November 17", 2009

Clinicopathologic Conference — 48 yo Caucasian woman who
presents with fever, confusion, and hypoxemia.

Chief Complaint:
Shortness of breath and altered mentation.
History of Present llIness:

Ms. P is a 48 yo Caucasian woman with a PMH significant
for a recurrent anaplastic pleomorphic
xanthoastrocytoma, on chemotherapy, who is transferred
from the PM&R ward service to the MICU for further
management of fever, confusion, and increasing FiO2
requirements. The HPI is limited as the patient is
somnolent.

Ten days prior to this deterioration Ms. P was admitted to
the Neurosurgical service with a two month history of
severe right upper extremity pain. The pain was initially
mild, intermittent, and localized to the upper arm.
However, the symptoms progressively worsened to a
severe, constant and debilitating pain extending from the
right shoulder to the hand. The neurology consult service
ultimately diagnosed the patient with a thalamic pain
syndrome, which was thought to be secondary to her
infiltrating brain tumor. Ms. P was initiated on Lyrica and
Fentanyl with symptomatic improvement. Of note, no CXR
was obtained during the admission.

The patient was subsequently transferred to the PM&R
service for treatment of her deconditioned state. On arrival
to the PM&R ward, the patient was noted to be
“conversant but occasionally confused”. Within 24 hours,
this occasional confusion progressed to somnolence. She
became febrile with increasing oxygen requirements and a
decision was made to transfer the patient to the MICU.

Additional information was obtained from family members.

The patient had no previous complaints of cough or SOB
and never required supplemental oxygen. No recent travel
or exposure to animals. No history of fever, chills, or night
sweats. No weight loss.

Review of Systems:
Limited by somnolence.

Past Medical/Surgical History:

Recurrent Anaplastic Pleomorphic Xanthoastrocytoma:
This tumor is considered to be a high grade glioma but has
a different natural history than GBM. Diagnosis made in
1999. Status post four resections, radiation therapy, and
multiple rounds of chemotherapy. Her most recent chemo

infusion was 17 days prior to admission (Avastin and
Irinotecan). Steroids, occasionally in high doses, were a
central component of her treatment. Most recently, the
patient had been prescribed dexamethasone 6mg daily for
a duration of 3 months. At baseline, Ms. P has near normal
neurocognitive status with mild word-finding difficulties.
She is independent with ADLs. The patient was
prophylactically placed on Keppra after her most recent
resection in 2/2008.

Allergies:
Topamax: Unknown Reaction
Acetazolamide: Unknown Reaction

Current Medications:

Diazepam 5 mg po BID

Decadron 4mg PO QAM/ 2mg PO QPM
Hydrochlorothiazide 25mg PO Qdaily

Keppra 1500mg PO BID

Depakote ER 500mg PO Qdaily

Klor-con 20 meq PO Qdaily

Lyrica 50mg PO BID

Fentanyl 50mcg topical Q72 hours

Hydrocodone 5/500 2 tabs PO g4hrs PRN arm pain

Family History:

Mother: CAD

Father: Stroke

Social History:

Tobacco: Former heavy smoker. Quit 12 years ago.
ETOH: None

IVDA: None

Lives at home with husband and three children.

Physical Exam: obtained on transfer to the MICU

T: 383 P:120 R:35 BP:131/81  S;0,:90% 3L

Gen: Cachectic. Somnolent but arousable. Oriented to

Person and place (with coaching).

HEENT: Dry Mucous Membranes. Non icteric sclera.
PERRLA with EOMI. No oropharyngeal erythema or
exudates. Normal dentition

Neck: Supple. No LAD. No thyromegaly. No JVD

Pulm: Tachypnic but not labored. Decreased breath

sounds in the right lower lobe (post>ant).

CV: PMI appropriately located. Tachycardic with a regular
rhythm. Normal s1 and s2. No s3/s4. No
Murmurs/Rubs

Abd/GU: Decreased, but present, bowel sounds. Diffuse

mild tenderness to palpation. No guarding or
rebound. No hepatosplenomegaly. No ascites.

Extremities: Warm without C/C/E. 2+ pulses X 4

extremities. Mild pain to palpation of the RUE.



Skin: Stage 2 decubitus ulcer. Otherwise unremarkable.

Musculoskeletal: 5/5 strength x 4 extremities. No hot or

tender joints

Lymphatics: No appreciable cervical, supraclavicular,

axillary, or inguinal LAD.

Neuro: (limited) Responsive to noxious stimuli. Primitive
reflexes intact. Moving all four extremities
purposefully. Normal reflexes. No meningismus.
Equivocal Babinski. No clonus
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Studies:
ECG: Sinus tachycardia (150bpm)

Echo: Normal chamber sizes. Normal LV and RV systolic
function. LVEF by Teicholz method = 73%. No significant
valvular abnormalities.

CXR (6 months prior to admission): Unremarkable chest

Admission CXR: Numerous bilateral pulmonary nodules
with a more mass like focal infiltrate in the right upper
lobe. A small right pleural effusion is present.

CT Chest Angio: No filling defects to suggest pulmonary
emboli are present. A few small nodes are seen in the
mediastinum. Loculated pleural fluid is seen posteriorly
and inferiorly in the right chest tracking anteriorly at

the lung base. Innumerable small pulmonary nodules are
seen studding the parenchyma bilaterally with
superimposed consolidation in the right lower lobe as
well as a mass like area of relative low density in the right
upper lobe which measures 5.8 x 4.3 cm. It contains a few
internal dots of air within it in suggesting necrosis.

CT Abd/Pelvis with contrast: No hepatic or adrenal mass.
No adenopathy. Small amount of free fluid in the pelvis.
Left renal cyst with additional tiny renal low densities too
small to characterize.

MRI Brain wo/w contrast (8 days prior to admission):
Interval improvement in the degree of enhancement and
the overall size of the two dural-based areas of
enhancement, and interval improvement in the degree of
enhancement within the postsurgical resection cavity.
Stable degree of surrounding T2/FLAIR signal
hyperintensity. Stable areas of T1 shortening within the
basal ganglia, post-surgical resection bed, and within the
posterior left thalamus.

Bronchoscopy:
Bilateral airway inspection revealed no endobronchial

lesions, erythematous airways, and scant thin clear
secretions

Course:

The patient was started on broad spectrum antibiotics and
volume resuscitated. The antibiotic selection included
Vancomycin, Meropenem, and Levaquin. The patient
defervesced, hemodynamics stabilized, and mental status
returned to baseline soon thereafter. The patient was
transferred to the floor after three days.

Diagnosis
Studies were obtained and a diagnosis was made.

Differential Diagnosis/Notes:







