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Summary
Microorganisms have been implicated as the cause of many rheumatic diseases. In most chronic joint
disorders, including rheumatoid arthritis, there is no evidence that infectious agents are directly
involved. However, we now recognize the important role of microbes in many types of acute and
chronic arthritis. We report an a case of septic arthritis caused by injecting drug user due to
staphylococcus in a 37yr old man. An empirical therapy with Ceftriaxone+Sulbactum+EDTA
combination after an initial failure of Vancomycin to Staphylococus aureus caused septic arthritis and
with prompt and close cooperation with the microbiology service to optimize his antimicrobial therapy
he had achieved clinical cure. Management is growing in complexity with the advent of novel and
antibiotic resistant causative microorganisms and within the current climate of increased
immunosuppression.
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Introduction
Septic arthritis is an orthopedic emergency requiring prompt treatment with joint lavage and
debridement in combination with antimicrobial therapy.1 During the past two decades, septic arthritis
have emerged as important example of infectious disease. There has also been greater evidence to
support a causal role for various microbes in forms of arthritis that have traditionally been classified as
“reactive”. However, the most important cause of septic arthritis continues to be acute bacterial
arthritis. Staphylococci are the most common organisms that cause bacterial arthritis in adults.2,3 In
three recent large series, Staphylococcus aureus was the primary cause of bacterial arthritis in 40% of
cases from England and Wales,4 56% of cases from France,5 and 37% of cases from tropical Australia6
(panel 1). S aureus cause 80% of joint infections in patients with concurrent rheumatoid arthritis and in
those with diabetes. This microbe is also the primary pathogen in hip infections and in polyarticular
septic arthritis. S aureus elaborate several extracellular and cell-mediated factors that may be important
virulence determinants in septic arthritis.7,8
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Case Report
A 37-year-old injecting drug user presented with signs and symptoms of septic arthritis. Staphylococcus
aureus was grown from his blood cultures. Despite treatment with Vancomycin 30mg/Kg IV daily in
two divided doses , his condition continued to deteriorate. Echocardiography showed no signs of
endocarditis.. Antibiotic was changed to Sulbactomax. Before altering the antibiotic therapy (800 ml)
of the pus was drained from the right thigh and the pus culture also revealed staphylococcus after
48hrs of incubation, The sensitivity reports showed higher sensitivity to Ceftriaxone+Sulbactum+EDTA
combination comparatively along with other drugs laid for antimicrobial sensitivity test. His condition
improved gradually and he was subsequently transferred to a drug rehabilitation unit after completing
his antibiotic course.
Discussion
There is no current guideline for diagnosis and or treatment of septic arthritis 9. And if a septic arthritis
if suspected should be immediately treated with an empiric antibiotic therapy and should not be delayed
for culture test. In our case the causative organism in the blood was identified as Staphylococus aureus
which is a gram-positive bacteria hence treatment with Vancomycin 30mg/Kg IV daily in two divided
doses was initiated. However by no reasons his condition continued to detoriate. The antibiotic
treatment was switched over to another broad spectrum antibiotic a combination of
Ceftriaxone+Sulbactum+EDTA it was observed that even before the pus culture report revealed
Staphylococus
aureus
the
patient
recovered
tremendrously
within
24hrs
of
Ceftriaxone+Sulbactum+EDTA treatment . The antibiotic susceptablity profiles were done by using
standard disk diffusion method recommended by NCCLS. Staphylococus aureus in the pus was
moderately sensitive to cefazolin, ceftazidime, cefpirome, piperacillin-tazobactum, flucloxacillin and
fusidic acid. and highly sensitive to Ceftriaxone+Sulbactum+EDTA. It was resistant to vancomycin,
amoxicillin-clavulanic acid, piperacillin, cefotaxime, amikacin, netilmicin and cefoperazoneSulbactum. The failure of Vancomycin treatment for Staphylococus aureus eventhough Vancomycin is
effective against gram positive organisms could be only due to the resistance developed to the drug and
this is evident when the antibiotic was shifted to Ceftriaxone+Sulbactum+EDTA. More over WC
Noble et al., have also reported that Vancomycin 10 is resistant to Sytaphylococus aureus. Eventhough
the treating physician has diagnosed and treated appropriately the resistance shown by the organism
could be the main factor for Vancomycin to be ineffective against gram positive organism. This
resistance developed to Vancomycin is not known by most of the physicians. Hence the treating
physician should also be aware of the local resistance patterns of the drugs to treat septic arthritis
effectively.
Conclusion
Septic arthritis is a serious condition which may become life threatening, if not appropriately diagnosed
and treated. Definitive diagnosis treatment guidelines are lacking and antibiotic resistance is
developing. Keeping in mind of both the above factors appropriate treatment with empiric antibiotics
and the local resistance patterns not only septic artritis but all other infection which requires treatment
should be carefully dealed by the treating physician. We emphasize Ceftriaxone+Sulbactum+EDTA
combination to be best choice for an empirical treatment in the current senario of antibiotic resistance.
4

Pharmacologyonline 3: 3-5 (2011)

Case Report

Sudaroli et al.

References
1

Minnaganti VR, Cunha BA. Infections associated with uremia and dialysis. Infect Dis Clin
North Am 2001;15:385–406.
2 Goldenberg DL, Reed JI. Bacterial arthritis. N Engl J Med 1985; 312:764–71.
3 Kaandorp CJE, Krijnen P, Bernelot Moens HJ, Habbema JDF, van Schaardenburg D. The
outcome of bacterial arthritis: a prospective community-based study. Arthritis Rheum 1997;
40: 884–92.
4 Ryan MJ, Kavanaugh R, Wall PG, Hazelman BL. Bacterial joint infections in England and
Wales: analysis of bacterial isolates over a four year period. Br J Rheumatol 1997; 36: 370–
73.
5 Le Dantec L, Maury F, Flipo RM, et al. Peripheral pyogenic arthritis. A study of one hundred
seventy-nine cases. Revue Rheum 1996; 63: 103–10.
6 Morgan DS, Fisher D, Merianos A, Currie BJ. An 18 year clinical review of septic arthritis
from tropical Australia. Epidemiol Infect 1996; 117: 423–28.
7 Nilsson IM, Bremell T, Ryden C, Cheung AL, Tarkowski A. Role of the staphylococcal
accessory gene regulator (sar) in septic arthritis. Infect Immun 1996; 64: 4438–43.
8 Cunningham R, Cockayne A, Humphreys H. Clinical and molecular aspects of the
pathogenesis of Staphylococcus aureus bone and joint infections. J Med Microbiol 1996; 44:
157–64.
9 Nade S. septic Arthritis. Best Pract Res Clin Rheumatol.2003; 17:183-200.
10 Noble WC,Zarina V, Gree RGA. Co-transfer of Vancomycin and other resistance genes from
Enterococcus faecalis. NCTC 12201 to Staphylococcus aureus. FEMS Microbiology letters
93(1992) 195-198.
11

5

