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Case Report Open Access

Too Sleepy

Amit Uppal and Lisa Zelnick*

Bellevue Hospital Center 462 First Avenue, H Building, #17S19 New York, NY 10016, USA

A 47 year old female, Ms. S, with a history of widely metastatic
neuroendocrine tumor, was transferred to our hospital from a skilled
nursing facility for evaluation of poor oral intake, weakness, and
increased lethargy.

There was previous evidence of metastatic involvement of the
skull, sacrum, right femur, adrenal gland, and posterior mediastinum.
Baseline neurologic deficits included right facial weakness and
numbness. Past treatments had included multiple regimens of
chemotherapy and radiation therapy to the skull. She had a history of
ongoing heroin abuse and also suffered chronic pain from metastatic
disease. Her pain regimen on admission from the skilled nursing
facility included methadone maintenance of 80 mg by mouth daily,
and methadone 10 mg by mouth twice daily for pain, sustained-release
oral morphine 15 mg by mouth every 12 hours, gabapentin 900 mg by
mouth three times daily, and immediate-release oral morphine 15 mg
as needed. Due to acute kidney injury on admission, all morphine was
discontinued, gabapentin was reduced, and oral hydromorphone was
added for breakthrough pain. The hydromorphone was not used.

Upon admission, neurology, oncology, and palliative care consults
were requested. All of these services thought the patient had not
shown a significant response to recent cancer directed therapy. A
family meeting was held with the Ms. S, her sister, the primary medical
team, and a team member from the neurology, the oncology and the
palliative care consult teams. Overall goals of care were to focus on

Ms. S’s comfort and symptom management. All agreed that further
chemotherapy or radiation therapy would not be beneficial. Ms. S
valued being awake and being able to meaningfully communicate with
her family. Preparations for transfer to an inpatient hospice facility
were initiated.

On hospital days 2 and 3, the patient was noted to be extremely
somnolent, but the cause of the somnolence was neither documented
nor pursued. The documentation of the interview and the physical
examination on those days was very limited. On hospital day 4,
Ms. S was seen by the palliative care team, and she was found to be
unarousable and hypopneic. The physical exam revealed sluggishly
responsive pupils and myoclonic hand movements. Naloxone was
administered, and the Ms. S became more awake. Upon arousal, she
reported an inability to move either lower extremity. A more detailed
exam revealed a firm distended bladder above the umbilicus, a sensory
level in the mid-abdomen, absent deep tendon reflexes in bilateral
lower extremities, and flaccid paralysis of bilateral lower extremities.

Emergent Magnetic resonance imaging of the thoracic spine
revealed a paraspinal soft tissue mass with spinal cord compression
involving T3-T6. Steroids and urgent radiation therapy were
administered, but the patient had minimal improvement in neurologic
findings. A few days later, the Ms. S was transferred to inpatient
hospice. She never regained use of her legs.
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