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Table 10 Laboratory findings on admission

Peripheral blood Biochemistry Blood gas analysistJ Room air(]
WBC 11,700/ p 1 TP 7.3 g/dl pH 7.490
Seg 92.2% Alb 31 g/dl PCO: 31.1 mmHg
Lym 4.3% zZTT 143 U PO 67.1 mmHg
Mon 3.3% TTT 37U HCOsact 23.2 mmol/I1
Eos 0.1% T-Bil 0.6 mg/dl BE 0.3 mmol/I
Bas 0.1% D-Bil 0.2 mg/dl Blood culture:
RBC 337 x 10%/pul AST 44 U/ Staphylococcus aureus
Hb 10.0 g/dI ALT 33 U/I Sputum
Ht 32.1% LDH 216 U/I Bacteria: Normal flora
Plt 228 x 10%/ i1 ALP 541 U/I1 Acid fast bacilli
ESRO 1h0O 129 mm y-GTP 90 U/I Smear: Negative
Coagulation ChE 91 U/I Culture: Negative
PT 81.3% Amylase 66 U/I Urinalysis
APTT 28.6 sec BUN 14 mg/dl Sugar ooo
FIB 550 mg/dl Cr 0.9 mg/dl Protein ooo
Serology Na 130 mmol/I
CRP 14.6 mg/dl K 3.4 mmol/1
Cl 97 mmol/I
Ca 8.0 mg/dl
T-Cho 145 mg/dl
TG 126 mg/dI

Fig. 1 Chest radiograph obtained at the time of admis-
sion showing multiple nodular shadows in both lungs.

20000 CTOFig2000D0DOOO0OOOODODODODO
nooooooo Fig. 2 Chest computed tomogram obtained at the time
L of admission showing multiple nodular shadows in
00o000oOoOo0obOOo0obOoooooobOooooao both lungs.
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Fig. 3 Summary of the patient’ s clinical course.

Fig.4 Transesophageal echocardiogram obtained at
the time of admission, showing tricuspid valve vegeta-
tion.
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Fig.5 Chest radiograph obtained before discharge
showing the disappearance of multiple nodular shad-
OWs.
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Fig. 6 Chest computed tomogram obtained before dis-

charge, showing the disappearance of multiple nodu-
lar shadows.
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A Case of Tricuspid Valve Infective Endocarditis Presenting with Multiple
Nodular Shadows in Both Lungs without Known Predisposing Factors

Shigeru Miyata", Osamu Kitada", Hitoshi Nakamura™, Kazumi Aragane”,
Kozo Kuribayashi*, Takayuki Nakagomi*, Taku Okukubo™, Noriko Takenaka",
Shoko Jin™, Namiko Nagasawa", Minoru Sugita® and Takashi Nakano™
*“Department of Internal Medicine, Division of Respiratory Disease,

*Medical Imaging Center, Hyogo College of Medicine
1-1 Mukogawa-cho, Nishinomiya, Hyogo, 663-8501, Japan

A 56-year-old woman was admitted to our hospital with fever, cough, and sputum production. Her chest ra-
diograph and chest computed tomography showed multiple nodules. Laboratory findings revealed leukocytosis
and an increased C-reactive protein concentration. Physical examination revealed a systolic murmur. Trans-
esophageal echocardiography demonstrated a 1.5-cm area of vegetation on the tricuspid valve. Blood cultures
grew Staphylococcus aureus. Tricuspid valve endocarditis and septic pulmonary embolism were diagnosed. She
was treated successfully with intravenous ampicillin/sulbactam. This was a rare case of tricuspid valve infective
endocarditis in an adult patient without known predisposing factors.



