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Name!; AnDus STEWART i t of girth: :9 J65 

Addre GRO-C 
Admitted 2a129 

London GRO-C __. 
Dischalrged: 

P Dr Notoney Date; 12.D4. 9 

Crawford Health Centre 
Crawford Avenue Hospital No 2170:32 

VWembtey Middlesex 

Dear Dr Notoney. 

DIAGNOSIS' 1, PYREXIA OF UNKNOWN ORIGIN SINCE 24.12.98 

2. VON WILLEBRAND5 DISEASE TYPE 2Nt 

3, HEPATITIS C TYPE 3 

4. RIGHT K kEE HAEMARTHROSIS DECEMBER 11398 

Ba~ckgriund 

Angus Stewart is a 34 year old walciniaker wh~Io is married with children_ He has 

regularly (three times a year) visited Japan hawse of work- His vOn Wi llebrarLd5 

disease was -diagr1Osed in early c~Lildhood and he was initially treated at Great 

Ormond Street. Tile predominant problem was of recurrent epistaxis. He was 

referred to the Royal Free in 1978 after which time he presented on three 

occasions: 1953 elbow bI eed fol lowing lifting a heavy object; 1987 presenting with 

I +mphedanoPathy and left hypocilor drial pain_ No cause was found at that time; 

and then in 191 he rEquired treatment with DDAVP for epi. to cis. 

In 1997 he received a sirwjle dose of interferon for treatment of his hepatitis C but no 

further treatment after that. 

ont  . 
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History of this episode 

Or' 23.12.98 he attended the Haemolabilia Centre wilh a painful, rulsed and 

swolten right knee. Three days pr ,viously he had twisted his knee whilst getting out 

of a car. lie was felt to have a right knee haemarthrosis and was treated with 

DDAVP and tranexamic arid. However, he developed pyrexia oaf 3 .7C -during 

adrninistrat.ion of his DDAVP. At this time Mr Stewart had an appropriate 

leukocytosis with a raised CRP, deranged LFTs consistent with his hepatitis and an 

ultrasound of his right thigh revealed muscle oedema and was thought to be 

pGSSibIy consistent with a cvrnpartmerIt. syndrome. He was commenced on 

intravenous cefotaxirne at this time-

241 28 - Mr Stewart developed mitd renal impairment with a creatinine of 181. His 

thigh became more swol len and his antibiotics were changed to ber~zylpeniei llir1 and 

flucloxecillin. 
22.12.98 Mr Stewart developed cellulitis over his right thigh which worsened over 

the next couple of days so that on rnicrobioicgi t advice he was put on an 

increased dose of berizylpenicillin and flucicxaei llin and clarithrornycin was also 

added. Throughout this time Mr Stewart's sodium was persistently low between 128 

and 13O. His creatinine however had resolved by the end of I ecernber. CRP at the 

end of December was 61. 
04.01.99 - 0 Ulltr nd of the right thigh revealed swol len soft tissue with 
oedematous tissue planes but no focal collection or abscess. 

0 .01.99 Mr Stewart's leg was improving but he continued to spike temperatures. 

• Fusidic acid was artded_ There was an attempted aspiration of his right knee which 

revealed no fluid. At this point the white count was 11,4 with a CRP of 26. 

08.Q -99 - Ultrasound guided drainage of his thigh was attempted. 10 m l of heavily 

blood stained fluid was obtained and sent to Micros iology. 

11.01,99 - Mr $tewart`s temperature, which seemed to have settled for 48 hours, 

spiked again. At this time a chest x-rays and an ech-ra ardiogram were normal. 

1 .01.99 - His antibiotics were stopped. Mr Stewart was reviewed by the 

Orthopaedic Team who suggested an . RI I. This revealed diffuse infEaammation in 

the posterior compartment of his thigh and after discussion with Microbiology he was 

once again commenced on antibiotics. These were cefotaaxime, benzylperlici l lin and 

rnetroriidazole. 
'15.01 99 - Mr Stewart developed a rash which was presumed to be secondary to 

his antibiotics which were tharied to clindarnycin and gentamicin. He had an 

abdominal ultrasound which showed no enlargement of l iver or spleen. 

continued.... 
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10.01.99 - A biopsy of the right thigh was carried out which showed focal chronic 
inflammatory cell infiltrate and hasmosiderin containing acrop es. There was 
no neutrophilic ir}fillrate tc suggest sepsis. 
19.01.99 - Having been apyrexial for 48 hours he anain spiked a temperaaure and 
developed loose stools. His cl indamycin was changed to teicoplanin 
22.01 99 - Having had per$isten diarrhoea metronidazole was added. There was 
no evidence of clostridium infection. By the end of January his right thigh was much 
improved but his temperature continued to spike at 1C and he hed a repeat chest 
x-ray, a CT scan of the chest, abdomen and pelvis, 'malaria screen and auto-
arntiborCy screen. —  
06.02.99 - His antibiotics were stopped but he continued to have persistent 
swinging fevers up to 4OC and agairr a repeat echo was requested and a second 
galIium scan low dose rnantoux lest with comptimnt levels 
14.02.99 - Repeat MR l of his thigh and knee appeared consistent with a fasciiiis. 
15,02,99 - Ultrasound of the thigh again showed n ❑ fluid available for aspiral for . 
22.02.99 - Reviewsd It e Or1hopedic team who feEt tl`ial no further interverlion 
was reguiret. 
24.02.99 - Rviswd by Infectious Disease and Microbiology teams who felt that 
high dose antibiotics directed at staph aureus would be advisab!e. He was. therefore 
commenced on flucloxacill i n and fusidic acid_ 
26.02.99 - After an episode of collapse with epigastric tenderness overinight Mr 
Stewart dropped his ha@moglobin by 3 grams and was Iransfused appropriately and 

Starte d on an I- antagon i 5.t 
04,03.99 - Ulf Stewart was found to have a positive anti-streptolysirr titre and weakly 
posi ti ve SUraf rgyl aides serology. He was recommenced on high dose 
benzylpenic.illir7 and at that time Mr Stewart head a normal upper GI endoscopy. 
05.03.99 - Mr lewarl's haemoglobin dropped again requiring a further 3 units of 
blood.. 
10,03,99 - AntJ-staphy!ootccal titre was negative so his flucloxacillirr and fusidic acid 
.were stopped. I- Es continued on high dose benzylpeni ci l l irti_ 
11,03,96 - Possible mehaena stool, negative colanoscopy. Further 3 unit blood 
transfusion required for dropping haemoglobin. 

From the middle of March to the current time Mr Stewart has continued to have 
intermittent pyrexias up to 40°, some of which are associated with severe rigors 
usually whi lst he is afebrile prior to his temperature rising. He has had numerous 
negative blood cultures throughout I h is lime, but on 30th March one set of blood 
cultures grew an 5. col for which he was appropriately treated with 9 days of 
meropenern. His haernoglobin hey remained stable since mad-March. 

COr1 t l need. _ . 
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Scans and Endescopies 

23.12.98 - -ray right knee. No obvious fracture. 
231298. L!ilrosiund right thigh Possible compartment syndrome, 
04.01.99 - Ullr. snr inr! right thigh. wal len soft tissue with dema lous tissue 
planes. No focal col lection or a4scass, 
08-61-99 - LJ Itra sc and guided drainage of thigh. 
13.01.99 - Echocardiogr rn. Nlormal, 
14.41.99 - MRi right I wer limb. Features suggeslirig fasciitis. 
15-01,.'39 - Abdominal ultrasound. rio enlargement of liver or spleen. 
18.171.99 - biopsy of the right fascia lala muscle. Chronic focal in1larnmatory call 
infiltrate with lymphocytes and plasm a cells- Haemosidiriri coritaining macrophages. 
No naulrophilic infiltrate to sus gest sepsis- Conclusion: mild chronic irtflarnmalion. 
26.01.99 - GaIIic.irri scan. Sl ight diffuse. kiptake in righ t upper 1.high consistent with 
resolving recent irifectiorifinflamrrEat-ron. 
26-01-99 - CT chest, abdomen and pelvis. No abnormality. 
14.02.99 MR I of Iiiighti and knee. Verbal report consistent with fasciitis. Improved 
since previous film 
16.02.99 - Galliumn scam. Normal. 
16-02-99 - Echocardiogram. Normal. 
18.02.99 - Ultrasound fight thigh. No fluid available for aspiration. 
02-03-99 - X-ray right knee. No bony abnormality. 
044-63-99 • Upper GI endoscopy. No abn❑rmalily-detected, 
10.03.99 - Ultrasound abdomen. Normal l iver, spleen and kidneys. No collections 
seen. 
11. 13.99 olonascapy. No albnorm. lity sigan_ 
01.04. 99 -Small bowel fol low thorough. No srrlall bowel lesion identified. 

Microbiology 

Blood cultures x 18 negative. 
$iaol cultures x 1 r.egative for MC6.
Negative for ova cysts and parasites, Carrlpylobacter, Salmonella, Shigella, E.00li, 
Clostridium difficile and Cryptossporidiurm. Positive for candida. 
Urine samples for MC&S x 2 negative. 
MRS/ screen negative. 
Wound swab - skin flora only 

coritirtiued.. . 
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Fluid from right thigh aspirate. Moderate pus cells grossly bloody. No bacterial 
growth_ 
Culture of soft tissue from thigh no bacterial growth 
Throat swab - no streptococci_ 
Tongue swab - no bacterial growth or yeasts 
Malaria screens all negative 
Anti taphylocixcalstaphylococcal titre negative 
Versinia serology negative 

• Entarnfleba histolytioa negative 
Microplasma s rolagy negative 
Mantoux 1:10,000 negati 

11,000 negalive 
HIV 1991 April negative 
E. li from blood culture 8_{}3.99 sensitive to meropsnem 
Syphi lis ELISA negative 
Chlarnydia psitlaoi 1.8 
Fiapatitis B & ERV negative 
Toxrplasma - previous exposure lgM negative 

Other tests 

AIWA x 2 negative_ 
Irmmur lob-ulins normal on several ocasions. 
ig G subclasses ric rmal on 24.x2.99 
Compliment 2 normal 
T-cell sub sets ncrni al 
Ferritin 12 and folate nc'rmal 
Direct antiglobulin test negative 
CA1 25 21 I; reference range O- S) 
AFP 3 (reference range 0-10) 

EA. c 3 (reference range 0-10) 
PSA 0.6 
Bone marrow aspirate - hypocellular and reactive. No evidence of lymphoma 
Confirmed by innmun❑phenDtyprncg 

contrriued. 
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Current Situation 

Mr Stewart was changed to oral antifbietics nn 7 April and his temperature gradually 

improved over the next several days, He remained apyrexial for 48 hours but Then 
unfortunately started to have a Irwwr grade temperature again. 

Mr Stewart however felt rnueh helter in himself and was ha,virtig no further rigors. 
After discussion with Professor Lee and with fir tewart's agreement it + s dedded 

that we would discharge him on. the 14 Apri l and keep him under regular weekly 

review. H will therefore be attending the Haemoph i is Centre on 21, April at which 
time he will be revi +red by the Registrar. 

His problems at the time of discharge are persisting low grading pyrexia and some 
continuing diarrhoea. It is likely that we will ask Mr Harnllten's team to regrew him 
after discharge as they were onnsidering a laparoscopy at one point, but we feel it 
would be desirable for Mr Stewart to have some tine at home before another 
hospital slay. 

Medication on atsclnsrie 

Paracetarnol prri.. 

Yours. sincerely 

GRO-C 

Dr l' I MU i s 
SHO in h laeniatologr 

WITN0644030_0006 


