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Introduction

Actinotignum schaalil 1s an emerging, opportunistic pathogen linked with urinary tract infections and other noninfectious diseases such as prostate cancer. A.
schaalil infections are often polymicrobial and can extend beyond the urogenital system, but its clinical significance is often underestimated. Furthermore, there Is
a vold In the existing literature regarding its infectious manifestations, microbiological laboratory data, and antimicrobial sensitivities. Therefore, a retrospective
case series on patients infected with A. schaalil was conducted to glean Insight into the variations in presentation, sources of infection, and other microbiological
parameters influencing the spread of A. schaalil in the province of Saskatchewan.

Results: A. schaalii Infections

Bacterial ID & Antimicrobials
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Conclusion

N=32, Median Age 73.5 years [Range 29 to 94], F:M = 22:10 A Mo B Uleer e A sch.aalii infe'ctions ?r'e diverse,.prominent in abscesses spanning from the neck to
; * \ . . the thigh, septic arfch.rltls of Fhe Hl.p, and Ulcers. |

Abscess (n=8) Ulcers (n=3) Septic Joint (n=4) Others (n=1) ] N * Asa Uropatthen, |’F is prominent in UTIs and Urosepsis -

—— ecrenc I Y | ] * The gram stain profiles showed abundant polymorphonuclear leukocytes and majority
B | @ [ 1 ) ey 521 of the cases were polymicrobial.
| :’Z (‘@ ° T ° T * A. schaalii is a gram +ve coccobacilli.
| 2 N 1 I I I I L l I I I I I L » Most cases were gram +ve. Both cocci and bacilli have a higher distribution spanning
’ Gram +ve cocci I Gram +ve bacilli I Gram -ve cocci I Gram -ve bacilli ’ Gram +ve cocci I Gram +ve bacilli I Gram -ve cocci I Gram -ve bacilli between abundant to Scant denSIty Of Organlsms'
l_k_l oxic megacolon (n] @ Abundant = Moderate mFew = Scant BN organisme m Abundant = Moderate ® Few = Scant  No organisms * Management of A. schaalii is multimodal, consisting predominantly of antimicrobials
I 1 — — and various surgical procedures depending on the site and etiology.

Peri s | Coeew o e : ¢ - Jrosepsi P N Septic Hip Arthriti * The most popular antimicrobial choice at discharge in the monomicrobial and
f:fi;a' S e (n=1) ulcer (n=1) I Il _ _ polymicrobial cohorts was metronidazole (n=3) and clindamycin (n=3), respectively.
. W ] : ["Subtotal colectomy | 3 s Overall, metronidazole (n=4) and amoxicillin-clavulanate (n=4) were the popular

\ " e T2P | | Reposition| | ¥ 50 and en(;;:l E;;stumy = <.l antimicrobials 5 | | -
1 Thigh DAP (n=1), Debridement (n=1) L S S * The only 2 documented cases (pyelonephritis and urosepsis) wherein a clinician
1} (h=y| CTX (n=2 Diabetic foot LT LT requested sensitivity for A. schaalii. A. schaalii was sensitive to penicillin and

TZP e Cafanolin (ret )l : I : : L I I , I I , I , I_ Amoxicillin-clavulanate. A. schaalii was resistant to metronidazole and ciprofloxacin.
> v Disiiﬂé‘}nlu gramvecoeet - Gram-vebadlll - Gramve cocdd - Gram ve bacil grame coeet - Gram-vebadlll - Gramvecocd - Gram ve bacll * A. schaalii is not just an emerging uropathogen and its clinical significance remains

AZM TET DAP—> TMP-SMX (I’l:l} B Abundant Moderate Few Scant M No organisms B Abundant Moderate Few Scant M No organisms undervalued,
Figure 1: Summary of the clinical diagnoses, management strategy and antimicrobial choice Figure 3: Summary of gram stain test for samples sent for each of the infections. A: Results * Although the majority of A. schaalii cultures are polymicrobial, clinicians should request
prior to cultures. I/D: incision & drainage, TZP: piperacillin-tazobactam, AZM: azithromycin, for abscess samples. B: Results for ulcer samples. C: Results for urosepsis samples. D: Results sensitivities for A. schaalii so that appropriate antimicrobial coverage can be provided to
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