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Table 1

Laboratory findings on admission

<Serum chemistry> <Hematology>

TP 6.4 g/dl WBC 3,400/ul
Alb 29 g/dl Neut 72.4%
T-Bil 2.3 mg/dl Lym 17.3%
AST 25 10/1 Mono 8.5%
ALT 20 TU/1 Eos 1.5%
LDH (L) 213 U/I Baso 0.3%
ALP 222 10/1 RBC 341 x 106/l
BUN 6.3 mg/dl Hb 119 g/dl
Cr 0.5 mg/dl Plt 10.6 X 10%/pl
Na 129 mEq/!
K 4.3 mEq/] <Arterial blood gases>
cl 97 mEq/! (room air; supine)
Glu 134 mg/dl | PH 742
PaO: 57.0 Torr
PaCOq 375 Torr
HCOs3 - 24.0 mmol/L
A-aDo2 458 Torr

<Immunology>

CRP <0.25 mg/dl
KL-6 1,354 U/I
RF 716 U/ml
Anti nuclear antibody 80 (NU)
Anti SS-A antibody 5.0 Index
Anti SS-B antibody 5.1 Index
Anti Scl-70 antibody 5.0 Index
MPO-ANCA 1.3 U/ml

Anti-Trichosporon

asahii antibody 1.10 CAI (cut off 0.15)

<Pulmonary function tests>

vC 154 L
%VC 74%
FEV1 138 L
FEV1% 93.9%

Fig. 1 Chest radiograph on admission shows bilateral
reticular opacities and cardiomegaly.
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Fig. 2 Chest high-resolution computed tomography
shows bilateral subpleural reticular opacities,

ground-glass opacities, bronchiolectasis, and dilated
vascular opacities extending to a subpleural lesion
(arrow).
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Fig. 3 Magnetic resonance imaging (MRI) of the brain shows a mass in the left cerebellum. The lesion
revealed high signal intensity on T2-weighted imaging (A), and high signal intensity around an area of

low signal intensity on diffusion-weighted imaging (B).
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microbubbles I

Fig. 4 Contrast-enhanced echocardiography shows

microbubbles in the left atrium and ventricle after
the 4th heart beat.
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Abstract

A brain abscess as a complication of hepatopulmonary syndrome
coexisting with interstitial pneumonia

Toyoshi Yanagihara, Atsushi Moriwaki, Nanae Seki, Kentaro Akata and Tomotoshi Imanaga
Division of Respiratory Disease, Nippon Steel Yawata Memorial Hospital

A 76-year-old woman with a 20-year history of chronic hepatitis C was referred to our hospital for worsening
exertional dyspnea. She had been given a diagnosis of interstitial pneumonia based on chest computed tomogra-
phy findings 5 years previously. Contrast-enhanced echocardiography confirmed an intrapulmonary right-to-left
shunt, and therefore we diagnosed hepatopulmonary syndrome comorbid with interstitial pneumonia. In July 2009
she was admitted to our hospital with a low grade fever, headache, and vomiting. We diagnosed a left cerebellar
brain abscess caused by Streptococcus intermedius. She underwent stereotactic burr-hole drainage and received
vancomycin, piperacillin and cefotaxime. Cases of brain abscess secondary to hepatopulmonary syndrome are
rare. Nevertheless, we should be aware of this complication of hepatopulmonary syndrome.



