
PMH: advanced LD 
w/ cystic 
bronchiectasis + 
panacinar 
emphysema 2/2 
silica exposure

Chronic global 
respiratory failure 
on 1-2L O2. 

Many prior 
hospitalizations. 
Previous one 2m 
ago. Tx for 2 weeks 
with Levofloxacin
Meds:
Tiotropium, 
Formoterol, 
Oxazepam
Calcium with VitD

Fam Hx: 
Soc Hx:
Unemployed 
for 8y
Lives with 
daughters. 

Health 
Related 
Behaviors:
Non smoker
No drug use
No risky 
sexual 
contacts.
180g 
EtOH/day. 
Stopped 6m 
ago
Allergies: 
none

CC:  Fever and Confusion

HPI:  55yo man presents to ED with 2 
days of confusion, lethargy, fever, 
progressive dyspnea and cough. No 
chest pain, syncope, disuria. No HA, 
no diarrhea, or skin lesions. 
Hospitalized 4 days earlier for infected 
bronchiectasis. Tx with Pip/Tazo

Started on Pip/Tazo and hospitalized. 

Vitals: T: 39.1 HR: 101 BP: 123/74 RR: SpO
2
: 89% on 2L

Exam:Gen: malnourished. BMI 14. 
Pulm: same as baseline (Fine bibasilar crackles)
Neuro: Same as day of last discharge. Somnolent. Rose to voice. 
Disoriented to time/space. Slurred speech. No focal/meningeal signs. 
Extremities/Skin: no skin changes. No LAD

Notable Labs & Imaging:
Hematology: 
WBC: 35000 (89% PMN, no lymphoenia) Hgb: 13.9  Plt: 384 
Chemistry: Na: 135 K: 4 CO2: BUN: 31 Cr: 0.69 glucose: 87
AST: 18 ALT: 23 Alk-P:  68 T. Bili: .72 Albumin: 3.6 Total Prot 6.5
CRP 1.95 mg/L UA: nl
ABG: pH 7.45 CO2: 47 02: 60 Bicarb: 33.4 Lactate: 1 (on 2L)
alfa 1AT: normal/ Immunoglobulins: normal 
HIV/ Syphilis (-) . Legionella Urine antigen (-)

CXR:  Central bronchiectasis. No effusions or pneumothorax.   
Blood/urine cultures: sterile/ Sputum culture: polymicrobial
Eco: no vegetations

Improved with antibiotics. 2 days after antibiotics discontinued,  fever 
reappeared and neurological symptoms worsened (somnolence, 
mutism). Before last hospitalization no neurological symptoms had 
been noted. 

CT head: 2 cortical/subcortical ring enhancing lesions w/ 
periventricular expansion . Frontal 54x45x38 Temporal: 74x38x32. 
Vasogenic edema with mass effect. No hydrocephalus. 
LP: pleocytosis with neutrophilic predominance, low glucose. Negative 
cultures  
Previous imaging (2m ago) : multiple lung abscesses

Final Dx: Pyogenic brain abscesses 

Problem Representation: 55yM w/PMHx of bronchiectasis p/w 2 days of 
fever +  subacute confusion and personality changes. CT head w/ multiple brain 
abscesses of pulmonary origin

Teaching Points (Maria):
● Fever = Inflammation. Although not all inflammation = infection, prioritize it 

due to high morbidity and mortality. 
- Try to look for other signs to localize it. AMS might/might not indicate a 

CNS disorder - baseline status will indicate threshold for extra CNS 
disorders causing AMS - delirium most easily triggered in elderly

- Even signs that localize to a specific organ (ie: bronchiectasis → lung) may 
be the 1ary diagnosis or may indicate 2ndary insult (ie: non renal infections 
causing AKI). 

● You can’t separate the lung from the rest of the body. 
- Chronic Lung disease = Immunosuppression in the form of alveolar 

macrophage dysfunction. More susceptibility of pyogenic/atypical systemic 
infections. Bronchiectasis is also hub for infections 

- Chronic Lung disease = Heart Affection. High R sided pressures can open 
PFO → paradoxical embolisms. 

- Chronic Lung disease = Increase risk of lung malignancies. Can affect the 
body systemically by mets or paraneoplastic sx. 

● Don’t confuse baseline with “normal”. An abnormal baseline mental status 
can indicate subacute/chronic infections. Chronic lung disease that doesn’t 
follow the typical illness script (due to age for example)might be caused by 
rarer disorders like AAT def. 

● Labs clue you into the nature of the infections (not in location). Neutrophilic 
leukocytosis most commonly is pyogenic infection;  with lung disease also 
think of molds (Aspergillus, Mucor). Metabolic alkalosis in chronic lung 
disease might indicate an acute process (hyperventilation) on a chronic 
process (hypoventilation - High Co2, High Bicarb). 

● Think frontal lobe with personality changes, executive dysfunction, expressive 
aphasia, urinary incontinence, ACA - lower limb. How to brain lesions in setting 
of systemic disease: strokes, hematogenous infections, meds. W/no 
prominent peripheral signature of infection look in the brain. 
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