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Session Summary for 13 February 2018
1. Didactic: Spine infections by Dr. John Lynch. 
a. Thoracic > lumbar > cervical. 
b. Lumbar is typically hematogenous. 
c. Posterior epidural abscess more common than anterior. 
d. In spinal epidural abscess:
i. MSSA > MRSA > GNR > CoNS > Strep. 
e. Risk factors for osteomyelitis and spinal epidural abscess include immunodeficiency from EtOH, HIV, Malignancy, DM, CKD. 
f. In vertebral osteomyelitis:
i. Staph 39%, GNR 39%, and Strep 19%. 
ii. Reasonable empiric tx for both spinal epidural abscess and vertebral osteo are vancomycin and ceftriaxone. 
g. MRI is the most sensitive imaging technique for spinal epidural abscess/ vertebral osteomyelitis
h. Treatment for spinal epidural abscess includes urgent surgical evaluation 
i. Obtain blood cultures prior to antibiotics (can be positive in up to 50% of vertebral osteomyelitis)
j. Do not delay antibiotics for spinal epidural abscess or in an unstable patient with vertebral osteomyelitis
k. For vertebral osteomyelitis and stable, ok to defer abx until bone biopsy is obtained. 
l. Expeditiously obtain bone bx and attempt to narrow coverage. 
m. 30% of patients will have persistent pain at 1 year following therapy. 
n. 6 weeks versus 12 weeks of therapy showed no difference in outcomes for native bone spinal osteo; so prefer 6 weeks. 
o. It is often possible to transition to oral antibiotics with high bioavailability early in the course of therapy. 
2. Case presentation on UTI with Proteus and VRE
a. [bookmark: _GoBack]Enterococcus and other GPC are rarely a cause of UTI. With mixed cultures GNR is the more likely pathogen. 
i. When clean catch specimens with a GPC and a GNR were compared to a catheter specimen it was shown that the GPC were typically only found in the clean catch specimen, not the catheter specimen. This suggests that in UTI with mixed GPC and GNR isolates the GNR is the pathogen (3). 
b. Amoxicillin susceptibility can be inferred in enterococcus from PCN susceptibility but not vice versa. 
c. Amoxicillin can be used for treatment of VRE cystitis even if micro reports resistance; this is due to concentration in GU tract and high levels of amoxicillin or ampicillin that can be achieved (1)(2). 
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