 wk of
armnaglyceside therapy in patients
with infactive endocarditis. In patiants
with BSI, physicians may opt for a
shorter curation of amincgiycoside.
The additional of aminoglvenside is
optional for nther patients [124, 125),

B wk duration

Double coverage may be considerad
(ie, f-lactam and ciprofloxacin or
f-lactam and an aminoglycoside).

6 wik curation

6 wk curation
Vancomycin only in case of allergy.,

6 wi duration
Vancomycin only in casa ot allergy,

65-3 wk duration

2015 IDSA Guidelines for NVO in Adults « CID 2015:61



Etkene Yonelik Tedavi
(Oral Tedavi)

Ozl Aganits Comments
Metronidszole 500 mg PO Can be used in the intital course of NVO
tid to gid due to Bacteroides species and other

Moxifioxacin 400 mg PO
once dzily

Linezolid 600 mg PO bid

Levofloxacin 500-750 mg
PO once daily

susceptible anasrobes.

Is not recommended for use in patients
with staphyloconcal NVO, hut may bea
used in patients with NVO due to
Entarchacteriaceas and other
susceptible acrobic gram-negative
Orgarnisms.

Can be used in the intital course of NVO
due to oxacillin-resistant staphylocci
when first-line agents cannet be used

Is not recommandad for use in patients
with staphylococcal NVO as
monotherapy but may be used in
patients with NVO due to
Entarcbacterniaceas and other
susceptible aerobic gram-negative
OIgAnIsms.

Oral Agents

Ciprofloxacin 500-750 mg
PO bid

TMX-SMX 1-Z double
strength tabs PO bic

Clindamycin 300-450 mq
PO qid

Doxyeyceling and rifampin

Commaents

Is not recommended for use in patents
with staphylococcal NVO but may ba
used in patients with NVO due o
Enterobacteraceas and other
suscaptible aerabic gram-negative
organisms including Pssudomonas
aeruginosa and Salmonsila species.

Is not recommended for use In patents
with staphyloceccal NVO but may be
recormimended as @ second-line agent
in patients with NVO due to
Cnterobactenaceae and other
suscaptible aerchic gram-negativa
organisms. May need to moenitor
sulfarmsathoxazole levels.

Recommended as second-line choice
far sensitive staphylococeal NVO.

Mestly used in patients with brucellar
NVO.

2015 IDSA Guidelines for NVO in Adults « CID 2015:61



Optimal Tedavi Suresi Ne Olmahidir?

L
s

Bernard L.Lancet 2015;385-:875-82.



Optimal Tedavi Suresi Ne Olmalidir?

Toplam 6 hafta olmali
Bruselloza bagh VDO 3 ay

(paranteral veya oral)




Tedavi Takibinde Sistemik Enflamasyon

Markirlari ve MR’In Rolu

Tedavinin
baslamasindan
yaklasik 4 hafta
sonra sistemik

enflamatuvar

markirlar

(ESR ve/veya CRP)

ESR>50mm/h
CRP>2.75 mg/dL

Antibiyotik tedavisine
olumlu klinik ve
laboratuvar yanit
alinan hastalarda
rutin olarak MR
incelemesi
yapilmamalidir.

Tedaviye zayif klinik
cevap alindigina
karar verilen
hastalarda epidural
ve paraspinal
yumusak dokudaki
degisiklikler MR ile
izlenmelidir.




Cerrahi Mudahale Ne Zaman Yapilmah?




Tedavi Yetersizligi Nasil Belirlenir?

Sistemik




Tedavi Yetersizligi Dusunulen Olguya
Yaklasim Nasil Olmah?

Ek doku orneklemesi

Aspirasyon
biyopsisi

\ S

V 3

- Cerrahi ornekleme

\
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