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Case Presentation

• A 35-year-old female presented with severe pain in the
right posterior knee

• She could not recall any specific trauma, bug bites, or
animal bites to the area, although she did endorse having
bed bugs at home

• PMH: polysubstance abuse, hypertension, asthma, bipolar
1 disorder, history of MRSA and ESBL bacteremia,
infective endocarditis, and poor follow up for treatment of
hepatitis C

• She endorsed smoking heroin, methamphetamines, and
marijuana before waking up on the kitchen floor, during
which time she noticed knee pain

• Vital signs on presentation: Pulse 107, respiratory rate 25,
and blood pressure 212/150

• Physical exam: Edematous and erythematous right knee
with decreased passive and active range of motion,
vesicopustular lesions on extremities

• Initial labs: lactic acid 2.1, WBC 16.2 with a left shift of
neutrophils at 96.1%, K 2.7, acute kidney injury (AKI) with
BUN/Creatinine 81/3.6, and transaminitis with AST/ALT
156/224 and ALP 169

• Ultrasound of right lower extremity: ruled out DVT but
showed a complex baker’s cyst at 3.4x0.9x2cm

• Chest X-ray: negative for acute cardiopulmonary process

• Urinalysis: significant for proteinuria otherwise negative for
signs of infection

• Started on ceftriaxone and vancomycin

• Blood pressure continued to be high so on day 2, she was
started on clonidine which would also help with opioid
withdrawal

Discussion

Hospital Course

For additional information please contact
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• Disseminated gonococcal infection (DGI) is caused by the

bacteremic spread of Neisseria gonorrhoeae

• Typically, patients will not describe having recent symptoms

of genital gonorrheal infection, and it is this asymptomatic

mucosal infection that leads to delay in treatment with

antibiotics and increases the risk of developing DGI

• DGI Clinical presentation:

1) Arthritis-dermatitis syndrome (Bacteremic Form): Present

with fever, chills, general malaise, and the classic triad of

- Tenosynovitis

- Polyarthralgia - migratory in nature and asymmetric joint

involvement

- Dermatitis - painless pustular or vesiculopustular lesions. The

lesions are seen on distal extremities and are transient

2) Purulent arthritis (Septic Arthritis Form):-Present with arthritis,

joint swelling, and pain in a single joint that begins abruptly.

- Afebrile, which distinguishes this from the bacteremic form

- Most common joints involved are knees, ankles, and wrists.

- Unlike other forms of septic arthritis, joint destruction does not

generally occur

• Diagnosis: blood cultures, microbiological testing of mucosal

sites, and synovial fluid collection if there is joint effusion

• Her case is unique in that it had features of both syndromes

• All patients should be tested for other STD’s such as HIV,

chlamydia, and syphilis, among others

• Treatment: Ceftriaxone 1g IV daily for at least seven days

-Bacteremic form:- After clinical improvement, transitioned to

oral Cefixime 400mg PO BID or Ciprofloxacin 500mg PO

BID to complete the 7-day course

-Septic arthritis form:- parenteral therapy for 7 to 14 days

depending on the patient’s response to therapy

• Urine Chlamydia and GC NAAT testing was done for which GC came

back positive. Blood cultures came back negative.

• Small non-blanching dried vesiculopustular lesions and pitting edema

was noted on bilateral upper and lower extremities, which she denied

being due to intravenous drug abuse (Figure 1, 2, 3)

• At this point, it was suspected that her baker’s cyst as well as

dermatitis and arthritis complex were part of a disseminated

gonococcal infection (Figure 4) and was treated with one time 1 gram

dose of azithromycin while continuing the vancomycin (MRSA

history) and ceftriaxone

• She declined HIV testing and testing for N.gonorrhea from mucosal

sites. A joint aspirate was attempted by interventional radiology but

without any success, as the fluid had dissipated

• Overall, her clinical course continued to stabilize. Both transaminitis

and AKI started resolving

• Unfortunately, on day 6, she left against medical advice overnight

despite an explanation of risks, including potential death. It was later

noted that she passed away at home although the cause was not

verified

Disseminated Gonococcal Infection Presenting as Complex Baker’s Cyst 

and Septic Shock

Figure 4: Septic arthritis initially

diagnosed as complex baker‘s cyst
Figure 3: Vesiculopustular lesions

and edema of right foot and ankle

Figure 2: Vesiculopustular lesions

in bilateral lower extremities
Figure 1: Vesiculopustular lesions

and edema of the hand
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