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[ IPM/CS |
[eTrx ] EM | MINO |
Sivelestat sodium hydrate
FOY extubation
D:IZI Dopamine and dobutamine
BT C (=) :] Respirator | BP mmHg ()
PMX-DHP
40.07 180
39.5 — 160
39.0— — 140
38.5 —120
38.0 — 100
37.5— —80
37.0 —60
36.57 | | | | ! ! 40
36.0
4 7 10 13 16 19 22 Day (s)
WBC (/ul) 7700 9600 10500 12000 8700
Platelet (/ 1Y1 19000 75000 63000 182000 223000
CRP (mg/dl) 12.2 18.6 5.56 1.39 0.91
FDP (1 g/ml) 80.0 80.0 20.0 20.0
PAI-1 (ng/ml) 126 43 22

Fig. 1

Clinical course of the patient (CTRX; ceftriaxone sodium, IPM/CS; imipenem/cilastatin sodium,

EM; erythromycin, MINO; minocycline hydrochloride, FOY; gabexate mesilate, PMX-DHP; polymyxin-di-

rect hemoperfusion)

Fig. 2 Chest radiography 7 days after admission,
showing bilateral ground glass opacity, most promi-
nently in the right lung.
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Laboratory data on the 7th day after admission

Serology
CRP 18.6 mg/dl
Hemostasis
FDP 80 pg/ml
PAI-1 126 ng/ml
Blood gas analysis (Oz 10 [/min)
pH 7489
PaCOq 32.1 Torr
Pa02 56.5 Torr
HCOs3~ 25.6 mEq/1
Others
M. pneumoniae Ab (CF) X 40
B-D-glucan 5.6 pg/ml
Endotoxin 1.0 pg/ml

Table 1
Hematology
WBC 9,600/mm?
Neut. 98.0%
Lym. 1.0%
Mono. 1.0%
Eosino. 0.0%
RBC 414 x10*/mm?
Hb 129 g/dl
Ht 37.1%
Plt 75x10"/mm?
Biochemistry
TP 47 g/dl
AST 239 1U/1
ALT 94 1U/1
LDH 714 1U/1
BUN 339 mg/dl
CPK 100 1U/1
Cre 0.88 mg/dl
Na 137 mEq/I1
K 35 mEq/I
Cl 100 mEq/1

Table 2 Serum antibody for Tsutsugamushi
disease in the patient

Tsutsugamushi antibody

IeG IgM
Gilliam 640 320
Kato 1,280 640
Karp 640 320
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Fig. 3 Eschar on the left chest wall, showing a typical
manifestation of Tsutsugamushi disease.
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Fig. 4 Chest radiography before discharge from our
hospital, showing no ground glass opacity in either
lung.

B TH L. AIEHTDIME Y Y HH IgM Hufk s Gil-
liam #k, Kato #k, Karp #k?d 3FEWTHIZBWTHEN
£ 320 5, 64015, 320 K5 & LR EZFED, VY A MR
Liasns, BEEELTET NI A 2 Y RbUE
WENZ X BRI b A, Lo L, #YREROBE
PiEND L DIC AP LFEARE % 5", Orientia tsut-
sugamushi (=Y F R F L VRO M F T 2 HLTH
D, ZOTEMIMEEEEITTHEDY ¥ F RO KRB
MboTwbEwbil, DIC DISAEICIE Orientia  tsut-
sugamushi 25/NALE ED N BN TRIGE L, PNECHIIE %
BEEGEET R, MWLz iEITE¢EI 0Ty
%%, RIBIZHB VT PMX-DHP 2SR CTH - 727V Tl
WHOIEL %\ 2 Orientia  tsutsugamushi 13T > F b ¥
VUMD MR UEALTBEY, AEFIZBWTPMX-
DHP % Jiif79 % & &2 & 0 ED EARLBELOLE
BRDI2Z LI DIC, ARDS & o 72EIED Y Y H W
WO—DDERREHFE,D Lk v, PMX IR 3
FUBEVbLNE, TV F MY U9 RbDD lipopoly-
saccharide (LPS) & & BlAEE b SHEWETH Y,

IV R MNFY O AEBEN 2 REEILT 207

Ya v 7 OFERINTH W A5 L ) IFREE O,

MigFEILEOUFRICATH L & I NEY. 512, 1
FHNEZAMEEEALDBE TH 5 PALL 1 PMX-DHP jiti
TCEVBAP L oWERHDY, =V FMF2 Ul
EOBEL R ENY, PMX-DHP ifIck 2> F h
FUMEOBETRHA b I A N5 v ADERAICE

LTwaEEZOLNTWS., REFIZEWVTH PALL
(¥ PMX-DHP Jif7 i 12 126ng/ml T&H > 72D 2%, Jtif7 3

46 (5), 2008.

H#&I1213 43ng/ml & IEFH#PHNICE THHEL TV,
AAIEFTIIFE 20 HIRIZHDTT VI3 4 7)) VR
EWE PG s/, o/, DIC % ARDS & \wwo 72
REDHEALZ RO /22 PMX-DHP # 12 L & T 5 4%
MIEBICE DR TE L EZONSE. L2 LGNS,
v AHIRIERINCBE LT b T4 2 ) CREANE
PPN SN EHES P I ET LHRETH L. K
FROBMIIV) T TH R HMRMBZEIT, 208
BB EEZHT2HTHSL. HE, Ty ThED
TR RT7T 7= E DY FHIRICIEY T S A H
szt aicEzonsd, Kok H IR ICE
Wi 250 h % W4, DIC % ARDS & 7 1) HiE{L$ 5 4l
DHLFNS, BEEE) BEMRETIIFICY Y TH
WMOHSHICEE, FHAMZ LR EL LS LHE
HThrlEZbN

5| ATk

D /NH #E Uy FT. HHE— W A, EHB
FHEM. FHPMR Y. B, Hut 2007 ;683—
693.

2) Tamura A, Norio O, Hiroshi U, et al. Classification of
Richettsia tsutsugamushi in a New Genus, Orientia
gen. nov., as Orientia tsutsugamushi comb. nov. Int J
Syst Bacteriol 1995 ; 45 : 589—591.

3) BTHF, mTEE, ST M s W
BEEREGERE, SEEAS, BEMEMgEHEE LY
VAAVHEDOLE. HERRE 1999:109:2221—
22217.

4) AFHA, BT, HAER, b EH00% 15
BIOERRIGMES. FEE 2001 ;55 : 836—839.

5 WfEBEZH. BAHEELTOIALNA - ) ry FT
WooOA ., HEZEE 1990;103:1810—1814.

6) Nolan JP, Ali MV. Effect of cholestyramine on endo-
toxin and adsorption. Am ] Digest Dis 1972;17:
161—166.

7) Niwa M, Umeda M, Ohashi K. Inactivation and im-
mobilization of endotoxin:a novel endotoxin bind-
ing substance, polymyxin sepharose. Jpn Med Sci
Biol 1982 ;35:114—115.

8) /NMRFR A, WEHTHE THAL SR SVREE A 0 e i 1
YavzIilHTARY IF Y UBEEMLT 7 A
N—Z 7 ER IR (PMX-DHP) O
FATE. HARJEES BB R S AERE 2002 ; 22 : 783—789.

9) MHFMH. FIHHEEFEL AEESHE =~ Fb
¥ UWERE ABEEER. AARRREL, R
2000 ; 77—84.

10) #hHFERE, BARHE— BTEFTF BEEs g v
Z12x9 %5 PMX-DHP. &% 2004;28:1191—
1194.



EHEY Y AW O 1 4 339

Abstract

A severe case of Tsutsugamushi disease with disseminated intravascular coagulation and acute
respiratory distress syndrome

1)2) 1)2) 1)2)

Takehiro Izumo"?, Misako Yamaguchi”?, Shigemitsu Onizawa'”,
Toshio Kiguchi” and Atsushi Nagai”
"Department of Respiratory Medicine, Tachikawa General Hospital
?First Department of Medicine, School of Medicine, Tokyo Women's Medical University

A 65-year-old man was admitted because of high grade fever and cough after 3 days of gathering edible wild
plants. Although ceftriaxone was given to him, his symptoms did not improve. His high grade fever escalated af-
ter changing the antibiotics (imipenem with erythromycin). His situation further declined with disseminated in-
travascular coagulation (DIC) and acute respiratory distress syndrome (ARDS). As a result, he was transferred to
the Department of Respiratory Medicine 7 days after admission. He was intubated and placed on mechanical ven-
tilation and treated by polymyxin-direct hemoperfusion. The eschar on his chest wall caused us to suspect Tsut-
sugamushi disease and a blood test confirmed our suspicion. Since the antibodies for Tsutsugamushi were ele-
vated we arrived at the diagnosis of Tsutsugamushi disease with DIC and ARDS. The administration of tetracy-
cline was sufficient to significantly improve his condition. Because its complications are life threatening, when we
see a patient with fever and eruptions, it is necessary to keep in mind the possibility of Tsutsugamushi disease.
Careful anamnesis and physical examinations are most important for the diagnosis of Tsutsugamushi disease.



