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BAO CAO CA BENH

- Kénh trao déi théng tin

- Gia tri thap vé y hoc chting cdé
- Giup phat hién cac bénh ly maéi
(Quai thai do thalidomide)
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- Tém tat (100-250 tur) dG 4 muc

- M& dau (dat van dé) va muc dich
- M6 ta ca bénh

- Ban luan

- Két luan

- Tai liéu tham khao: 10-20 tai liéu



Ngan gon, xuc tich, gay ngay su chu y
cho nguci doc

Néu Ién tinh mdéi va gia tri cua ca bénh

Tong quan tai liéu co6 lién quan
(MEDLINE, EMBASE)

Khéng qua 3 doan van (paragraphs)



PHAN BAO CAO CA BENH

Viét theo dién tién thdi gian, lién hé nhan-
qua bao gém tién su, triéu ching, xét
nghiém, chan doan, theo doi, két cuc.

(Viét lién tuc khéng gach dau dong)

Chi cung cap chi tiét vua du va lién quan
ca bénh (lam sang, XN..)

Cac théng tin vé BN (tén ho tat, tudi, gidi, sac
dan, khéng can ghi ré6 ngay thang nhéap
vien.... .)



PHAN BAN LUAN

- Pac diém ca bénh

- So sanh vdéi cac tai liéu

- Kinh nghiém rut ra (Vd: vé sinh rang
miéng, mo dan luu som, KS tich cuc)

- Két luan.....
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PRACTICE

* Death from odontogenic sepsis is rare but still a reality.

* Odontogenic sepsis is the most common cause of Ludwig's angina. VERIFIABLE

* Ludwig's angina and other cervicofacial infections present more severely in those CPD PAPER
with underlying systemic disease.

® Early surgical drainage, aggressive intravenous antimicrobial therapy and supportive
care are imperative.

Death from overwhelming odontogenic sepsis:
a case report

L. Carter' and E. Lowis?

A case of fatal Ludwig's angina from an odontogenic origin complicated by chronic lymphocytic leukaemia is presented.
This case highlights that death from odontogenic infection is a reality, particularly in those with systemic disease
causing immunocompromise. Early surgical intervention, aggressive intravenous antimicrobial therapy and supportive

care is imperative.
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INTRODUCTION

Odontogenic infection is the most com-
mon cause of Ludwig's angina.'* Mortal-
ity associated with Ludwig's angina has
reduced with the routine use of antimi-
crobials as an adjunct to surgical drain-
age of head and neck tissue spaces. Up
to 35% of patients presenting with Lud-
wig's angina have an underlying sys-
temic disease that may have contributed
to immunocompromise.’

CASE REPORT

A 67-year-old man presented to Accident
and Emergency at Hull Royal Infirmary
after emergency transfer from another
hospital. He had a three day history of
increasing neck swelling and difficulty
breathing. His wvoice was hoarse and
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his sentences limited due to breath-
lessness. He reported a sore throat,
swelling of his face and tongue but no
dental pain. He had a past medical his-
tory of angina, nasal polyps and chronic
lymphocytic leukaemia.

On presentation he was tachycardic
(heart rate 126 bpm), tachypnoeic (res-
piratory rate 29/minute), pyrexial (tem-
perature 38.9°C), and normotensive with
oxygen saturation of 94% on Fi0, 0.98.
He was stridulous and had a large, fluc-
tuant, erythematous swelling of the
submental and bilateral submandibular
spaces extending from the lower bor-
der of mandible to the clavicles. The
erythema extended over his anterior
chest wall (Fig. 1). He exhibited facial
and periorbital oedema and erythema.
Intra-oral examination revealed multi-
ple carious and periodontally involved
teeth. His tongue and floor of mouth
were soft and not enlarged. A provi-
sional diagnosis of submental abscess
was made. Chlorpheniramine, intrave-
nous hydrocortisone, benzyl penicillin,
metronidazole and coamoxiclav were
already given before arrival. Nebulised
adrenaline was administered and he
proceeded to theatre for surgical inci-
sion and drainage.

After an awake fibre-optic endotra-
cheal intubation the neck swelling was
incised using three access incisions and
the submental and bilateral submandib-
ular and sublingual spaces explored.
Three drains were placed and sero-
sanguinous fluid was drained (Fig. 2).
Dental caries was evident in both lower
second molar teeth and the upper right
central incisor tooth which were there-
fore extracted.

He remained intubated and was trans-

ferred to ITU. Blood gases revealed a
severe metabolic acidosis. Over the fol-
lowing 24 hours he became hypotensive
and required

inotropic support with

L
Fig. 1 Neck swelling and chest wall erythema
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Fig. 2 Access incisions and drains

noradrenaline. The metabolic acidosis
worsened despite the ventilatory sup-
port, bicarbonate infusions and haemo-
filtration. As a result of multi-system
organ failure he continued to deteriorate
and died.

Blood investigations at presentation
revealed a white cell count (WCC) of
161.9 x10°/L which increased to 570.3

x10°/L over the next 24 hours. A blood
film indicated that the hidh WO wac

aetiology as the cause of death and that
impaired immunity associated with the
underlying leukaemia/lymphoma was a
contributary factor.

DISCUSSION

Death from isolated dental infection is
rare.’ Progression to Ludwig's angina
increases the risk of mortality. With
routine use of intravenous antimicrobial

tharanir ac an adinnect ta enirdical incicinan

lympho-proliferative disorder
with features similar to a low grade

chronic

lymphoma. In the later stages of CLL,
infection can become life-threatening
and in this case reduced resistance to
infection led to a more severe and ulti-
mately fatal presentation of Ludwig’s
angina. Those with underlying systemic
disease are also more likely to have more
severe complications."?

This case highlights the need for regu-
lar dental care in patients with underly-
ing systemic disease in order to prevent
more severe presentations of potentially
life threatening dental sepsis. Unfortu-
nately the majority of these patients are
elderly and are less likely to present for
regular dental check ups.*

This case is also a stark reminder that
dental sepsis can still be fatal, particu-
larly in the presence of systemic disease
contributing to immunocompromise.
Ludwig’s angina and other cervicofa-
cial infections present more severely in
patients with underlying systemic dis-
ease. Therefore early aggressive surgical
drainage, adjunctive intravenous anti-
microbial therapy and supportive care

ara nrarannicita
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Abstract

Introduction: Metformin is a widely prescribed biguanide antidiabetic drug that has been
implicated as a cause of hemolytic anamia in three previous case reports. We report a case of
rapidly fatal hemolysis that was temporally associated with the initiation of metdormin treatment
for diabetes. Clinicians need to be aware of this rare but potentially serious side effect of
rmetformin.

Case presentation: A 56-year-old Caucasian man with type 2 diabetes mellitus was started on
metformin to improve glycemic contrel. Shortly afterwards, he developed progressive fatigue,
exertional dyspnea, cranberry-colored wrine and jaundice. Laboratory swidies showed severe
hemaolysis, with a drop in hemoglebin from 147 to 6.6 g/dl over 4 days. markedly elevated lactate
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NHAN MOT TRUONG HOP PIEU TRI BENH NHAN NGO POC METHANOL TAI
BVDKTT AN GIANG

Bs. Huymh Tvinh Tri

Ngé dde methanol bang duémg uéng thuémg hiém, ¢é thé giy réi loan toan chuyén héa tram trong, nm
mit, roi loan chitc ning than kinh 1au dai va tir vong.

Sur hién dién toan Lluwcn héa két hop vé1 s gia tAing anion gap va tang khoang tréng ap lee tham thau
1a xét nghiém quan trong dwoc tim thay. o

Ching té1 bao cao mét trwdng hop ngd déc rrou methanol & mot bénh nhan 56 o1 uong rou
thueong xuyén. bénh nhan vao bénh vién chiing té1 sau 20 gié uéng rirou. triéu chimg dau tién 13 me
mit, xét nghiém lam sang toan chuyén héa ning véi pH mau a:"foncr mach : 6.7 va HCO3- 4.5 meq/L.
Bénh 1]113_11 duoc diéu tri ngd doe methanol gom héi site cap e chunrcr diéu chinh toan chuyén héa va
loc méu ¢ gang dé loai bé methanol. acid formic.

Abstract: A case of methanol poisoming was treated at AnGiang Central General Hospital

Methanol mgestion 1s an uncommeon form of poisoning that can cause severe metabolic disturbances.
blindness. permanent neurologic dysfunction and death.The presence of metabolic acidosis associated
with an mereased anion gap and increased osmol gap are important laboratory findings.

We report a case of methanol alecohol poisoning in a 56-year-old chronic alcoholic patient who was
presented at our hospital after 20 hours of alcohol drinking. The inifial symptom was  of blurred
vision. The clinical findings of acidosis was very severe with arterial pH wvalues of 6.7 and plasma
bicarbonate concentrations of 4.5 meq/liter. The patient was treated with standard supportive care
combined with the correction of metabolic acidosis and hemodialysis in an attempt to elinunate both
methanol and formic acid from his blood.



THALIDOMIDE AND PHOCOMELIA

Butch Lumpkin



