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Case 2 : AUSHANYATATATIIFWYIUID UH1INY1DIUTIAA
"A 37-year-old female presents with right ocular pain for 1 week"
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Present illness:
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Physical examination: VA of hand motion in the right eye and 20/20 in the left eye.

Examination of the right eye: chemosis, corneal haziness, and hypopyon.
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Underlying disease: SLE A1ansaauail 2538 (nouaiy 7 1)
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® ANA positive 1:640, fine speckle pattern, anti-dsDNA positive

® Kidney biopsy: Lupus nephritis class Ib

5.0, 2541: UA1IL SLE AT

® [N turn to class IV S/P IVCY + Prednisolone, Azathioprine
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W.8. 2566: N1IZ SLE Mi31
® Active LN: S/P High dose dexamethasone then prednisolone, S/P rituximab x 2 cycles (last

12/12/2567), add MMF (23/12/2567)

® Tapered down prednisolone 25 —> 15 — 10 — 5 mg/day (since 8/4/2568)
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Family history: Uasiszin lsalsgidivesauluasouns

Current medications:
-MMF (250) 1 x 2 po pc
-Prednisolone (5) 1 x 1 po pc
-Carvedilol (6.25) 1 x 2 po pc
-Vit D2 (20000 U) 1 cap po every Wednesday
-Furosemide (40) 1 x 1 po pc

-Hemaplus 4000 unit SC weekly

Physical examination:
General appearance : A Thai female, alert, well co-operative
Vital signs: BP 148/109 mmHg, PR 92 /min, RR 14 /min, BT 37.9 C
BW 48 kg, height 150 cm, BMI 21.33 kg/m2
HEENT : not pale, no icteric sclerae, no periorbital edema or ecchymosis, no malar rash, no oral

thrush, no dental carries, no thyroid gland enlargement
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VA (cc) Hm, good Pj 6/6
IOP (mmHg) 30 13
Eyelid Mild Swelling normal

Conjunctiva | Marked Injected | Not injected

Cornea As picture Clear

A/C As picture Deep, no cell

Iris As picture normal

Pupil As picture 3 mmRTL

Lens As picture Clear

EOM Full Full

Fundus Obscured C:D 0.4, dot and blot hemorrhage

Conjunctiva: Marked injected, no abnormal discharge

Cornea: peripheral whitish corneal infiltration
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A/C: cell 4+, pigmented hypopyon, fibrinous inflammatory reaction in AC, Large Pigment +

White KP seen

Cardiovascular system: No jugular vein distension, full and regular pulse, apical impulse at left at left fifth ICS
and MCL, no LV nor RV heave, no thrill, normal S1 and S2, no murmur

Respiratory system:  Trachea in midline, normal chest contour, equal chest expansion, no dullness on
percussion both lungs, no adventitious sound

Abdomen: No distention, normoactive bowel sound, no tenderness, no guarding, no rebound
tenderness, no hepatosplenomegaly, negative shifting dullness

Lymph nodes: no palpable LN at cervical and supraclavicular and inguinal region

Neurological system: full EOM, other CN- intact, no stiffness of neck, motor power grade V all extremities,
no sensory impairment

SKkin: no rash, no tattoo

Initial laboratory findings:
Complete blood count: Hb 9.1 g/dL, Hct 30.3% (MCV 77.3 fL, RDW 17.1%), WBC 4270/uL (N 55.9%, L
32.3%, M 9.8%, Eo 1%, B 1%), Platelets 420000/uL
Coagulogram: PT 15.1 sec INR 1.35 sec APTT 30.5 sec
Blood chemistry: BUN 51.7 mg/dL, Cr 3.93 mg/dL, Na 129 mmol/L, K 4.4 mmol/L, C1 91 mmol/L, CO2
21 mmol/L, TP 6.4 g/dL Alb 3.8 g/dL. Glb 2.6 g/dL Total bilirubin 0.36 g/dL Direct
bilirubin 0.09 g/dL AST 23 U/L ALT 14 U/L ALP 73 U/L

Urinalysis: Sp. gr. 1.008, pH 7.0, negative, WBC 0-1/HPF, RBC 0-1/HPF, Epithelial cell 0-1/HPF
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Chest X-ray:

Case summary case

W@ investigation dh willu U imaging, staining, culture L1Q¢ histopathology (§ Und Wmu"lgjgﬁu 3 3‘]])

Blood agar W1 norrow zone beta-hemolysis colonies

4
L Gram stain from blood agar: Gram positive rod (non-spore

forming)
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Culture from vitreous humor: Listeria spp.

Umbrella motility on semi-solid agar

MALDI-TOF: Listeria monocytogenes

Hemoculute: no growth

Clinical diagnosis

Right endogenous endophthalmitis

Microbiological diagnosis

Listeria endophthalmitis

Management

-IV Meropenem total 21 days

-Work-up other endogenous foci of infection (CT brain, Chest X-ray, consult ENT, lumbar puncture,
urinalysis): unremarkable

-Off MMF, continue prednisolone(5) 1 tab po once daily

Progress

o Y @ [ = A =) < o 2
Wa\‘]llﬂ Meropenem 15U 21 IU AYYIUTWAIN Vlllll@WﬂWﬁ‘]J'Jﬂ@n AU UTAUU

Visual acuity MUY OD — 6/60, OS — 6/6 , normal IOP both eyes



