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Case Information

 59 y/o male
 1st visit  day 1  12:34
 檢傷分級: 3級
 主訴: 發燒畏寒

 GCS: E4V5M6
 TPR:  39.9oC  心跳105/分 呼吸: 18/分
 SpO2 96%  BP 117/72 mmHg

ER course

 主訴: 咳嗽X 2天
 現病史:  咳嗽, 白痰, 左側胸口會痛, 無吐or 
拉肚子

 TOCC: 
 旅遊史: 無
 職業:建材業

 無接觸史

 無群聚史

ER course

 PE: 
 意識:  alert
 頭頸: no anemic, no icteric, no inject throat
 胸&心:  Lt side coarse breathing sound with mild 

crackles, RHB, no murmur, no wheeze, no 
respiratory distress

 腹: soft, flat, no tender or guarding, normoactive
BS

 四肢: freely movable, warm, no edema

ER course

 Impression: susp
pneumoniae or acute 
bronchitis

 Plan: explain CXR

 Order(12:39)
 CXR 2 view
 Tinten 1# po st
 Regrow 1# po st
 Actein 1pack po st



ER course

 CXR findings:
 No pneumoniae, 

borderline cardiomegaly

 Order(13:19)
 Recheck vital signs  
 TPR: 37oC /101/18
 SpO2 95%
 BP 116/65 mmHg

 紀錄(14:07): 
 Patient feel better, alert, 

coarse breathing sound, 
no crackle

 Order (14:07)
 Tinten 1# po qid
 Regrow 1# po bid
 Actein 1pack po tid
 MBD & OPD follow up

ER course

 2nd visit
 檢傷分級: 2級
 主訴: 吃完急診藥後肢體無力

 GCS: E4V5M6
 體溫: 36.4oC 心跳 91/分 呼吸: 18/分
 SpO2 97%  BP 117/85mHg

ER course

 S: 右側無力 & numbness after discharge 
from ER (about 2PM), till now dysarthria
noted also cough with fever, so visit ER

 “離院後覺得怪怪的, 一直冒冷汗, 因一直無
改善, so再度就診 , 目前無喘或持續咳嗽”

ER course

 PE: 
 意識:  alert, E4V5M6, slow response
 頭頸: no pale conjunctiva, no icteric sclera
 胸&心: clear BS, RHB
 腹: soft, flat, normoactive BS, no tender or 

peritoneal sign
 骨盆: stable
 四肢: freely movable, no edema
 背: unremarkable
 NE: no focal signs

ER course

 Impression: 
 1. susp acute stroke(<3hr)
 2.  Acute bronchitis

 Plan: 啟動tPA

Brain CT



ER course

 17: 12 Neurologist 
Note
 Impression: r/o TIA
 Plan: 

 ECD/ TCD
 Bokey 3# po st + 1# qd
 Nootropil 12g iv st + qd
 Control BP < 220/120

and F/S <180
 暫留觀 待ECD/TCD再決
定MBD 或admission

 17:48轉EC20床

ER course

 EC Order (18:00)
 Dx: 

 1. r/o TIA
 2. acute bronchitis, r/o occult infection

 F/S qd /AC
 N/S 60ml/hr
 Bokey 1# po qd
 Nootropil 1btl iv qd
 If BP>220/120,or F/S >180, inform doctor

ER course

 17:55
 U/A, B/C, Lactate
 續排ECD/TCD

 19:00
 Bedside ECHO

 21: 35
 CXR st

 Bed side ECHO:
 Indication: FUO
 Fatty liver
 Distended GB, no ECHO 

Murphys sign
 No biliary dilatation
 Spleen and both kidney 

no abscess or 
hydronephrosis

 No ileus or bowel lesion
 No pleural effusion
 Bilateral neck , no Mass, 

Neck vessels thrombosis
 Others: negative scan

 21:55
 O2: canula 3~6L/min
 Lasix 1amp iv st
 U/C
 Cefmetazole 1g iv q8h
 Record I/O q8h



ER course (01/25)

 00:25 
 O2 mask 6~10L/min
 On monitor
 改IV lock
 Cataflam 1# po st
 Arrange Heart ECHO

 01:20
 Lasix 2amp iv st

 03:40
 O2 NRM 15L/min
 On Foley
 ABG (G3)
 Lasix 4amp iv st
 Millisrol 6L/min

 03:50
 Brain CT without 

contrast
 NaHCO3 3amp  iv st

 04:30
 Reconsult Neurologist
 Admission to NRICU
 Clexane 60mg sc st
 Tetraspan ½ btl st
 On critical 

ER course

 Neurologist Note(day 2 04:40)
 E4VAM6
 CN 7: R central palsy
 CN 8-9: dysarthria(+)
 Muscle power: 右: 4+; 左 5
 Babinski sign: 右↑/ 左↓
 NIHSS: 9分

 Impression: susp Left MCA infarction, stroke evolution
 Plan: 

 Tetra span 0.5 btle iv st
 Clexane 60mg im st +q12h
 轉 NR02

NR course

 Note summary:
 HTN, CHF病史

 因URI症狀來ER, 回家後下午2點多 acute onset 
right side limbs weakness, 於是被帶回急診。

 EKG showed Af, Septic shock & progressive右肢
體無力,4am多重做CT no ICH; 因左側MCA 
infarct, sepsis related住入NR

NR course

 Impression
 Left MCA infract
 Shock related

 Plan
 Treat as septic shock
 Septic workup
 Antibiotics used
 Arrange Heart and Abd ECHO
 Supportive care

NR course

 Order(day2 05:24)
 輸液: N/S 40ml/hr;  Tetra span 1btl iv qd
 抗生素:  Curam 600mg iv q8h
 Bokey 1# po qd +Clexane 60mg im q12h
 Pantoloc 1amp q12h
 Kerlone 0.5# po qd



 Order(09:14)
 抗生素:改Fortum 2g iv 

q8h, Clincin 600mg 
q8h

NR course

 Heart ECHO(day 2)
 EF: 41%
 Rhythm : normal sinus rhythm
 Cardiac chamber/aorta: normal wall thickness
 Wall motion:global hypokinesis
 Aortic valve: sclerosing change
 Pericardial effusion: none
 Thrumbus: none
 Others: IVC 3.07cm

NR course

 Comment: 
 Poor LV contractility, global hypokinesis
 RA and RV dilatation, normal wall thickness
 Mitral valve vegetation over posterior leaflet with 

moderate MR
 Moderate TR with TRPG 20mmHg
 IVC 3.07cm estimater RA pressure >20mmHg: 

pulmonary hypertension

 Order(day 2 16:13)
 抗生素加上Penicillin G 3MU q4h(Fortum, clincin)

MICU course

 Order(程Dr. service)
 抗生素:

 Aq PCN 3MU iv q6h
 Meropenum 1g iv q12h
 Teicoplanin 600mg iv q12h X3次 then qod

 Other Mx
 Dopamine  run 32ml/hr
 Dobutamin run 25ml/hr
 Solu Tison (2amp in N/S 100ml run 5ml/hr)

MICU course

 Order(day 3)
 抗生素:

 Aq PCN 4MU q8h
 Clindamycin 900mg q8h iv
 Teicoplanin 600mg iv qod iv

 Others
 Dobutamin (1mg/ml) run 25 ml/hr
 Levophed(4amp in 250D5W) run 10ml/hr
 Hydrocortisone (200mg in N/S 100ml) run 4ml/hr



MICU course

 OPH consultation:
 Impression: 

 infective endocarditis
with Roth spot(OD) and 
SCH(OU)

 Cataract (OU)
 Conjunctival

chemosis(OU)
 Hypertensive retinopathy 

Grade I (OU)

 Abd ECHO:
 Fatty liver

Day 4 blood culture
MICU course

 CVS consultation:
 開完刀可能organ 

failure更嚴重, 可能會出
現ICH, chronic renal 
failure, 至少開刀前
conscious要恢復, 不過
開完刀conscious會變更
差

 Nephrologist
consultation:
 Suggest H/D qd due to 

fluid overload



 Day 6
 Try DC dormicum to monitor conscious

 Day 7
 Acute cyanosis noted, ECG monitor showed Vf, 

s/p DC shock and CPCR 100min後家屬放棄急
救

Discussion

Infective Endocarditis

Streptococcus dysgalactiae

 Toxonomic statuts: 
 S. dysgalactiae subsp. 

equisimilis: all b-hemolytic 
large colony–forming 
groups C and L
streptococci and human 
group G streptococci

 造成的疾病類似S. 
pyogens

Human Infections Due to Streptococcus dysgalactiae
Subspecies equisimilis ,  Clin Infect Dis. (2009) 49 (5):766-772.

Streptococcus dysgalactiae

 目前penicillin或其他β-
lactam agents幾乎都
有效

 因有部份susceptability
下降，可考慮加上
aminoglycoside

 Aggressive infection:
 加上clindamycin

 對macrolide /
quinolone類藥物抗藥
性升高

Human Infections Due to Streptococcus dysgalactiae
Subspecies equisimilis ,  Clin Infect Dis. (2009) 49 (5):766-772.

Infective endocarditis Clinical features from Harrison



Surgical indications

 Absolute indication
 因valve dysfunction 引
起之CHF

 AR/MR加上LV/LA 壓力
上升造成血行動力改變

 Fungus或抗藥菌株感染

 出現心臟組織感染擴散
的併發症

Referrence: Surgery of native valve endocarditis, UpToDate
https://sslvpn.ntu.edu.tw/contents/,DanaInfo=www.uptodate.com+surgery-for-native-valve-
endocarditis?source=search_result&search=surgery+endocarditis&selectedTitle=1~150

Surgery indications/timing 
from Harrison

Surgical risk in this patient

 Population: IE + cerebral 
infarction

 目前是否需要開刀仍有
爭議, 因為
 cardiopulmonary bypass 

& anticoagulants
→ 可能反而引發出血或讓

腦部缺血更嚴重

 開刀時機: 
 Infarction: >2 wk
 Hemorrhage: >4wk
 因嚴重HF換valve: 考慮兩

週內實行

 其他考量: 
 大vegetation(>2cm)且

stroke範圍小(<2cm)要趕
快開

→這些pt bypass 風險較小, 
拖久會增加recurrent 
emboli危險,  

Referrence: Surgery of native valve endocarditis, UpToDate
https://sslvpn.ntu.edu.tw/contents/,DanaInfo=www.uptodate.com+surgery-for-native-valve-
endocarditis?source=search_result&search=surgery+endocarditis&selectedTitle=1~150

AHA guideline:
Prevention of infective endocarditis 2007

 只建議在以下患者

Reference: Prevention of Infective Endocarditis : Guidelines From the American 
Heart Association, Circulation. 2007;116:1736-1754



Dental procedure Prophylaxis

Reference: Prevention of Infective Endocarditis : Guidelines From the American 
Heart Association, Circulation. 2007;116:1736-1754

Thanks for your attention!


