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  Case Report 

 A 32-year-old obese male (BMI 37.9) was sent to the emergen-
cy room because of a decreased mental sensorium. In the past 
12 years, he had had five similar episodes with hypothermia, hy-
potension and thrombocytopenia, happening more often in win-
tertime than in hot weather. Laboratory tests from a previous ep-
isode showed decreased platelet counts, as well as increased blood 
levels of creatinine, potassium and liver enzymes, but his brain 
MRI was normal. The last episode occurred at the patient’s apart-
ment in winter when there was no heating in his room. On ar-
rival, he was confused, but had no palpitation, dizziness, head-
aches, chest pain, loss of consciousness, or any other symptoms. 
He demonstrated a reduced sensitivity to low environmental tem-
perature, as he failed to feel cold in a cold environment as other 
people did.

  Physical examination and laboratory tests demonstrated that 
his blood pressure was 78/44 mm Hg (in supine position), rectal 
temperature 28.3   °   C (measured with Turbo Temp TM  electronic 
thermometer), heart rate 44 bpm and platelet count 63  !  10 9 /l. 
Liver function tests showed elevated enzymes ( fig. 1 a) with nor-
mal bilirubin levels. Creatinine was elevated ( fig. 1 b) with hyper-
natremia ( fig.  1 c). The BUN/creatinine ratio and glucose level 
were normal during hospitalization. Both alcohol test and urine 
drug screening were negative. Hormone tests are shown in  table 1 . 
Brain CT and MRI did not detect any abnormalities. Chest CT 
showed bilateral consolidation, consistent with pneumonia, but 
blood cultures were negative.

  The patient was warmed up with a warming blanket and treat-
ed with intravenous normal saline, ceftriaxone and azithromycin. 
His mental status recovered within 8 h, as well as his blood pres-
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 Abstract 

  Objective:  To report a rare case with hypothermia, hypoten-
sion and thrombocytopenia.  Clinical Presentation and In-

tervention:  A 32-year-old male presented with recurrent hy-
pothermia, hypotension and thrombocytopenia. He had re-
duced sensitivity to the environmental temperature, but had 
no structural brain abnormalities on MRI. The patient recov-
ered completely with warming and supportive treatments. 
 Conclusion:  This case showed that rare cases of idiopathic 
hypothermia, hypotension and thrombocytopenia should 
be managed clinically and warming and supportive treat-
ments were successful.  Copyright © 2012 S. Karger AG, Basel 

 Introduction 

 Hypothermia with hypotension has been reported in 
different pathological conditions or during specific treat-
ments  [1–3] . We reported a case who presented with hy-
pothermia with hypotension of unknown cause despite 
an extensive workup.
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sure (110/75 mm Hg), heart rate (58 bpm), and temperature 
34.2   °   C and then 36.1   °   C on hospitalization day 2. His platelet 
count rose to 183  !  10 9 /l in 8 days. His liver enzymes and renal 
function were also normalized ( fig. 1 ).

  Discussion 

 The hypothermia with hypotension has been report-
ed in different pathological conditions or during specif-
ic treatments  [1–3] . However, our patient did not have 
any known underlying conditions. Although his chest 
CT suggested possible pneumonia, we excluded sepsis-
induced hypothermia and hypotension because of the 
negative blood culture and his rapid recovery with warm-
ing and supportive treatments. This exclusion was fur-
ther supported by the fact that there was no infection 
associated with his previous episodes. The patient’s nor-
mal glucose level excluded hypoglycemia  [4]  or hypergly-
cemia  [5]  as the underlying cause of his hypothermia. 
His normal thyroid function tests excluded hypothy-
roidism-induced hypothermia. It has been reported that 
the manifestations of hypothermia may be widespread 
and serious, but are nonetheless reversible  [1–3]  as in our 
case.

  The patient demonstrated hypernatremia and a re-
duced sensitivity to environmental temperature, suggest-
ing hypothalamic dysfunction  [6] , but he did not have any 
other related neurological on endocrinological symp-
toms. His mild pituitary dysfunction suggested possible 
hypothalamic abnormality, but his normal brain MRI 
did not support significant hypothalamic dysfunction. 
Alternatively, his hypogonadism might result from his 
obesity. Although animal studies have shown that hyper-
natremia could induce hypothermia  [7] , this patient did 
not have hypernatremia in his previous episodes.

  Hypothermia is known to induce thrombocytopenia 
 [8]  and hypotension, which was also seen in our patient. 
Thrombocytopenia of this patient was likely induced by 
hypothermia because after his temperature went up to 
36.1   °    C with warming and supportive treatments, his 
platelet count was gradually trending up to the normal 
range by hospitalization day 8. A bone marrow biopsy 
was not justified because the platelet count soon returned 
to normal and stayed within normal limits thereafter. His 
temporary hepatic injury (as shown by elevated enzymes), 
compromised renal function (as shown by elevated cre-
atinine level) and the decreased mental sensorium likely 
resulted from hypoperfusion to these organs as a conse-
quence of hypothermia-induced hypotension. All these 

Table 1.  Hormone values during hospitalization

Laboratory tests Value Reference
range

Follicle-stimulating hormone, IU/l 0.7 1.6–8.0 
Total testosterone, nmol/l 0.694 8.36–28.7 
Luteinizing hormone, IU/l 0.2 1.5–9.3 
Growth hormone, �g/l 0.3 ≤10 
Cortisol, nmol/l 565.6 110–607 
ACTH, pmol/l 2.86 1.54–11 
TSH, IU/l 2.53 0.38–6.15 
Free T4 on hospitalization day 2, pmol/l 8.49 9.14–23.81 
Free T4 on hospitalization day 8, pmol/l 11.07  
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  Fig. 1.  Laboratory tests during hospitalization. Alk. phos. = Alka-
line phosphatase.   
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abnormalities were reversed after warming and support-
ive treatments. The successful management of this case 
indicates that warming and supportive treatments are 
sufficient to treat such cases of idiopathic hypothermia, 
hypotension and thrombocytopenia.

  Conclusion 

 This was a case of hypothermia with hypotension with 
unknown underlying diseases that was managed success-
fully by warming and supportive treatments.
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