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Table 1 Laboratory data on admission

Blood-cell count

WBC 1,000 /uL
Neu 870 /uL
Ly 90 /uL

RBC 451 *10% /uL

Hb 144 g/dL

Platelet 2.3 *10% /uL

Biochemical analysis

TP 6.0 g/dL Alb 2.86 g/dL
BUN 29.5 mg/dL Cr 3.20 mg/dL
GOT 1418 IU/L GPT 316 IU/L

total-Bil. ~ 2.61 mg/dL

LDH 2,853 IU/L CPK 3486 IU/L
Na 134.0 mEq/L K 296 mEq/L
Cl 93.7 mEq/L

CRP 26.9 mg/dL

Coagulation analysis and immunological data

FDP 135.9 ug/mL
D-dimmer 5.3 ug/mL

IgG 675.6 mg/d

IgA 2475 mg/dL

IgM 66.5 mg/dL
proteinC 29 % (ref70-150%)
proteinS 78 % (ref. 65-135%)
HCV-antibody (=)
HIV-antibody (=)

HTLV-1 antibody (=)

HBs-antigen (=)

TPHA (=)

Legionella urinary antigen (=)

Fig. 1 Chest X-ray on admission showing ground-glass
attenuation in left middle lung field without cardio-

megaly or pulmonary edema.
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Fig. 2 Therapy and clinical course

| danaparoid sodium2SOOIU/day| dalteparin sodium 4500IU/day |

Biapenem 0.6g/day |

| Pazufloxacin 1g/day |

Body temperature |

continuous hemodiafiltration |
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35
WBC(/ u L) 1000 19900 14200 15000
Platelet(/ ¢ L) 23000 7000 24000 105000
CRP(mg/dL) 26.9 27.9 26.1 16.3
CPK(Iu/L) 3486 54460 4165 799
PT(%) 91 72 62
AT (%) 53 55 55
Fibrinogen 280 435 638
FDP(ug/mL) 135 >300 87.8 100.7
D-Dimmer(ug/mL) 5.3 >100 30.2 31.9

Fig.3 Left femoris on dayl2 after admission. Erythema progressed rapidly on the

trunk and discolored into purpura. The central area of purpura was followed by vesi-

cles and changed to dry necrosis without suppuration or induration.
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Fig. 4 The left crus is wholly discolored and the sole of

the foot shows dry gangrene.
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Table 2 Minimum inhibitory concentration (MIC) and susceptibility of antibiotics against

Streptococcus pneumoniae isolated from blood culture

Drugs MIC (ug/mL) susceptibility drugs MIC (ug/mL) susceptibility
PCG 0.06 S EM 2 R
AMPC/CVA <1 S CAM 05 I
CTX < 0.06 S CLDM <012 S
CFPM <05 S LVFX 05 S
CZOP 0.25 S VCM 0.25 S
CTM <05 S R : resistant
MEPM <012 S 1 : intermediate

S ! sensitive

PCG : penicillin-G, AMPC/CVA : clavulanic acid/amoxicillin, CTX : cefotaxime, CFPM : cefepime,
CZOP : cefozopran, CTM : cefotiam, MEPM : meropenem, EM : erythromycin, CAM : clarithromycin,
CLDM : clindamycin, LVFX : levofloxacin, VCM : vancomycin
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Purpura Fulminans Due to Pneumococcal Pneumonia in a Healthy Adult: A Case Report

Kazuto TAKADA, Shuuichi MATSUMOTO, Tetsuo HIRAMATSU,
Eiji KOJIMA & Hiroaki WATANABE
Department of Respiratory medicine and Allergy, Komaki Municipal Hospital

We report a case of infectious purpura fulminans due to pneumococcal pneumonia in a 61-year-old man
presenting multiple organ failure and pneumococcal bacteremia secondary to pneumonia on admission. His
lower limbs showed rapidly progressive purpura and symmetrical dry gangrene. He had no history of or ap-
parent immunodeficiency, including asplenia, in abdominal ultrasonography. Despite of therapy, he died on
day 15 after admission.

Infectious purpura fulminans involves skin lesions with severe infection often accompanied by dissemi-
nated intravascular coagulation and septic shock.

Although it occurs mainly in childhood, especially as a complication of Neisseria meningitis or Varicella vi-
rus infection, it has also been reported in adult, as a rare complication of invasive pneumococcal infection.
Most had immunodeficiency such as asplenia or postsplenectomy. Purpura fulminans in a previously healthy
adult is very rare and this is insofar as we know, the first report in Japan detailing the development from
pneumococcal pneumonia.

(JJ.A. Inf. D. 81 : 194~199, 2007)
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