
Reporter: R2 陳穎玲

Supervisor: F 蘇鋕鋒

+ 50歲 男性+ 就診日期: DAY1 01時43分+ 檢傷級數:2    科別:外科+ 檢傷主訴:病人主訴為輛天前車禍右胸部鈍傷/喘/痛+ 意識: E4V5M6 血氧: 096%+ 體溫: 38.9oC   脈搏: 128次/分

呼吸 22/min  血壓123/61mmHg+ 過去病史:  良好

主訴:Fever for 5 days
5天前開車撞到牆壁車禍前就fever
HI(+)   No ILOC No N/V
Cough(‐) Sputum(‐) dysuria(‐)
N/V(‐)  Abd pain(‐)

+ 過去病史 : 
Allergy:denied

+ Consciousness  clear+ Neck: No tenderness+ Chest: Coarse BS+ Abdomen:  Soft, no tenderness.+ Four limbs: warm

Impression: 
Fever, r/o PN

• 01:54
• CBC/DC/PLT
• Panel 1, CRP
• B/C X II
• IV: N/S run 60cc/hr
• ABG(G3)
• CXR(AP + Lat), R’t rib X-ray
• EKG
• Cataflam 1# po st



ABG Room Air
PH=7.443                         
PCO2=36.4 mmHg          
PO2=77 mmHg                
BE=1 mmol/L                   
HCO3=24.9 mmol/L         
TCO2=26 mmol/L            
SO2=96 % 

02:22 U/A
Bedside echo

03:15 BT:39 C, HR:135
KTP 1 Amp IM st
N/S 1000 cc iv st

+

No ascites
No hydronephrosis
No obvious liver lesion
No pericardial effusion
No obvious vegetation



04:52 B/C X I (3 rd 套)
ESR
PT/APTT
Gentamicin 80 mg I v Q8H + st
Vancomycin 1000mg iv Q12H + st
Hold 0900 abx
Heart echo
Abd echo
排Inf admission
待轉EC

05:27 HR:114,BP:93/55  -NS 500CC IV ST
HR:107,BP:90/53   NS 500CC IV ST

Bp:89/53
ON CVC,SCVO2,lactate
CVp:8cmH2O
Levophed iv run 10cc/hr SCVO2=77 % 

1. Dilated LA and normal wall thickness                      
2. No regional wall motion abnormality                      
3. Mild TR without obvious intracardiac
vegetate was noted            
4. No pleural effusion                                                
5. IVC engorgement (IVC diameter= 1.68 cm) 

+ HI(+),Cardiac echo: Mild TR+ Septic lung+ Can’t R/O occult abd inf+ do‐whole body CT

TEE: no obvious vegetation
Heroin withdrawal syndrome

住院後

DAY1

FINAL BLOOD CULTURE REPORT:                                 
Organism:                                                             
Staphylococcus aureus(MSSA)                                       

DAY27 Escape from ward

Intermittent fever during ward



1.Infective Endocarditis with septic emboli in 
bilateral lung
2.Septic shock and MSSA bacteremia
3.Heroin and Amphetamine abuser

1. Guidelines on the prevention, diagnosis, 
and treatment of infective endocarditis (new 
version 2009)

European Heart Journal (2009) 30, 2369–2413 doi:10.1093/eurheartj/ehp285

2. Complications and outcome of infective 
endocarditis

~~2014 uptodate

+ Predisposing factors have emerged—
Valve prostheses, degenerative valve sclerosis, 
intravenous drug abuse, Intravascular device,
Rheumatic heart 



+ At least 3 sets before antimicrobial tx.+ Culture‐negative and positive的處理不一樣!

+ Native valve  v.s prosthetic valve+ 菌種



Complications  
of infective endocarditis

Most: Cardiac complication+ ~~~Heart failure, perivalvular abscess, 
pericarditis, intracardiac fistula. 

+ Heart failure is the most common indication 
for cardiac surgery in patients with IE and is 
the most common cause of death. 

+ Septic embolization, metastatic abscess,  
mycotic aneurysm. + Neurologic complications :stroke, brain 
abscess, meningitis, + Renal complications :renal infarction or 
abscess , glomerulonephritis+ Musculoskeletal complications :Vertebral 
osteomyelitis,septic arthritis.


