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Clinicopathological Conference

A 65 year old man with persistent ardent fever and hiccup

(The 19th case)
Institute of Geriatric Cardiology, Chinese PLA General Hospital

Case presentation

A male patient, 65 years old, retired worker,
was admitted to the hospital because of persistent
ardent fever for about 12 days and hiccup for 7
days 2 months after surgery for cerebral hemor-
rhage.

In Feb 2006, the patient received surgery be-
cause of cerebral hemorrhage in left basilar part,
which left action handicap of right limbs and recent
memory loss after operation. On March 18, cerebral
infarction occurred and was accompanied by seizure.
After symptomatic treatment, the patient turned to be
better. Eleven days prior to admission (April 7), the
symptoms of dizziness, nausea and vomiting accompa-
nied by fever with cold occurred, and were diagnosed
as upper respiratory tract infection in local hospital.
After anti-infective ( with Gatifloxacin, Ornidazole)
and nutritional supporting therapy, body temperature
kept at above 38°C. Chest X-ray showed right lower
lung pneumonia, and persistent hiccup occurred with
no obvious predisposing cause on Feb. 11. He was
admitted to the hospital for further therapy on
Feb. 19, 2006. Laboratory examination showed disor-
der of electrolyte balance (K* 3. 33mmol/1,Ca®* 2. 09
mmol/1,Na* 129, 1mmol/1). Dignosis on admission:
fever of unknown origin, grave pneumonia, sequelae
of cerebral hemorrhage, persistent hiccup, hyperten-
sive disease, hyperplasia of prostate gland, coronary

artery disease, disorder of electrolyte balance, second-
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ary epilepsy. The patient had history of hypertension
for 30 years and history of CHD for many years. He
smoked one package of cigarettes a day for 45 years
and drinked about 0. 5 kilogram every three days.

On physical examination, vital signs were BP
130/80mmHg, pulse 88 bpm, temp 36. 8°C, R 18/
min. The patient was normally developed and well
nourished. He was restless but alert, and had pero-
logaphasia. His pupils were equal in size, round and
reactive to light, Oropharynx was not red. Skin had
no rash or petechiae, Lymph nodes were unpalpable.
His neck was supple. Thyroids were not enlarged.
Breath sounds were rough and decreased at right
lower lung. Moist rales were audible at left base.
Heart was normal in size on percussion, auscultation
of valve areas did not hear mutmurs or rubs. Abdo-
men was soft, nontender and had no hepatospleno-
megaly or evdience for ascites. The examination of
nervous system showed that the muscle tension of
right limbs was elevated, 0 degree in the right upper
extremity and 1 degree in the right lower extremity.
Reflex of patella tendon was hyperactive. The muscle
tension and heel-knee-tibia test were normal in the left
limbs. Both lower extremities had no oedema.

After admission, the patient received anti-in-
fection, cerebral nerve nutrition and correcting
acid-base imbalance therapy, and 654-2 injection
to Hegu acupucture point. Pulmonary infection
was controlled, and no more hiccup occurred.
Body temperature dropped to normal on Apr. 26.
On Apr. 28, symptoms of restlessness and nausea

occurred during the stage of rehabilitation treat-
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ment; therefore the treatment was stopped. On
Apr. 29, vomiting occurred half an hour after
breakfast. CT examination showed no new
changes. On Apr. 30, bod}./ temperature elevated
to 38°C, and vomiting was still present. Ultra-
sonographic examination of abdomen and appendix
showed no abnormality, and chest X-ray still
showed right lower lung pneumonia. Examination
of blood cells showed that neutrophilic leukocyte
count was elevated. After anti-infection threapy
with Levofloxacin, no effect was observed. On
May 1st, body temperature was elevated to
39.5°C. Therefore antibiotics were changed into
imipenem-cilastatin, and body temperature was
maintained at a level of 37°C. On May 8, skin
eruption occurred on the back and red and swell-
ing on left leg skin. These were considered to be
drug side effect and phlebitis. Then anti-anaphy-
lactic therapy was given, physical therapy and
heparin sodium ointment was applied locally. No
obvious effect was found. Thereafter fungous in-
fection of oral cavity occurred. It was treated with
1:10 000 fungicidin and antibiotics were changed
to penicilin 80X 10° U bid. On May 11, vomitting
occurred during suction of sputum. At the same
time, rales were audible and were considered to be
due to aspiration. The patient had fever of 40°C.
Skin eruption and skin red and swelling had no
improvement. The antibiotics were therefore
changed to teicoplanin and fluconazole. On night
of May 12, frequent diarrhea emerged, especially
affer meal. Imbalance of intestinal flora was diag-
nosed and treated with temporal fasting, dioctahe-
dral smectite, Bacillus Licheniforms Capsule and e-
lectrolyte balance control. On May 14, from 8:30AM
to 12:50PM, the patient’s blood pressure decreased
from 90/50mmHg to 70/40mmHg. Heart rate fluc-
tuated at 120-130/min. He was considered to have
septic shock and filling defect. Blood gas analysis
showed pH 7.363, PaCO, 31. 9mmHg., BE-6.
7mmol/L., HCO, 17. 7mmol/1. and PO, 59. 6mmHg,
suggesting metabolic acidosis and hyoxemia. Then
the speed of transfusion was increased with injec-

tion of glucose and sodium chloride 800ml in half

an hour, pumping of dopamine 10pg/(kg « min)
and sodium bicarbonate 125ml were given. BP
could be maintained at a level of 100/60mmHg.
At 6.30AM of the next day, the breathing fre-
quency increased from 31/min to 45/min. Satura-
tion of blood oxygen decreased to 70%. Blood gas
analysis showed pH7. 525, PO, 49. ImmHg and
PCO, 26. 5mmHg. Ventilatory support with endo-
tracheal intubation and respirator was used ur-
gently. At twelve o’ clock, electrocardiosignal
disappeared suddenly and the extremities became
cool and cyanotic. Pupils were equal in size, dilat-
ed and unreactive to light. Breath sounds dimin-
ished, and no obvious dry or moist rales were au-
dible. According to the patient’s condition, spetic
shock with possible hypovolemic shock was diag-
nosed. After receiving antishock treatment such
as adrenaline, dopamine, dextran, and cardiac
massage, heart rate recovered at 12;46PM. But at
16:05PM, blood oxygen saturation could not be
monitored. the heart rate was 74/min, the skin
was mottled, the extremities were cyanotic, the
pupils were dilated, equal in size and unreactive to
light.* The patient did not show any sign of resus-
citation after utilizing adrenaline, dopamine, and
cardiac massage repeatedly, and died at 17; 15
PM. During hospitalization examination of bacte-
rial culture of sputum for several times showed
fungus (on Apr. 20 and May 3), gram-positive
bacteria (on May 3), Staphylococcus aureus (on
May 14). The examination of bacterial culture of
blood showed Staphylococcus aureus only once(on
May 13).

Clinical and pathological discussion

Dr, ZHU Mei : The therapeutic efficacy of antibi-
otics was not good in this patient. The patient’s condi-
tion was exacerbated after suction of spufum on noon of
may 11, which was considered to be due to aspiration of
sputum. He had taken sodium phenytoin 0. 1g tid for a
long time in other hospital. The level of the drug was
too high to be measured. Following question should be
discussed; if the medicine was overdosed or if there was

interaction between medicines?
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Dr. LI Jiayue: The clinical characteristics of
this case were as follows: The patient was an aged
male. He had history of hypertension and cerebral
hemorrhage. The symptom onset was acute. He
was admitted for hyperpyrexia. Septic shock may
be the cause of death. Following questions should
be discussed: Why pulmonary infection occurred
two months after cerebral hemorrhage? Why anti-
biotics were not effective? It is to say that our
consideration can not be limited only to infective
factor. The co-existed non-infecetive factor should
also be considered?

Dr. WU Xingli: The patient had seguelae of cer-
ebral hemorrhage, cerebral infarction and secondary ep-
ilepsy. The present illness began on Apr. 4. Before
admission, various antibiotics treatment for 12 days
was not effective. Most of them were anti-gramnega-
tive bacteria medicines. On admission, the patient had
poor nutritional status and pulmonary infection. Anti-
infection (broad-spectrum antibiotics were selected)
and nutritional supporting therapy were given. The
patient’s condition was improved, which benefited
from nutritional sopport, antibiotics and good nursing
care. But during the stage of rehabilitative treatment
after transferring from ICU to the ward, symptoms of
restlessness and nausea occurred. Whether this was
due to blood pressure elevation caused by stress, oc-
currence of lacunar infarction, or gastrointestinal mu-
cous membrane injury? Then fever began again on
Apr. 30. Though body temperature was controlled by
imipenem-cilastatin, no other obvious changes can be
seen. No attention was paid to correct internal envi-
ronment. Then skin eruption, phlebitis, fungous in-
fection of oral cavity occurred. The cause of death is
considered to be septic shock induced by respiratory
tract infection. Some experiences should be stressed:
(DCombined therapy is very importment, such as con-
trol of infection, nutritional support, correcting inter-
nal environment disorder, enhancing immunological
function. @ For a bedridden old people, nursing
service.is very importent, especially in keeping the re-
spiratory tract unobstructed.

Dr. YAN Muyang : The patient had history of

cerebral hemorrhage and cerebral infarction and got

pulmonary infection thereafter. No aspiration pneu-
monia was displayed on chest X-ray film, and the pa-
tient” s condition had improved for some time. Fol-
lowing questions should be discussed: (D The patient
had persistant high fever, pulmonary infection was
exacerbated and severe hyoxemia was present. We
should consider whether ARDS existed, which could
not be corrected by ordinary O, inhalation, @ The
level of D-dimer fragments was high, which indicated
a hypercoagulation state. Meanwhile, the patient’s
blood pressure decreased abruptly. If pulmonary em-
bolism existed? (3 Imbalance of bacterial flora, aller-
gy, and erysipelas occurred during the process of anti-
biotics application, If multiple infections existed?

Dr. SHI Huaiyin: The major pathological find-
ings were as follows: DAcute edema, congestion and
severe infection of lungs, especially in lower lungs.
@Coronary atherosclerotic heart disease. Part of my-
ocardium of left ventricular wall had ischemic change.
Stenosis of left coronary artery main stem(grade [~
[), anterior descending branch (grade [I), left cir-
cumflex branch(grade [, right coronary artery main
stem(grade ] ) . @ Atherosclerosis (grade V),
compound pathological change stage. @ Hyper-
tensive disease: hypertensive heart disease (left
ventricular hypertrophy, muscle fiber hypertro-
phy and degeneration) , arteriolosclerosis of bilat-
eral kidneys. ®Pleural effusion, 400ml in the left
and 200ml in the right. ® Congestion of liver,
spleen and kidneys. (D Hyperplasia of prostate.
Acute gastroenteritis, From the aforementioned
pathological changes, we can conclude that the
patient’s death was caused by septic shock, and
respiratory and circulatory failure.

Dr. XING Yubin . The patient's primary dis-
ease was serious. It was a combined infection,
mainly fungous infection. Now, the department
owning the hightest prevalence was ICU,
attaining 38. 71%, and the larger the hospital, the
higher the morbidity rate. The main sites of noso-
comial infection were lower respiratory tract, up-
per respiratory tract, urinary tract, operative
site, gastrointestinal tract, skin and soft tissue.

The characteristics of the patients are as follows:
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(DMulitiple organ dysfunction and low general im-
munity and resistance often exist. &) Application
of various invasive monitoring and treatment tech-
niques, such as respirator, arterial and venous
catheterization, indwelling urinary catheter,
drainage-tube and so on, can cause nosocomial in-
fection. @ High flowability of patient and realtive
concentration of medical staff can increase the
density of bacteria in the environment. @ Cross
infection between patients should not be ignored.
Treatment of critically ill patients with different
diseases and infections of different sites in ICU is
the potential factor causing cross infection. & Ap-
plication of great quantities of broad-spectrum an-
tibiotics results in imbalance of bacterial flora,
and application of hormone or immunodepressant
results in infection of opportunistic pathogenic
bacteria.

Dr. LU Caiyi: The patient was an aged male.
He had history of hypertension, cerebral infarction
and cerebral hemorrhage. The onset of the symptom
was acute, He was admitted for persistent high fever,
The diagnosis was clear and therapeutic measures
were correct. Various antibiotics were not so effective
and dysfunction of multiple organs including heart and
digestive system appeared afterward. Pulmonary in-
fection was an important initiative factor of multiple
organ dysfunction syndrome. The clinical course of
this case was consistent with the hypothesis of lung
initiating mechanism in multiple organ dysfunction
syndrome in the elderly proposed by Wang Shiwen.,

Dr. ZHAO Yusheng . According to the au-
topsy report, the diagnose of hypertension, CHD
and cerebral hemorrhage is accurate, but the ma-
jor diagnosis is pulmonary infection, and its char-
acteristics are as follows: (D Aged male. @ Post-
cerebral hemorrhage, intermittent dysphoria, epi-
leptic seizure and incapability of self-care. @ The
process of infection is changeable, fluctuating, ac-
companied by erysipelas and skin rash., @ Bacteri-
al examination; examinations of bacterial cultures
of sputum showed fungus(on Feb. 20 and May 3)

which was treated with antifungal drugs, gram-

positive bacteria (on May 3) which was treated
with imipenem-cilastatin and levoflexacin, only
once the examination of bacterial culture of blood
showed coagulase-positive Staphylococcus aureus
(on May 1) , repeated sputum culture found
Staphylococcus aureus (on May 14) and Klebsiella
pneumoniae (on May 16). ®Examination of chest
X-ray: after admission, pulmonary infection
turned to be better after treatment, no signs of se-
vere infection demonstrated on the last two chest
X-ray films when the infection was exacerbated,
and no signs of pleural effusion. Our therapeutic
measures were right after admission which was in-
dicated by improvement of sputum culture, but
the treatment still needs improvement: (D Pulmo-
nary infection of elderly person is often related to
cerebral vascular accident and heart failure, and
was too complicated, changeable and difficult to
be treated. @ Application of antibiotics should be
regular. Once fungous infection is found . it is
hard to be controlled, intractable and apt to recur
and has high fatality rate. the treatment period
should not be shorter than two weeks. @ Patho-
logical report indicated infection due to Staphylo-
coccus aureus , to which the treatment period is at
least 10 to 15 days. From this case we have expe-
riences as follows: (D According to the pathologi-
cal report, we know that clinicans signs were not
coincident with the examination of chest X-ray
film, so clinicians should judge the disease com-
prehensively and use various supplementary exam-
inations as the supporting means, (2 The antibiot-
ics treatment should have right strategy and the
dosage and course of treatment should be suffi-
cient. The treatment should be complihensive and
attention should be paid to protection of organ
functions, improvement of internal environment
and nutritional support. @ For elderly patient
with pulmonary infection, nursing care is very im-
portant, including turning over the patient in
time, knocking his back, ensuring drainage of
sputum and keeping the airway unobstructed.

(Translator; XIAO Tiehui)
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