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KIGHE © FracsmE e L.,

BARAE | SRR 5 AR & D BLEEMT & 70 D A2
EFEDRDST Wz, FERTH5 H 1 HickMEAE &
DEEECHEIWRE., 5 A6 HiESRBE LB L
[E22 H g & EFR IO/ EL 2 288, Z ORHRE
S Bt X REE I TR R 2 EiHE S
NUBRIZ 24 BB ABE L 72 o T2,

ABERFEE - B E164cm, fAES6kg, 141H36.8
B, IRFE80/43, ¥, IMFE102/68mmHg, FEK28[H]/
5y, EIRTESH, A, #E2 L, AR )
Zfii 2 MDD, OFFRFIEREZL,
JEERAT R s L,

ABEREREE AT R, (Table 1) @ ME—& TI3EE
DEIM %R, HIMEREIX18,500/mm® &ML,
FHRKOE BB 2o Tz, FRIRE TR
PEDSERGIE T H o fo. EALERE TR OB
EOLAEHY, 7 Vva—VERFEEEFZ ST,
%72, 378mg/dl OEME =D 7z,

ABERFE RE2NHT - Bl X # 5 H T3 A ERiE
125X 6cm OFEEIRN A 5 0 (Fig. 1), Mok CT #&
B TREHONMOHEIL L, WHiFELD DX
3% 22 % & AT HIER B T IR & 0 7z (Fig.
2a, b).
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Table 1 Laboratory findings on admission

Hematology Blood chemistry

RBC 335x10* /mm?® GOT
Hb 11.2 mg/dl GPT
Ht 33.8% ALP
Plt 31.3%10* /mm? LAP
WBC 18,500 /mm?® v-GTP
Neut Ch-E
Met-Myelo 1.0% LDH
Stab. 11.0% CPK
Seg. 80.0 % Amylase
Eo 0.0% T. chol
Ba 0.0% T.G
Lym 4.0% BUN
Mono 4.0% Cr
Urinalysis UA
Protein (—) Na
Sugar () K
Occult blood (—) Cl

Glucose 378 mg/dl
88 1U/1 Serology
711U/1 CRP 20.1 mg/dl
430 10/1 Blood gas(room air)
12710/1 PH 7.486
981U/ PaCo, 41.9 torr
0.22 4PH PaO, 65.6 torr
32210/1 HCO, 31.5 mmol/!/
181U/ BE 7.3 mmol/!/
7110/ Culture
123 mg/dl Blood
127 mg/dl S. agalactiae (—)
11.9 mg/dl Sputum
0.74 mg/dl S. agalactiae 6x107 cfu/ml
2.4 mg/dl K. pneumoniae 6x10* cfu/ml
132 mEq/ [ H. influenzae 8x10° cfu/ml
3.1mEq/l Aspiration fluid
90 mEq/! S. agalactiae 5108 cfu/ml

Fig. 1 Chest roentogenogram showing nodular

lesion in the left upper lobe.

YYEREDEEA SN, ZOROPERE LT
77 AR WHIE /] 2 3 % Imipenem
(IPM/CS) LSRR OBES b BETE o7z
7z & Clindamycin (CLDM) Of#FH#k % Bts L
7z (Fig. 3). L2 L, %54 E1MEkS CRP 3%
EEEA 2R T b OO, Mo X A B o R
KEEF ARz 6 B 3 FICHiN & T i/
FREETRIZ NV — > RREA LTz, HERE DR G
TORRED S S, agalactiae DSEIT 5x10%cfu/

ml SrfE S, BESER I3 S e h o 72, [
AT - 72 MRETEE Tl R S b o 7225,

WEERER# T S, agalactiae > 6 X 107cfu/ml, Kleb-
siella  pnewmoniae 73 6X10*cfu/ml, Haemo-
philus influenzae 5 8X10°cfu/ml 55 B & 1 7=
(Table 1), Fv—r 2B ARIEFICHEEL, 21
& &b IES X AR Lok & oE U, RS i
HEPLCRPII®ER TR LIz 6 AI4H I T
IPM/CS & CLDM ftf5 5 S. agalactiae \ZF55y
PLE 1D & % Piperacillin (PIPC) 1 H4g 145
U7z, 1S U Ty CRP S0 b L
Wz ® Ampicillin (ABPC) 1 H3g 1IcZ#H 7=,

LU, CRP H EA L7280, IPM/CS & CLDM
FHZzHOERL. THEHBHESIZEA LR
{olzled Fv—raiikl, 7HAI0HEMmER
#%36,100/mm?®, CRP 1.3mg/dl & IZIERAE 1L
ML L7200 0 TFLX 1 H 300mg & 2558
L7z, 2 0% 7T H13H YRR A H e TR
MRI 2 U7z £ & 2 T1sRHE 5 C T L4L5D
HERDEE & 2 DRI OHERIR DO AEE % R [Fl— D
WOEG RO R OMERE LR EHER “ 22k L
7z (Fig. 2¢). TFLX #%5HRNI LM EHEL %
BHLTH Zer o RIPACHER*RERL S
7o BEIRIS W O v T A BRI 378mg/dl,

HbAlc 10.2% & a > b a— VAR TH - 723, fil

IRPHES MR BTE BL0E
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Fig. 2 Chest CT scan on admission and spinal MRI.
a: Nodular shadow in the left lung showed the air fluid level. b : Subcutaneous
mass was included air. ¢ : Spinal MRI showing the pyogenic spondylitis.
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Fig. 3 Clinical Course

Date May | June ( Tuly 1 August
Therapy
Temperature
c Drainage
39 L
— >
38
37 J I v\/Av‘rls/\vAv AWAV-—a oot s A e S e AV S Y
36
WBC(/mm3) 18500 15200 12500 10800 12500 6200 7500 6100 7000 5900
CRP(mg/dl) 20.1 17.2 6.8 4.3 3.0 1.9 2.2 1.3 0.9 0.6
FBS(mg/dl) 378 159 142 164 150 148 147 169 137 146
HbA_(%) 10.2 7.1 4.9
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TEIRAE D REEDSTHIE T 2 DI WREFRIED AT
avhu—)VREIFERY, 8 BLIRRIILIRMEME
ROBEIETDH 5 TRAIET LTI ANEY
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z =
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REELHL, WOW2ELEDRBIZHIEL T
W3 F72, Scully, Patrick &2 & 2 DLPEL
DORRETTIED, HEERBOEELR DL LT, §
RIFHBZET 5T w5, KEFHZ VD W 2 T
RELTHEELTBY, ZDIE Verghese 5D
G U CEBER BT EE TR WS, BERR
EHLTEY, ZAICE 3 RERIRENFE I
RELBEE L2 enFz o5, JibEELS]
S LIZEEORT £ U CEl R MEt iz SET
Ehmoleh, MEMZaBTH-7. £/, &
FINBHRER YT L 7272 MIC 12 D v CTHeET
L7273, IPM=0.025¢g/ml, CLDM 0.05xg/ml
EFERA U7 2 BRI U TR T, BRI
L7z DI3EFBATEDRFNARETH 5 L % 2
51, penicilline G ® MIC $0.054g/ml & BT
TR=V Y VIERMRIRE O & 5 RS 2o

% i

7z,

S. agalactiae 1%, MBen o LEIRE L2 & S
120, BATRBE THRAICDBEEIND2HENE L
%5 TEY, Verghese 5 DEED X 5 12, BHAEA
REE W 2 HRIRBGYEDRLARE & 742 % 1]
FEMER SHIZVN, BRICHIILEND S & F
Zbhiz,
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Case Report: Lung Abscess Caused by Streptococcus agalactiae

Yasushi OBASEY, Yasuhito HIGASHIYAMA®Y, Tomiko SHIMAFUJIV,
Toshiyuki YAMAGUCHI?, Hiroshi NAKAYAMA®Y, Norihiko MORIY,
Touru ISHINOY, Youichi HIRAKATA?, Kazunori TOMONO?

& Shigeru KOHNQO?

YHokusho Central Hospital
2The Second Department of Internal Medicine, Nagasaki University School of Medicine

Streptococcus agalactiae is a well-recognized cause of neonatal sepsis and meningitis. In
adults, infections by S. agalactiae are rare. We report an adult case of lung abscess and pyogenic
spondylitis caused by S. agalactiae.

A 51-year-old male was admitted to our hospital because of an abnormal shadow in the chest
and lumbago on May 25, 1995. He was diagnosed as lung abscces from the chest roentgenogram
and CT scan and the subcutaneous pus was aspirated. The pus culture was only positive for S.
agalactiae. He was treated with IPM/CS 1 g/day and CLDM 1.2 g/day and the abscces was
drained. MRI showed his lumbago was caused by pyogenic spondylitis. The underlying disease of
this case was diabetes mellitus. He recovered from the infections with in about 10 weeks of
antibiotic treatment.
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