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Introduction:
Infective Endocarditis(IE) can involve a lot of organs, and mimic variable diseases including 

autoimmune, other infectious, orthopedic, and neurological disorders through mechanisms such 
as immune complex deposition and septic emboli. IE has been associated with positive ANCA, and 
could be misdiagnosed as Granulomatosis with Polyangiitis (GPA).

Case Presentation:
A 67-year-old Japanese man with history of dental caries extraction, diabetes mellitus, and 

benign prostatic hyperplasia presented with one-month history of fever and multiple cavitary 
lung lesions. On examination, there were fine crackles bilaterally on auscultation. The patient 
was diagnosed as having active tuberculosis based on positive IGRA and clinical presentation 
and treated accordingly. After ANCA was found to be positive, he was referred to a nephrologist. 
Kidney biopsy was performed that revealed proliferative glomerulonephritis. The patient was 
referred to a rheumatologist, and started on corticosteroid therapy. The fever still persisted, 
and blood cultures were sent, that turned out to be positive with Enterococcus faecalis. He was 
transferred to the Infectious disease division of General Internal Medicine department. We noticed 
the lung cavities were migratory and the patients had peripheral signs. Cardiac ultrasonography 
showed huge vegetation on tricuspid valve. He was successfully treated with antibiotics therapy 
consisting of ampicillin and ceftriaxone and cardiac surgery.

Discussion:
The diagnosis of IE, especially right-sided, tend to be delayed since it mimics other diseases.
Differential diagnosis of lung cavitation includes but are not limited to tuberculosis, lung 

cancer, septic emboli and granulomatosis with polyangiitis, but we must not miss right sided IE 
because it’s readily treatable and fatal if untreated.

We should keep it in mind that right-sided IE is included in the dif ferential diagnosis of 
migratory lung lesions.
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Introduction
Hirayama disease (HD) is a form of cervical myelopathy presenting unilateral amyotrophy in 

the C7-T1 myotomes, which is related to neck flexion. The progression typically arrests within 3 
to 5 years. We report a patient of severe bilateral HD with long-term MRI follow-up, which showed 
delayed emergence of T2 high signal intensity in anterior horn cells (AHC).

Case Presentation
A 21-year-old man gradually developed bilateral forearm weakness and amyotrophy for 

9 months. Clinical examination revealed symmetrical muscular atrophy of the hands and 
forearms, reduced muscular strength during flexion, extension, and abduction of the fingers, and 
exaggerated tendon reflexes of biceps and triceps. Needle electromyography showed denervation 
of the atrophied muscles. Cervical MRI only showed a myelopathy at C6 level. HD, motor neuron 
diseases, and cervical spondylosis were suspected, and methylcobalamin was prescribed. 2 
months later, MRI was conducted again, and revealed anterior disposition of the cervical spine in 
flexed posture, which confirmed a diagnosis of HD. Despite the treatment, the muscle weakness 
progressed 1 year later, and MRI showed compression of spine at C5-T1 level by enlarged epidural 
space, but no intramedullary change on T2-weighted images. 2 year later, symptoms got worsened, 
and MRI showed T2 high signal intensity in bilateral AHC at C6 level. Finally, he was made to quit 
his school, and start working, because it became difficult for him to use experimental tools.

Discussion
Although HD is said to be a disease with a good prognosis, there are some severe forms like 

our patient. The present case shows delayed emergence of T2 high signal intensity in AHC, which 
implies myelomalacia caused by compression of cervical cord with micro-circulatory changes. 
Because HD can limit the choice of occupation and ADL, early diagnosis and treatment are 
important.


