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HPI 
83 F with history of osteoporosis with kyphosis, hypothyroidism, and HTN who 
was brought into the ED by her daughter for a fall.  

Per family, patient had been gradually deteriorating over the past few months 
with less PO intake. She is usually able to understand things around her and 
respond appropriately, though daughter/son were concerned about 
depression. She had a little more swelling in the legs recently which they think 
may have contributed to her falling when she tried to get up. 



HPI 
 Hospitalist calls at 8 PM due to hypoglycemia and hypothyroidism. Patient 

does not have diabetes. Initial blood draw: 
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TSH 9.51 
POC recheck (after treating): 257 
U/A: 3+ Glucose 



Looking back at her previous labs 



Extended History 
PMH: Craniopharyngioma, diastolic dysfunction, hypothyroidism, osteoporosis 
with kyphosis 

PSH: VP shunt, craniotomy with craniopharyngioma resection 

Meds: Levothyroxine 50 mcg po daily, mirtazapine, B12 injections, Calcium 
carbonate, D3 

Social: married, daughter lives in the same building. Unknown if any family 
member has diabetes or what meds they may be on. 

Family history: Non-contributory 

Allergies: None 



Exam (per hospitalist) 
T 33.3, HR 60 (later dropped to 44), BP 158/75, R 17, SpO2 95%, Weight 34.5 kg, Ht 
152.4 cm, BMI 14.8 
Gen: Cachectic appearing female sitting quietly in chair 
Head: atraumatic 
Mouth: No oropharyngeal exudate 
Eyes: conjunctival pallor 
Neck: No JVD, no thyromegaly, 
Chest: Heart sounds normal but can’t be appreciated properly through the 
precordium due to her posture 
Pulm/Chest: Kyphotic posture; decreased breath sounds at bases 
Abd: Soft, BS are normal, no distension, no tenderness, no rebound or guarding 
MSK: Edema, 2+ pitting edema bilaterally in the LE 
Neuro: Oriented x 2, soft voice, difficult to understand. 
Skin: No rash 

 





Initial Recommendations by Phone? 

- Add on Critical Sample and FT4 
- Seek history from any family members to see if patient has 

access to DM meds, send Anti-hyperglycemic screen 
- Infectious work up, particularly with the hypothermia 

(sepsis?) 
- Frequent accuchecks to ensure she does not become 

hypoglycemic again, start D5 if trending down 
- Glycosuria likely 2/2 correction for the hypoglycemia 
- Continue home levothyroxine dosing 
 



In the meantime…. 
 Patient underwent CT PE protocol for elevated D-dimer 

 After CT PE, patient started complaining of chest pain and worsening SOB 

 Patient desaturated to 70% on 4 L Oxygen, patient also noted to be 
stridorous, tachypneic, and using accessory muscles along with increased 
tongue/facial edema 

 Concerned for allergic reaction – given Epinephrine x 2, methylprednisolone 
125 mg IV, intubated 



Labs 
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TSH 9.51, FT4 0.60 
Ketones 0.23 
Insulin <0.3 
C-peptide 0.05 
Lactic Acid 0.5 
Cortisol 7.4 

What now? 



Adrenal insufficiency! 

 But why? 

No ACTH could be added on 

Labs were checked before steroids given 

No known prior to admission steroid use 

 
Anything else you want to check? 



A look at her previous endocrine labs 

FSH 0.4 

Thoughts? 

Dose:  
88->25 
50 50->25 25->25 6 days weekly, 

50 once weekly 
Unclear dosing but dose reduced 

Per Epic: 50 mcg daily 





Coarse calcification seen in the 
sella/suprasellar region corresponding to the 
presumed craniopharyngioma, not 
significantly changed from the prior exam 
 
Right parietal ventriculostomy catheters with 
tip within the left frontal horn, stable in 
position 



Thoughts and Recommendations now? 

 Stress dose steroids – Team wanted anti-inflammatory effect for the 
oropharyngeal edema so used decadron 12 mg 

 Continue levothyroxine 25 mcg IV 



Craniopharyngioma 

 3% of all intracranial tumors and 10% of childhood brain tumors 

 Incidence in the U.S. : 1.3 per million 

 Bimodal distribution – peak incidence in childhood (aged 5-14) and older 
adults 

 Histologically benign but tend to behave aggressively, infiltrating 
surrounding brain structures and sometimes obstructing the 3rd ventricle 



Nielsen. Incidence of craniopharyngioma in Denmark and estimated world incidence of craniopharyngioma in children and adults. 
J Neurooncol 2011;104:755-63. 



Are there differences in the endocrine 
manifestations of craniopharyngioma in children vs 

adults? 



Children are more likely to present with headaches, 
nausea/vomiting, cranial nerve palsies, and papilledema; 
while the common presentation in adults is visual field 
deficits. 



Both children and adults present with pituitary abnormalities or.. 
In a retrospective 40 year review at a hospital in Oxford… 

Karavitaki. Craniopharyngioma in children and adults: systematic analysis of 121 cases with long term follow up. Clinical 
Endocrinology 2005;62:397-405. 



…develop them post-operatively 



Clinical Course 
Patient’s respiratory failure thought to be multi-

factorial – perhaps reaction to contrast, but 
kyphoscoliosis, malnutrition, possible upper respiratory 
infection contributing 



Kyphosis 

 Clinic note from 02/2016: “Severe osteoporosis – she has refused to see Dr. 
Vokes in clinic, used to get Reclast but then stopped” 

 Per notes, hadn’t been treated with pharmacological agents in at least 5 
years 



Kyphosis and Lung Function 
 74 women with osteoporosis had PFTs done 

 Thoracic wedge fractures in 62% of these 74 
 57% had 1 fracture, 31% had two fractures, six subjects with three fractures, ten 

had four fractures, one had five fractures, one had six fractures 

 Cobb’s angle (kyphosis angle) measured from x-rays 

Leech et al. Relationship of lung function to severity of osteoporosis in women.  Am Rev Respir Dis 1990;141:68-71 



Culham et al. Thoracic kyphosis, rib mobility, and lung volumes in normal women and women with osteoporosis. Spine 
1994;19(11):1250-55. 



Angle of kyphosis 







Clinical Course 

 Patient’s family feels patient would not want prolonged intubation and 
patient was extubated 

 She passed away shortly thereafter 
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