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Staphylococcus warneri (S. warneri) 2 X 5 EHM LA D
SEBI & REBR L 72, S. warneri \ITREEDOR T T 77 — £
7 FYRETH Y, JOENT R % tEb 3B O o) & gy
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BENLIEDNEETHLLEEZ, HETS.

E Al

JEBI : 50 B, Bk

F7f B ETEDE v, BADE S 2w
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MBI PASAAS & & W S TR CTh o 72,

FIREE © bei3 38 it CHOER RENIRBEE MR & D BB,
BIARIE £ 2020 423 AT, HEOFEMTE>TTLELR A
TWiek s, EEEDPE»ZWI L2 20w bk
BB E LI ETHDE DTS EAL T ENTEhdo
7o, BEEBEIST, HOMBIER L2 FBE> O 1 RHE
BB RCEE % S 7z, BEE CT CHRBESE R B T2 E )

sk % 726, BRI Z T AR L 7-.

ABEREBUE © &5 170 cm, 1K 62.4 kg, BMI21.59, fiii
36.6°C, (%% 126 bpm, [F 170/80 mmHg, SpO,97% (%
WA . BEEIZ Levine V/VI EE QLIRS & BEHL L 72. /2
853188 L UL 4 Bt NICHUIR I % 725 72 (Fig. 1A, B).
HREIZHRWEREOBIRALBE % 38072 (Fig. 1C). #hifks#
RN IE, SR S 7 < ERkIEIC, i ST EEOLER
HEMEERE, WIEELRO

A BERE AR A AT L 0 B ER %K 8,380/ & ¥ N7 <, CRP
2.69mg/dl TH -7z, Hb 11.7g/d & Al % B> 7z, FFtksE,
BREREICIZ R 2 {, BFEIZEEFHIFNTH - 72, HEIRF,
TREREEIL 2> 72. BNP 282pgml & BEEMHETH -
7o, BEEFAESRICEE S R o T

MR« BEESHAE CT ©, HRTHIER B T ICHEE 37.8 ml
DDA — 22 [ffE S % o7 (Fig. 1D).
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Fig. 1 Physical findings and brain images.

Splinter hemorrhages of the middle finger of the left hand and of the fourth finger of the left foot (A, B, arrows). Janeway lesion on the bottom

of the foot (C, arrow). Brain CT shows subcortical hemorrhage in the right frontal lobe (D). CT angiography shows a microaneurysm near the

hemorrhage (E, arrow). Digital subtraction angiography shows a microaneurysm located distal to the right prefrontal artery (F, arrow).
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Table 1 Histories and laboratory findings of native valve endocarditis caused by Staphylococcus warneri.
. C Time from 1 Fe Leuk
Age (y) Sex Medical histories ime from last surgery ever eu ocytescount Reference
to onset at onset (/mm?)
79 M Degenerative valve disease n.a. None 9,710 1)
64 M Cirrhosis of liver n.a. + n.a. 4)
48 M Implantation of a disc prosthesis 2 years + 12,500 5)
32 M Vasectomy 6 weeks None? 12,300 6)
66 M Colon resection for villous adenoma 1 year None® 9,400 7
Total hip replacement
59 M Nephrectomy for renal cell carcinoma 2 weeks None n.a.‘ 8)
Hardware placed in his ankles
Scalp laceration that required suturing
78 F None n.a. None n.a. 9)
50 M Mitral regurgitation n.a. None 8,380 Our case

F = female; M = male; n.a. = not applicable/not available. *Developed a week after symptom onset. "Developed over the next several days

after symptom onset. ‘Leukocytosis was not observed in this case.
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S. warneri \XF OFEHER TH S Z b, IMEHETHR
HENHEICTY Y IA—Ta v EEAEINY 5. Bt
DB LCHEEMEICZL L, BEEoREE &
N9 5720, Ko, a7 75 —YEET Mo ERE
ETREEDRNIZ OB 59, NVE OFETERIE, S. aureus X°
S. viridans \2 & % NVE L [FS»Z N ETH Y, ZHOEN
PARELFHEDZO LTV REENH 5 0. S. warneri
I & 2 BGe B 95 L IR BTN 70 BRIR (% % 2 L R s
WY& ), ABIO &5 1R MRS PHE T L 72
BAEIIBIOFEEYET 5.
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Abstract

A case of subcortical hemorrhage due to infective endocarditis caused
by Staphylococcus warneri without fever and leukocytosis

Tomone Taneda, M.D.", Takuya Konno, M.D., Ph.D.", Ayaka Ono, M.D.",
Takayoshi Tokutake, M.D., Ph.D.” and Osamu Onodera, M.D., Ph.D.V

D Department of Neurology, Brain Research Institute, Niigata University

A 50-year-old man with mitral regurgitation presented with right frontal subcortical hemorrhage. Although he had no

fever and his white blood cell count was in the normal range, CT angiography demonstrated a micro cerebral aneurysm,

and all three blood cultures were positive for Staphylococcus warneri (S. warnert). Thus, we diagnosed him with infective

endocarditis. His condition improved successfully by immediate antibiotics and cerebral aneurysm clipping. S. warneri is

a member of coagulase-negative staphylococci that are low-virulence and resident flora of the skin. S. warneri rarely

causes infective endocarditis on native valves. Infective endocarditis caused by S. warneri manifests insidious course

without inflammatory reactions such as fever and leukocytosis, and thus, diagnosis can be delayed. Attention should be

paid to a patient who develops subcortical hemorrhage without a history of hypertension or inflammatory reactions as in

this case.

(Rinsho Shinkeigaku (Clin Neurol) 2021;61:563-566)
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