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Histoire naturelle de l'arthrite septique ¢

. Phase de « persistance »
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Un polymorphisme clinigue pour une méme bactérie : exemple du S .aureus. ..

« De la bombe nucléaire a la guerre de tranchée »

= Sepsis

SOFA score 0 1 2 3 4

Respiratoire

PaO2/Fi0O2 400 301-400 201-300 101-200 <100

Sa02 > 95% AA | $Sa02 > 91% AA || Sa02 < 90% AA

Coagulation

Plaquettes > 150 101-150 51-100 21-50 <20

Heépatigue

Bilirubine <20 20-32 33-101 102-204 > 204

Cardiovasculaire

PAM > 70 mmHg <70 mmHg Dopamine Dopamine Dopamine
<5 5-15 > 15

Neurologique

Glasgow 15 13-14 10-12 6-9 <6

Rénale

Créatinine <110 110-170 171-299 300-440 440

Diurése <500 mL/j < 200 mL/j

SOFA 2 tébrile




Figure. Operationalization of Clinical Criteria Identifying Patients With Sepsis and Septic Shock

ase pré—arthritique

,Mf‘?

\

~€”

SERTRITLIL] =

.l Patient with suspected infection |

|
. Y
| gSOFA227 |\ No

(see(A)
l Yes
Y
Assess for evidence L
of organ dysfunction ‘
' i
SOFA=22? | No

| (See @) By St

Sepsis sl No . Monitor clinical condition;
N sitneci e + reevaluate for possible sepsis
Gl iadind ‘ if clinically indicated
Yes '

Monitor clinical condition;

reevaluate for possible sepsis
if clinically indicated

Yes
Y

Sepsis

v

1. vasopressors required to maintain
MAP =65 mm Hg

. AND
" 2.serum lactate level >2 mmol/L?
Yes
Y
Septic shock

Despite adequate fluid resuscitation,

No

Quick-SOFA

- FR > 22/min

- Troubles de la vigilence
- PAS <100 mmHg

SOFA > 2

- Sa02 < 90% AA

- Glasgow < 12

- PAM <70 mmHg malgré
remplissage

- BT >33

- Plq <100

- Créat>170

Lactates > 2 mmol/L

Singer M. JAMA 2016,315:801-10.



Phagocytosis ot Staphylococcus aureus )
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L e II-16 => Source de production de métaloprostéases (MMP)

action catabolique chondrocytaire

Efflux pumps
- TNF-a => Action ostéoclaste par production RANK-Ligand
I I I I I I I . . .> % Reactive nitrogen . . , . .
Lysozyme o Aered intermediates I1.-6 => Activation complément/Opsonisation
Lysozyme peptldogly{::n . o )
T I1.-12 / INF-y => Activité Phagocytaite

Nature Reviews | Microbiology

Mécanisme de résistance aux peptides antimicrobiens de défense de I'hote

- Expression gene ditA-D

Catalyse l'introduction de la D-alanine dans les acides teichoigues de la paroi cellulaire,

- Expression gene mpr

Modification du phosphatidylglycérol membranaire par la 1-lysine,

- Production de Staphylokinase ou Aureolysin

Capacité de lier les défensines humaines, neutralisant ainsi leurs propriétés bactériolytiques

Monoartk igue * fébrile
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Fort Inoculum bactérien

Pus (acide)

Drainage

Antibiothérapie
bactéricide sans risque de
mutant résistant

Synoviale hypervascularisée
Spongieux hypervascularisé
(Edéme cartilage

Antibiothérapie actif en
milieu acide
Diffusion osseuse moyenne

Drainage
B-lactamine

Glycopeptide/ Lipopeptide

Phase congestive = Phase diagnostique !

- Ponction articulaire (culture positive > 80% des cas)
Hémoculture (positive 30-50% des cas)

87 négatifs que faire ¢
Arthrite septique a culture négative (notamment antibiothérapie préalable)
ou
autre diagnostic d’arthrite aigue

Intéret biomarqueur



Quel Biomarguenr sanguin ¢

CRP... ce n'est pas un marquenr d infection !

RHEUMATOLOGY e CRP > 50 mg/ L (Se 100 %, Sp 40 %, LR - < 0,1)

Review

roiow of s dingnostc ol n syetomio Shaikh MM. Rheumatology (Oxford). 2015;54:231-40.
Y and joint i

Muddassir Muhammad Shaikh', Lucas Etienne Hermans? and
Jacob M. van Laar®

Cohorte SYNOLACTATE
(253 arthrites < 30 jours) (10 % arthrites septique, 45 %o arthrite métaboliques, 45 %o arthrite aigne associée RIC)

AUC 0.743
CRP 188.3 mg/1. [88.8-288.0] vs 76.7 mg/1. [29.8-132.5], p < 0.001

CRP > 50 mg/L Se 88%, Sp 38,7%, LR+ 1.44, LR- 0,31

Berthoud O. Joint Bone Spine. Under Review.
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Procalcitonine (PCT)... n'a de valenr que si positive !

Nomogramme d’interprétation
Test Diagnostique

.1 p————y———— Q9
et 10 études (9 adultes + 1 enfant) 2
E Anmﬁcan]ourmjfmmgemy!\udkim . 5 as
ﬁ?ﬁﬁﬂiﬂ levels a5 a iagnostic marker for Septic arthAtis:  ([owons PCT > 0.5 ng / mL ! 128 g0
R (e —— 2 200 80
100
504 70
AUC 0.82  (95% CI, 0.78-0.85) i B
5 ﬁ a0
a0 4 a2 30
* 30 5 20 ¥
Se  0.54 (95% (I, 0.41-0.606) - \f\ 10
B0 05
Sp  0.95 (95% CI, 0.87-0.98) 7° 0z | °
80 .005 2
LR+ 10.97 (95% CI, 4.65-25.9) a0 ‘001 11
LR- 049 (95% CL, 0.38-0.62) > ©
! e
Zhao |. Am | Emerg Med. 201735(8):1166-71. pom i

Pré-Test LR Post-Test



Cytologie synoviale. . .
Dlus le liguide est cellulaire, plus il est a risque septigue !

Quel Biomarguenr synovial ¢

I THE RATIONAL CLINICIAN'S CORNER
CLINICAL EXAMINATION

Does This Adult Patient Have Septic Arthritis?

o et N ot prs o et i iy ecen . s
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Pool 5 études de cohorte entre 1979 et 1998
6242 arthrites dont 653 arthrites septiques (10,5 %)

Eléments nucléés liquide synovial

> 100000/ mm?3
> 50000/ mm?

> 25000/ mm?

LR+ 28.0 (95% CI, 12.0-66)
LR+ 7,7 (95% CI, 5.7-11.0)
LR+ 2,9 (95% CI, 2,5-3,4)

LR- 0.32 (95% (I, 0.23-0.43)

Margaretten ME. JAMA. 2007;297:1478-88.

Nomogramme d’interprétation

Test Diagnostique
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Original article

Combining cytology and microcrystal detection in nonpurulent joint O'__
fluid benefits the diagnosis of septic arthritis

m:m mdnm mal

h.umcmfhl -+ jean-David Albert ", Claire David ",
Guggenbuhl
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Quel Biomarguenr synovial ¢

surtout s’tl n’y a pas de cristanx !

Table 2
Performance of cytological markers alone or combined with microcrystal detection
for diagnosing septic arthritis.

Se(%) Sp(%) LR+ LR—

Leukocyte count (fmm?)
>50,000 53.60 91.70 5.76 -
>70,000 39.30 95.60 8.93 -
<20,000 92.30 70.60 - 0.11
Percentage of neutrophils
>90 71.40 79.70 3.52 -
>095 50.00 89.00 455 -
<80 96.20 56.90 - 0.07
Neutrophil count (fmm?)
>50,000 50.00 94.40 8.93 -
<15,000 92.30 77.00 - 0.1

Combinations of criteria
>50,000/mm? leukocytes and no Cry 53.60 95.10 10.94 -

>90% Nph and no Cry 67.90 92.80 8.28 -
>95% Nph and no Cry 50.00 95.60 11.36 -
>50,000/mm? Nph and no Cry 35.70 96.70 10.82 -

Se: sensitivity; Sp: specificity; LR+: positive likelihood ratio; LR—: negative likeli-
hood ratio; Nph: neutrophils; Cry: microcrystals.

Ferreyra M. Joint Bone Spine. 201784 (:65-70.

Nomogramme d’interprétation

Test Diagnostique

—1 1 58
.2
.5 as
1 100
50 g0
2 200 B8a
1004
5 504 70
204 —"1 BO
10 /m' 50 X2
— 40
20 1 2l 4 a0
X 1 %
30 .5 20
40 e~
50 .4 10
B0 L
70 .02 o
.01
80 .00S 2
.oo2
0 .001 1
a5 5
-
o9 b—u o1 1 3
Probabilité Probabhilité

LR

Pré-Test Post-Test



Quel Biomarguenr synovial ¢

PCT synoviale ¢ ... Match nul !

Pas de différence significative entre arthrite septique 0,22 ng/ml. (<0,008-1,31) (n=11) et arthrite
métabolique 0,09 ng/ml. (<0,08-0,88) (n=13).

Martinot M. Clin Exp Rheumatol. 2005;23(3):303-10.

Pas de différence significative entre arthrites septiques (n==8), arthrite rhumatoide (n=18) et
arthrose (n=12)

Streit G. Joint Bone Spine. 2008,75(2):238-9.

AUC20.824 taux = 4,5 ng/ml, LR+ 9,0
taux < 0,5 ng/ml,, LR+22 et LR-0.21
NB: groupe septigue (n=26) n'était pas homogene (8 infections sur prothese et 18 AS' natives)

Saeed K. Infection. 2013:41(4):845-9.

AUC40951 taux >2ng/ml, LR+ 17,1
taux < 0,5 ng/ml. LR+ 14.5 et LR-0.14

Wang C. Esp Ther Med. 2014,8(4):1075-80.

Nomogramme d’interprétation

20

30
40
50
80
70

80

g0
a5

o

Probabilité
Pré-Test

Test Diagnostique

100
Eﬂg

200
1004

.00s

.0o2
.001

.5
o 10
.0
.02 2
.01

-4 99

a5
g0

80

70
BQ

40
30

20

— ) g

LR

Probabilité
Post-Test



Quel Biomarguenr synovial ¢

Lactate et Glucose. .. Pas parfait, mais intéressent !

Lactates AUC 0,864! et 0,901 Sp > 95% pour Seuil = 10 mmol/L
Glucose AUC 0,701! et 0,960° Sp > 90 % pour Seuil < 1.8 mmol/L

Analysis of syny,
Bouty arthyiis

En revanche, il n'y a pas de seuil permettant d'exclure une arthrite septique pour le

lactate et le glucose. ,
"Lenski M. Acta Orthop Belg. 2014,80:18-25.

I enski M. Clin Biochem. 2014,47:49-55.
?Omar M. | Bone Joint Surg Am. 2014,96:2032-7.

Cohorte SYNOLACTATE

(253 arthrites < 30 jours) (10 % arthrites septique, 45 %o arthrite métaboligues, 45 %o arthrite aigne associée RIC)

Lactate AUC 0,795, Seuil = 10 mmol/L. LR+ 41.6
Glucose AUC 0.833, Seuil < 1,8 mmol/L. LR+ 15.6

| il > + 27.
Ratio Lactate/Glucose, Seuil > 5 LR+ 27.0 Berthoud O. Joint Bone Spine. Under Review.



Quel Biomarguenr synovial ¢

D-lLactate est ’énantiomeére du L.-Lactate.

Synthese uniquement par procaryotes

L. P.Guggenbuhlus D. P.Guggenbuhlus

Nomogramme d’interprétation
Test Diagnostique

1 p——7———— 99
906 Eur. J. Clin. Microbiol. Infect. Dis.
)
Determination of D-Lactate bactacia (1. . . .
Er A L s e e Cohorte 57 arthrites (10 arthrites septiques » -
M, dmh‘-mbﬂ;mh!&&w
tioa.of
M.A. Marcos', J. Vilal®, J. i 100
MABIT AT e ey s0 "o
were obtained from 310 patients at-
tending the Hospital Clanx of Barcelona An ali- 2 2001
The value of determining D-lactate concemirs- 501 Of cach sumple was cultured in blood agar. 1001 BO
T e e T L I 4
iuids, 57 synovial Muids, 30 cerebrospinal fuids  ontrifuged at 2.500 rpem for 20 min. The super- : 501 a
ERTTRRNSATIIANY Shli S Seuil > 0,05 mmol/L 5 &
e s T S % et (13, i st miicion > > 200 1 &0
ﬂtar_-_hu.-,una-- m.mmunm-mw_r.: 10 50
ing between Infectioss and non-infections body  NADH formed i tha reaciron s e asored spec & 40
3t 340 nm and serves as &
measure of the lactate conceatration. The equi- 2
e e o T i e 20 %0
tory is 10 provide the clinician with information |00 mixture contained 0.2 ml of previously x i 20 %
agent that may be involved in an infectious dis- (4 M givcine, ug'u.:y:m- -:-lg"w:'"m’c: [R— 0 J— 0 30
possib mm—mm:-m solution of § mg/mi D-lac- e —_ 0 —_ 0
Many microbial detection and i ? Mannheim, bl 40
methods have been investigated in aa effort 1o na;mmumn)stmxn 10
provide rapid results with accuracy However,  and the absorbance at 340 am was determined EJU
some of these methods have ganed wide ac- with a S452A diode
because of a lack of sensitivity  (Hewien-Packard, USA). Individual
and specificity o because the procedure is 100 blanks contained the sample and buffer glycine. 60
ine e in & clinical isbors- samples with kngws smowsts of D- 5
tory. Many tests for the rapid diagnosis of bac-  laciate were alo tested fo 70
terial body flus have been introduced,  curve.
ovmcramment of Lo v (), evaied specificity ! ol
levels of Lisctic acid in cercbrospinal (1. 3). e ProSictie viecs weve calculmed s follows _ 80 2
synovial (4, 5), ascitic (6-8) and pleural (9) fuids m"”“m"..,,.m.;..m.mm LR+ - 1 1 5
:n';;;—mr-;ﬂi:m 1::.: segative predictive value = TNI(TN+FN). where .
TPis true positive. TN is true negative, FP s fakse.
sy oy by wwide range oo™ poiiveand ap 1
D-lactic acid is mctabolite of lower  Resulis and Discussion. A 10tal of 136 body flusd
forms of life (11) and, when found in normally  samples were analyzec: 208 mmples of ascitic LR _— O 14
sterile body fluids, indicates bacterial invasion of  fhuxd, 57 of sysovial Buid, 40 of cerebrospinal Duid - . 95 5
; L~ T :
e o e s Voo 3 b er. than G5 mM, whereas fn the maoriy of noni
clona, Spam. it eq
e
|
e b

Marcos MA. Eur | Clin Microbiol Infect Dis. 1991;10:966-9. Probabilité IR Probabilité

Pré-Test Post-Test
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Letter to the Editor

RHEUMATOLOGY
Concise report [

Calprotectin discriminates septic arthritis from
pseudogout and rheumatoid arthritis

Athan Baillet'?, Candice Trocmé™*, Xavier Romand', Chuong M.V. Nguyen'?,
‘Anais Courtier’, Bertrand Toussaint™*, Philippe Gaudin'* and Olivier Epaulard™®

Abstract
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Calprotectine ¢

AUC 0,720,

Seuil de 854 pg/ml.
Se 73%, Sp 67 %
LR+2.2

Couderc M. Joint Bone Spine. 2019;86:261-2.

AUC 0.877,

Se 76%, Sp 94%

LR+=12.2 seuil > 150 mg/L
LR- = 0.09 seuil < 52 mg/L.

Baillet A. Rhenmatology. 2019;58:1644-8.

Nomogramme d’interprétation
Test Diagnostique

99 —
Probabilité
Pré-Test

—r———— 00
a5
100
50 90
200 B0
1004
S04 70
204 BC
104 50
& 40
oy 30
1 20 %
10
=]
2
1
=
.2
WG ST N
Probabilité

LR Post-Test



o @

Quel Biomarguenr synovial ¢

MALDI-TOF MS p
culture, and 168 rDNA PCR for the nlitl dilgnuh of bone
and joint infections

Rt DNAr 168, PCR universelle. .. mais souvent absente !

Becved. 3 Drcembr 3315/ Acsapad: 15 Febmary 3016/ Publihod s 4 March 3516
© Sprimger Vi B ey 3014

AUC Sensitivity Specificity LR+ LR

of
The procedure ety
cofection was lisked Lo & wopicasn of section, sflus.
matory discuse, i, or for amy bone or joiat sbooermaie
wwmmu-—-—.quwsm A

Sdersification in septic srhrits cases [6-F]. The Silare of
m coukd be

S Direct examination 0.691 (0.570-0.812) 0.38 (0.24-0.55) 1.00 (0.94-1.00) +00 0.62
e Synovial fluid culture 0.925 (0.856-0.994) 0.88 (0.73-0.95) 0.97 (0.89-0.99) 26.9 0.12
16S rDNA PCR 0.618 (0.493-0.742) 0.24 (0.12-0.40) 1.00 (0.94-1.00) +00 0.77
Blood culture 0.727 (0.610-0.844) 0.47 (0.31-0.63) 0.98 (0.91-0.99) 28.7 0.54
Lallemand E. Eur | Clin Microbiol Infect Dis. 2016,35:857-66.
—— ®
Broad-range 16 s rDNA PCR in synovial fluid does not improve ‘ a“"‘ﬂ:-,
A e el gty . e
—— j;’m T Culture Direct examination 168 rDNA PCR MALDI-TOF MS
B e (Gram staining) on sample on sample
= Sensitivity 85.9 31.3 29.6 7.4
Specificity 74.5 100 100 100
PPV 82.1 100 100 100
NPV 79.5 51.6 67.2 60.9
R AUC 0.849 0.593 0.648 0.532
e e T Number of samples 111 111 66 66

Coiffier G. Clin Rheumatol. 2019;38:1985-92.
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Original article
A novel method for a fast diagnosis of septic arthritis using mid @__.M 1
infrared and doporled spectroscopy ll'r-____

Jean-David Albert* ", Valéric Monbet -, Anne jolivet-Gougeon'. Nadia Fatih ¥, %
Maéna Le Corvec ™" Mallki«k Frédéric Clurpmucr (.ullhnmc Coiffier*®, =
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Albert |D. Joint Bone Spine. 2016,83:318-23.
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Pus (acide)

Fort Inoculum bactérien

Drainage

Antibiothérapie
bactéricide sans risque de
mutant résistant

(Edéme cartilage

Synoviale hypervascularisée
Spongieux hypervascularisé

Antibiothérapie actif en
milieu acide
Diffusion osseuse moyenne

Drainage
B-lactamine

Glycopeptide/ Lipopeptide

50

30

10

Drainage au conrs de larthrite septique ¢

Chirurgie ou Ponction itérative ?

66.2%

56.6%
52.5%

40.7%

m Médical

24.4%

21.7% Chirurgie

9.5%

. 3‘1%

Guérison sans Déces comorbidités*

séquelles

Séquelles

* Comorbidités = PR (15.8%), Diabete (9.5%), Inmunosuppresseur (7.1%), Alcool/Cirrhose (6.25%), IRC (3%)

Broy SB. Clin Rheum Dis 1986,12:501-22.
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Native septic arthritis is not an immediate surgical emergency ]
Nicolas Lauper ™', Marie Davar*!, Ergys Gjika**, Camillo Mililer*, Wilson Belaieff’, L
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Chirurgie au cours de ['arthrite septique : moins de sequelles ¢

Factors associated with seguelae after native joint septic arthritis [Cme regression anahysis).

= N0

Univariate anabysis
Hazrard ratio (95%
confidence interval ]

Multivariate anakysis
Hazard ratio (95%
confidence interval

Pre-hospital delay until-surgery

- duration 7 days compared to =7 days
Delay admission to surgery

= 3 days compared to = 3 days

Delay admission to surgery

-=6h

~-=Bhmo=12h

-=12hto=24h

10 (10-10)
10 (0.6-15)
10 [(0.9-11)
11 (07-18)
10 [(0.9-11]

1.0 [ 10— 10)

1.0 [(0.9-12)
0.9 (0.4-18)
09 [0.4-21)
0.8 (05-14)

Lauper N. | Infection 2018,77:47-53.
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Oral versus Intravenous Antibiotics for Bone
and Joint Infection

H.K, L, L Rombach, R Zambelias, AS. Walker, MA, McNally, B.. Atkins,
B.A. Lipsky, H.C. Hughes, D. Bose, M. Karnin, C. Scarborough, P.C. Matthews,
AJ.Bren, ). Lomas, R. Gundle, M. Regers, A. Taylor, B. Angus, |. Byren,
AR Berends, 5. Warren, F.E Fitzgerald, DJLF. Mack, 5. Hopkins, . Folb,
H.E Reynolds, €. Moore, ). Marshall, . jenkins, C.E. Maran, A F. Woodkouse,
. Stafford, RA. Seatan, C. Vallance, C,, Hemsley, K. Bisnauthsing, | AT, Sandoe,
I, Aggarwal, S.C. Eliis, D ], Bunn, & K. Sutherland, G, Barlow, C. Cooper, C. Geus,
N, McMeekin, A H, Briggs, P. Sendl, E. Khatamzas, T. Wangrangsimall,
T.H.N. Wong, LK. Barret, A. Alvand, CF. O, |. Bostock, |. Paul, G. Cooke,
G.E. Thwaites, P. Bejon, and M. Searborough, for the OVIVA Trial Collaboratars®
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Faut-il toujours initier une antibiothérapie I ¢

Oral Intravenous
Group Group

patients with treatment failure,/
total no. of participants
70.0/527 77.3/527
67/508  74/506

Subgroup

Intention-to-treat population
Modified intention-to-treat population

Risk Difference {902 Cl; 95% Cl)

61466  69/443 )
85/527  74/527

Per-protocol population
Worst-case sensitivity analysis

2.1 (-1.5t0 5.7;-2.2 to 6.4)

- | -14(-49t02.2;-5.6102.9)

41 i -1.5 (-5.0t0 2.1; -5.7 to 2.8)

= | -25(-63to13;-7.0ta2)
1

L: HK. N Engl | Med. 2019;380:425-36.
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Oral versus Intravenous Antibiotics for Bone
and Joint Infection

H.K.Li, L. Rombach, R. Zam| AS. Walker, M.A. McNally, B.L Atkins,
BA. o tthews,

e
“The mansgement of complex onbopedic infections usually includes 2 prolonged T
course of ntravenous anibiotic agents. We imestigated whether oral antibiote ther. ¥

apy i noninferior to ntravenous antibiotc therapy for this indication.

e

ofherpy.Fllou:on ot oy were permited i both prngs. The o mzy
1 year after

inary end point, the noei i 7‘mm

Amnnglh e 1054 participants (527 in cach group), eadpoint daiz were availabie for

1015 196.3%). Treatment fahise oceureed in 7 of S06 participants (14.6%) In the intra

venous group and 67 of 509 participants (132%) in the otal geoup. Missing end-point
data (39 pasticipants, 3.7%) were imputed. Th m;uumnm—waz

fferes in sk of defiite esmens e group vs. intravenous group)
of ~14 percentage points (30% confidence mrvaJ[Cl! 4910 2.2 95% I, e
29, indicating neninierioriy. Complee-case, per-peotocal, and sensivity analyses

ot significant (146 of 527 participants mmmmmm;gmp
mua ot 52 (120 n the orsl group; P=0.58), Catheter complications, analyzed
end point, were mone common in the nmvmusmuvaam1w

rwibiotic therapy was noninferior t inuravenous antibiotic therapy when used
mm.;m i T ko il whopedie o, a sl b st
failaréar 1 yeas. (Funded by the National Insttute for Health Research; OVIVA Current
Controlled Trials number, ISRCTN91566927)

Faut-il toujours initier une antibiothérapie I ¢

Criteres d’exclusion
1)  Bactériémie a Staphylococcus anreus

2)  Endocardite bactérienne,

3) Toute autre infection concomitante nécessitant une antibiothérapie intraveineuse
prolongée (ex. infection médiastinale ou infection du SNC)

4y Une infection pour laquelle il n'y avait pas de choix d'antibiotiques (par exemple,
lorsque les organismes étaient seulement sensibles aux antibiotiques IV).

5) Choc septique ou sepsis sévere

6) Preuves cliniques, histologiques ou microbiologiques de mycobactéries,
champignons, étiologie parasitaire ou virale de l'infection

L: HK. N Engl | Med. 2019;380:425-36.
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Pourguoi une antibiothérapie bactéricide ¢

Réduction Inoculum Extracellulaire

|

Groupe controle

i} —y Linezolide
S \ Cloxacilline
¢ » Daptomycine

Vancomycine

hour

LaPlante KL.. Antimicrob Agents Chemother. 2004,48(12):4665-72.



, . Ph - Phase synoviale
ase pré-arthritique ase congestive A

* )

LY
“ N -v".
%W "'_.
* )
-

IININNNENEER
<JO

Fort Inoculum bactérien Drainage Diminution inoculum Antibiothérapie a
Pus (acide) Antibiothérapie bactérien bonne diffusion
bactéricide sans risque de tissulaire et
mutant résistant osseuse
Synoviale hypervascularisée Antibiothérapie actif en Synovite proliférative
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(Edeme cartilage Diffusion osseuse moyenne | Dissection sous-chondrale
Chondromalacie
Erosion osseuse
Biofilm dés J15
Drainage Synovectomie

B-lactamine

Relai Rifampici
Gheapeptide] Lipopeplide elai vers Rifampicine et/ou FQ




Evolution de la synovite infectiense ¢

Table 3
Changes in the ultrasound appearance of the synovial membrane over the 3-month follow-up.
Baseline Day 4 Week 2 Maonth 3
Assessable ultrasound scans 28/34 27134 31/34 27/34
Synovitis 27 (96.4) 26(96.3) 31(100) 21(77.8)
Intraindividual change in thickness 17.3(—1to +228) 20(-20 to +200) —31.5(-83.7 ta +27.5)
Number of assessable cases n=22 n=23 n=22
e Doppler 18 (64.3) 18 (66.7) 19(61.3) 7(25.9)"
Grade 1 6 6 10 3
s e i Crade 2 T 5 ; 3
ELSEVIER - Grade 3 1 4 2 1
original articte Intraindividual decrease in Doppler grade 6 (26) 9(31) 14 (56)
Ultrasound abnormalities in septic arthritis are associated with @a_m Number of assessable cases n=23 =29 n=25
functional outcomes
B e G I e el Yt et Mo, The data are n (%) for categorical data and median (interguartile range) for the intraindividual change in synovial membrane thickness in the assessable patients.
el e " P<D.02.
" P<0.05.

ot iy tjectives: To Gescribe.

Avatablecene 11 ey 2017

Sepuc artheis of a cative Joun (xnee; n-19;
sonogzaphy was pertormed 1o recor

Table 4
Changes in the other ultrasound parameters over the 3-month follow-up.

and aftr I montts,

days. and 100% afees 2 weeks) then dominished o
i 2

e S et Baseline Day 4 Week 2 Month 3

] Number of assessable ultrasound scans 28/34 2734 31/34 27/34
o Joint effusion 26(92.8) 24 (88.9) 25 (80.6) 15(55.6)
Joint cavity loculation 6(21.4) 6(22.2) 6(19.4) 4]

Ll S e Erosions 5(17.9) 4(148) 10(32.3) 14(51.8)
L e e Cellulitis 0 1(3.7) 0 9
e e e Muscle abscess 3(107) 2(7.4) 5(16) 1(3.7)
R A [ Sy eo: | The data for categorical variables are n (%)
= L ot o i A P<0.05.

Gaigneux E. Joint Bone Spine. 2017;84:599-604.
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MRI findings for unilateral sternoclavicular arthritis: differentiation
between infectious arthritis and spondyloarthritis

Byeong Seong Kang * - Hyun Seok Shim " - Woon Jung Kwon'" - Soyeoun Lim " - Gyeang Min Park' - Tae Young Lee -
Minseo Bang'
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Kang BS. Skeletal Radiol. 201948 (2):259-66.
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Ultrasound-guided synovial biopsy improves diagnosis of septic arthritis
in acute arthritis without enough analyzable synovial fluid:

a retrospective analysis of 176 arthritis from a French rheumatology
department

Guillaume Coiffier*? - Marine Femeyra® - Jean-David Albert 2 . Nathalie Stock* - Anne Jolivet-Gougeon®* -
Aleth Perdriger’ - Pascal Guggenbuhl'*

Racelved: 17 Match 2018 /Revisad 20 May 2018 /Acceptec: 24 May 2018 Publshed online: 14 June 2018
© nemational League of Associations fo Rveurmatology (ILAR) 2018

Abstract
To assess the diagn e

chronic anbritis. A retmspestive, single-canter study of US-guided omavial biopses hetween 2003 and 2013, The clinical,
aboratory, raciographic, synovial fluid,
was classified according to dlmmmum<éwmkslMl or weeks (CA). Synovial biopsy suceessrate was defined by\i.

by the clinical \mllry (validation urmagmchypmms leading to xtpnclﬁc erapy), Onc hunsird seventy-six US guided
cA) Synovial biops 82.46%. The disgnestic cfficiency was
10,0 11 ware septic.

puncture e perivascular infiltration of ncuophils (PMN} had a
Eeeitviy of81.8%, a spociiety ufRA 26, and a posiive likebhood ratio of 52 for the sepic arthrits diagnosis. Among the
chronic 10 ease of pyos found. werespecific
watpeof chronic mfhnm\m'yplmdmw US-guided relevant

in cases of acute arthitis when joint aspiration s not possible:

Keywords Anthrits - Diagnosis - Synovial biopsy - Ulirasound
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Histologie de la synovite infectiense ¢

ARTHRITIS

Yes

Perform the synovial fluid puncture

What is the result?

Yes
SWC < 2000/mm? > OA

No ‘
v
Direct exam and/or Yes
bacterial culture positive
No |

v Yes
MSU or CPP crystals detection ——*  CA

Acute arthritis < 6 weeks ?

Synovial fluid puncturable ?

Acute arthritis < 6 weeks

Perform
US-guided synovial biopsy
Perform bacterial culture
if no synovial fluid puncturable
Search for histologic perivascular
PMN synovial infiltration

Yes

QA: Osteoarthritis, SA: Septic Arthritis, CA: Crystal Arthropathy

Coiffier G. Clin Rheumatol. 2018;37:2241-9.
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Actualisation des recommandations francaises pour le diagnostic et la prise en charge des arthrites septiques sur

articulation native

M. Couderc (Clermont-Ferrand], G. Bart (Nantes), /. pour le Groupe SFR sur les infections ostecarticulaires

Espéce bacrerienne Antibiotique TV Antibiotique PO Antibiotique en cas de contre-indication
en premiére intention en relai
SAMS cloxa- ou oxacilline Rifampicine + Avis infectiologique
ou cefazoline Oflozacine ou Choix parmi
Levofloxacine Daptomycine
Clindamycine + Eifampicine + antres (Clindangycing
Oflozacine ou cofrimoxazol, cyclmes, lingselde)
Levofloxacine
SARM Vancomycine ou Rifampicine +
Teicoplanine Ofloxacine ou
Levofloxacine
Clindamycine +
Oflozacine ou
Levofloxacine
Streptocoques Amoxzicilline Amoxzicilline Clindamycine ou
non entéracogne Fluoroquinolone anti streptococcique
(Levoflozacine)
Enterocoques Amoxicilline Amoxicilline Avis infectiologique

+ Gentamicine

Vancompycine + gentamicine™*
Dapronnycine + gentamicine

Enterobacteries hors Cefotazime Oflozacine ou Awis mfectiologique
P.asruginosa Ceftrazone levofloxacine en
Cefepime pour les monotheérapie (sila
enterobacteries du souche est sensible &
groupe 3 Pacide nahdizique)
Awvis infecticlogique s1
enterobactérie résistante
Prendomenas aerygingsa Ceftazidime Ciproflozacine Avis infectiologique
+ Amikacine
Anaerobies Amoxicilline si sensible Clindamycine ou Avis infectiologique
O Metronidazole amoxicilling
INeisseria gonorrieas Ceftriazone Oflozacine Ofloxacine
ou Cefotaxime ou Levofloxacine ou Levoflozacine

société francaise
de rhumatologie
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Two weeks versus four weeks of antibiotic therapy
after surgical drainage for native joint bacterial
arthritis: a prospective, randomised, non-inferiority

trial
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Two weeks versus four weeks of antibiotic therapy

OFEIACES after surgical drainage for native joint bacterial
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Combien de temps Doctenr les antibiotiques ¢

e 100 % patients drainage/synovectomie chirurgical

* 127 (81%) petites articulations (95 doigts, 28 MTP, 4 poignets)

29 (19%) moyennes/grosses atrticulations (14 genoux, 7 épaules, 5

chevilles, 2 coudes, 1 hanche)

. 96 (61%) inoculations directs (morsures/griffures, post-traumatiques)

6 (4%) hémocultures positives

Gjika E. Ann Rheum Dis. 2019;78:1114-21.



Combien de temps Doctenr les antibiotiques ¢

. 3 a 6 semaines (selon bactérie, rapidité de I'évolution, stade de prise en charge)

. [ jours pour Neisseria sp.

Etude SHASAR (3 »5s 6 semaines d’antibiotiques) (PHRC national)
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Pose de prothése de genou (PTG) ou de hanche (PTH) aprés ou au cours d'une arthrite septique : analyse
rétrospective de 53 cas pris en charge dans un Centre de Référence des Infections Ostéo-Articulaires Complexes
(CRIOAC)

Intérét du TEP-scanner dans le bilan d'extension septique des endocardites infectieuses : Focus sur les atteintes
musculosquelettiques

Linfiltration intra-articulaire de corticoides est-elle délétére au cours d’une arthrite de Lyme ? Etude rétrospective
multicentrique sur 52 patients
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