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Streptococcus agalactiae (S. agalactiae) 1%, TG
kv DABREOREELE L THLATWS, K
BIcX AWEMIZ e P TIREW L ShTW5 23,
THENETERCEET D & XD, HERKCEKT
BETAEIRMME, #MEAL SHIRRPMEDCRAE
Lo B LB S, Lo LIshs b AREDL
ANCBIAIRPEDOFRHRE L 725 & &idd el
S. agalactiae W= X % BEH e LA R S (Infective
endocarditis : IE) DR &G FHETH 5., SEFK <%
AEZ L H5RABFOIE#RBR Lo THRET
5,

E

B AR, B

E5F BB, EEBESRE.

BREE BEREBETH -7, 19924 9 A26H &
DICHDRMNEE, FEXEL LEELET
TeREE L Te o T, T ORAEBIER S HE L
fotcd, 108 3 B4BRA R %% 2, diclofenac
sodium 72 EDFEICTHHEEL e icd, 108
6 HABE & 78 -7,

BEGERE L d~N&z &izl.

FIRIE | ABBERIA.

ABERFIRIE | B&167.5cm, {KET74.5kg, KR
39.0C, IMmAE110/50mmHg, JR$A100/%, %, &
In, FEEEERDT, MEEE, MR
Tedr oo, BEIMEFEE CHEL AT, W
WWREE R RS e - o, KRB 2R DT,
BIREERSE 0 (F210) JINETH ) S EHI@12— 1

JIBSTE L) 1B BE P Bt #BE KRS

RIS ER, BEOERELRD R, REIC
BEFR ARSI o1,

AR A AT R (Table 1) © 7/ 1 BRefE fE57
mm & Ji#E, RRCTREHR, BEOMER, RR
ST, KM ©EmERS14,400/mm? & F
fExnRL, FREOBEMEZ D, M/
57,000/mm? & B, BRALFBA CIRBRE O
HEfEE R BT, FEIME G Tk CRP £328.8
mg/dl & &fH, %7 1gG, IgA, IgE, PAIgG D
mERDI, B X REE T CTR 55% & BE
DL KZFRDIC,

AR (Fig. 1) B#, BRESAOFLE,
B MERBEN, AT, CRP Effls &0 5G4
BEf s % Be\~ Cefazolin 4g ZBAIA L 7o, ARREED
MK EEFE T S. agalactiae HWEHE Eh, T2
ORI IR R AR 2 R S h e
fed, IEXEV, DEBERRELBITLAEZ
5, KBPRFICHEE X RD L (Fig. 2), chbo
FrR XY, S agalactiae 'z X % IE L 2Z¥Hr L 7z,
Penicillin G 2,00077 B {7/ B o % & % B 1A
L, & & iz Imipenem/cilastatin 2g/H, Ise-
pamicin 400mg/BZ A L THKE L. Ll %
DH L BN L, 8% BT L LS
FEEECT, KBRFOEEDOHEKSRDI7
B, NEHEREOBEIL EHIMTL, #16WH, 4B
fEABHC T KBRS BRI A AT L, FMATR
T, KBIRFOBERBEL, EEDFAFIC
¥lem DFEE X b7 (Fig. 3). MEx—EF37C
BEOWMBLEHE L, B X D Xanthomonas
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Table 1 Laboratory data on admission

1. ESR 57 mm/hr
2. Urinalysis
Protein +
Sugar (=)
Sediment
RBC 5-9 /HPF
WBC 5-9 /JHPF

3. Hematological examination
RBC 444%10* /mm®

Hb 13.7 g/dl
Hct 40.5%
WBC 14,400 /mm?
Stab 2%
Seg 81%
Mono 3%
Lymph 14 %
PLT 5.7X10* /mm?®
4, Coagulation
PT 96.1 %
Fibrinogen 549 mg/dl
FDP 5 ug/ml

5. Biochemical examination 6. Immunoserological tests
T. Chol 100 mg/dl CRP 28.8 mg/dl
BS 138 mg/dl RAHA <40 X
T. Bil 3.5mg/dl IgG 2,570 mg/dl
D. Bil 1.9 mg/dl IgA 517 mg/dl
ZTT 12.0U IgM 217 mg/dl
GOT 681U/! IgE 3,750 IU/ml
GPT 611U/! PAIgG 27.8ng/107 cells
LDH 8351U/1 (9.0-25.0)
Al-P 376 1U/1 CH50 43 U/ml
y-GTP 1611U/! C3 94.8 mg/dl
Ch-E 5,6051U// C4 42.6 mg/dl
Amylase 4410/1 7. Serum protein
Creatinine 1.1 mg/dl TP 6.8 g/dl
BUN 35.1mg/dl Alb 48.0 %
UA 7.1mg/dl -Gl 7.8%
Na 132 mEq/! -Gl 11.7%
K 4.0 mEq/! £-Gl 9.8%
Cl 100 mEq/! -Gl 22.7%
CPK 291U/1 8, ECG

Sinus tachycardia
9. Chest X-ray
CTR 55 %

Fig. 1 Clinical Course : N.M. 42y.0. Male, Infective endocarditis
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Blood Culture |S. agalactiae (O] =) )
‘VBC3 14400 17100 12900 10200 15700 11400 = 16600 9800 7200 9000
(/mm”)
CRP 28.8 109 8.44 5.65 10.5 0.91 1.66
(mg/dl)
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Fig. 2 Echocardiogram showing a vegetation
(VEG) at the aortic valve (Ao)

10.08.92

Fig. 3 Macroscopic findings of the aortic valve.
Destroied aortic valve (—) and vegetation( =)
are clearly shown.

Table 2 Cases of IE due to S. agalactiae in adults

Author Age/Sex  Cardiac disease Dental procedures Valve replacement  Outcome
1. Satoh et al 1977 33/% (- (= (=) well
2. Tutumi et al (19800  39/% (= unknown + unknown
3. Yamamoto et al (1982) 51/% (- unknown + well
4, Miyamoto et al (1987)  71/% (G (=) (=) dead
5. Takasugi et al  (1989)  60/% (=) (=) (+ well
6. Kitamura et al (1990) 48/% MS unknown -+ unknown
7. Present case (1992) 42/% ) (- (+) well

maltophilia % # 1 L 7z 72 %, Minocycline 200
mg/HxEE Lick ZAMEL, KAERTR S KE
Z~L7e, #E/5 Penicillin G 2,000 8462/ H D36
Hf# 5, Isepamicin 400mg/H D24 A E# 51
TIE DAbERER#T Lic, 11H30HEREL, B
ENRCTHRBBEFTHLERFRY AT
U,
z =

ABULFEMAT R 225 Reyn O 531 X 5 IE D
definite | L Z¥ 1 5V IE OJRNE & L THRE
BEPDOD R WAL TIEED b TR AmEEER

BAOAERU A2 EDTE Y, F oM Staphylococ-

cus aurveus, Staphylococcus epidermidis, 7 7 A
EMRE SR RRE & T A 00 S & &
N B9,

RO, BACKT2BEPIEDREE &L 705
L DB 72 S, agalactiae % JRRE & Lz IE

MS : Mitral Stenosis

DIEGITH 5. REIOEEKEEE LT, LE
Bl FOFEBEBAEOZ &, s & IE D&
PWERR T RAD I 10 2 &, TR BB
R 0108 T2k %8 T, PCG
D& LI I AL FEREO Y2 fT Lic it b #)
5F, FEELSHEICETL, AERNYEL
TENBTFoND,

S. agalactiae % JFHRE & Lic [E (&, B4 DR
LAECHENTE, BRI EDARLTITENT
BIDOEIIIDBH 51T X /v » 7z (Table 2),
INHLOFEFE EDD LB LG, LD 3HI
THEEE o, EBEOEREEE LW, 1
BIDOBTH T, —HICIEBEOEAEE L LT
DODERIL, 60~70% & TR HIZ kb~
HEREICL B IE T, EBUEERYAETHH
EBS TERETH > 1o, TibbAREILS. aur-
eus & AFE, BEMCHEIR, HIFEL 5 5 viru-
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lence #H LT WA ERBIh, $-IEX
EOFHRE L THEEOBVRAAE 2 ZF76b
LZbhichote, BEMICOWTL, KERS,
BEALFLTH Y, —BREC L S IE LRAKET
Hote, FRIZOWTL, FEBEMEEL G
6FF5BIEEEEY HD TN ERBEIR,
Ui FEBRMEZET L ed o7 1 HICIRARTER
BEiREy L oT\Wn5,

Pringle 9% 5 § © S. agalactiae i~ X % IE
PEHL, 3P THBERNEZEL - LH]E
LTWw5, S viridans =X % IE B\ THEHR
WMEETHHEILT% EHBE?Ih TR Y AREI
LHABBRMAET 2HEIBED TR EEZLD
hs,

LIk X b S. agalactiae V2 X % IE OE#IL, F+
WELSECHETL, BREL VI XY, 3K
HEXCELU LR E LA ERRLTED,
KEICL 5 IE L2 LcBE R, BHoRE
B BT RETHB EFE L bR,

S. agalactiae /= X % IE DREREEK & LTt
HNAETER D OKBHEIRBRE LR L c|EIL D
5. AGIOABDOEICOWTIHERS D big AR
FIBRERIIHEST LT ieubwh, FIEROAREIC X 5
EERPENSEBREIN TV HOIFL, BA
BRI 5 REEFE BT S. agalactiae MR
WELeb 3T THY, ZOFRERIDR
Wh o LBbhb, FLEBHLESFRE - T
VBRI, ERENERRE Lo TWBED
WOEEG, AERER, IFICbEET L LA
HohTky, THRBILRERBREYEL-TW3
NI E L bR, BEEROFHDIDESEAR
Hick 5 [Ex288 13, BARBOKRZ MK
z, FREECER X B#REL BT I LEbR
7z. Uk, S. agalactiae 12 X % IE ORBIZETs 1
PlEEBRLIcDT, ETOERY M2 HE L.
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Case Report: Infective Endocarditis Caused by Streptococcus agalactiae

Mayumi UNO, Shin-ichi MAIE, Kouichiro ARIMA, Atsushi SUZUKI, Mitsuo OBANA,
Satoshi AKIZUKI, Yasuo MATSUOKA & Shoichiro IRIMAJIRI

Department of Internal Medicine, Kawasaki Municipal Hospital

A 42-year-old male was admitted to our hospital because of high grade fever on October 6, 1992. He
had no history of cardiac and underlying disease. For the past 10 days, he had complained of high grade
fever and noticed arthralgia on his left shoulder.

Physical examination on admission revealed that there was a body temperature of 39.0°C and
tenderness in the left shoulder. There were no abnormal findings for the chest or abdomen. On the
second hospital day, he developed a diastolic murmur which had not been present on admission. And
blood culture was positive for Streptococcus agalactiae.

Ultrasonic-cardiogram indicated the presence of vegetation. He was diagnosed as infective
endocarditis and treated with PCG 20 million units/day, IPM/CS 2 g/day and ISP 400 mg/day. But he
was not responding to the chemotherapy. Aortic valve replacement was done on 22nd, October. Valve
surgery succeeded and he became well after that time. Endocarditis caused by S. agalactiae is
extremely rare, and is an important condition which carries a high mortality. Only seven cases of S.
agalactiae endocarditis have been reported in Japan. It is difficult to treat these cases with antibiotic
therapy alone. Therefore, we suggest that early surgery should be considered in infective endocardiits
caused by S. agalactiae.
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