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    Mr.Nazim uddin shahin, 35 years of age 
,normotensive, non diabetic, young 
Muslim married man ,professionally a 
supervisor of a garment company came 
from Mirpur Dhaka, admitted in DMCH on 
16th February 2008.  



1. Recurrent attacks of weakness 
of all 4 limbs for 1 ½ year 

2. Occasional loose motion for the 
same duration 

3. Significant weight loss and 
wasting of limbs for 6 months 

 



 According to the statement of the patient 
he was reasonably well one and half 
years back. Then he developed weakness 
of all 4 limbs  which was abrupt in onset 
that made him bed bound within few 
hours and the daily house hold works like 
dressing, combing or even taking food 
became very troublesome and nearly 
impossible.  



At that time he didn't have any 
sensory complaints like tingling, 
numbness, paraesthesia or 
anesthesia of any part of his body. 
He also didn't  have any difficulty 
in speech, vision, swallowing or 
breathing . 

 



There was no history of recent vaccination, 
trauma to the neck, fever or H/O loose 
motion in and around 2-3 weeks of the 
paralytic attack. He didn't has any bowel and 
bladder incontinence and the attack was not 
precipitated by heavy meal or heavy exercise. 
He was fully conscious at the time of the 
paralytic spell and didn't have any episode of 
unconsciousness or convulsion.  



For this he consulted with a local doctor, who 
prescribed some medicine which he could 
not mention. He recovered spontaneously 
and returned to job within 15 days.3 
months later he again experienced same 
type of weakness and this time it was 
preceded by profuse bloody diarrhoea which 
was associated with mild colicky abdominal 
pain but without vomiting ,    tenesmus and 
fever which persisted for 3 days and the 
weakness started 2 days after the dysentery 
stopped . 

 



For that 2nd episode of weakness he 
consulted with a neurologist and was 
diagnosed as a case of GBS and D/D 
was hypokalemic periodic paralysis. He 
was advised for hospitalization and 
relevant investigations but he denied 
and went back home with a 
prescription containing oral vitamins 
and prophylactic potassium tablets.  



He took the medications irregularly, then 
onwards he was suffering from 
cramping pain in all four limbs but 
apparently he could do his house hold 
activities but never returned to job 
due to generalized weakness and 
fatigue.  

 



Six months after the 2nd attack he again 
collapsed with similar sort of weakness and 
he admitted that he was not taking 
potassium tablets at that time. This spell 
was not associated with loose motion. This 
time he consulted with a medicine specialist 
and for the first time diagnosed as a case of 
hypokalaemic paralysis with documented 
low serum potassium level. Then he was 
prescribed with syrup electro K and with 
that he recovered but partially.  



With a bit better filling he again stopped 
taking potassium syrup and  1 ½ month 
back he again became bed ridden  with 
similar sort of weakness and this time he 
got him self admitted in to DMCH medicine 
unit. During this one month of hospital stay 
he has gone through detail investigations 
including several serum electrolytes reports 
where he was found to be persistently 
hypokalaemic despite I/V correction of 
potassium. 
 
 



He also complained of occasional loose 
stool for the last 1 ½ year which he 
mentioned to occur 10 to 12 days 
intermittently in a month with a 
frequency of 3-4 bouts per day 
containing approximately 600 to 700 ml 
of watery stool.  



The motions were not associated with 
abdominal pain or tenesmus and stool was 
not bloody, mucoid or frothy and not 
containing undigested food particles .For the 
last one month of his hospital stay he only 
had one bout of voluminous watery 
diarrhoea for 3 days which we suspect to be 
nosocomial and treated accordingly. Rest of 
the time the bowel habit was normal. 

 



He also complained of significant weight 
loss (about 50% of his previous body 
weight) over a period of last 6 months. 
On enquiry regarding his bladder habit 
patient complains of voiding 5 to 6 L of 
urine per day for last 1 year. 



  He gave no history of palpitation, 
excessive sweating or heat 
intolerance. He also gave no H/O 
taking laxatives, diuretics or he hadn't 
gone through any abdominal surgery. 



He was diagnosed as a case of sputum 
smear positive pulmonary TB six years 
back and treated for 1 year with 
antiKoch’s and declared to be cured. 



   His father and mother are alive and 
there was no H/O consanguinity of 
marriage.  And no such sort of periodic 
paralytic illness is present in any of his 
family members.  



He came from a low socioeconomic class 
and was an ex smoker and took 3-4 
sticks per day for few months 5 years 
ago. He had H/O sexual exposure for 
several times premaritaly. 



On examination 

 Ill looking and 
cachectic (wt-40Kg)  

 Tongue smooth and 
shiny  

 Skin appears to be 
lusterless, scaly and  
hyperpigmented but  
not over the pressure 
points but as a whole 

 
        
       



 Vital parameters: 

       Pulse: 80/min,regular with normal                     

                volume 

      BP:90/60mm of Hg without postural drop 

      RR:18 breaths/min 

      Temp.:98 

      mildly dehydrated ,not anemic, not 
edematous , and no     lymphadenopathy 

 



Examination of the nervous system 

 Higher psychic function including speech: Normal  

 Cranial nerves including fundus: Normal 

 Motor system: 

      Muscle bulk: symmetrically reduced  

      in all 4 limbs and no fasciculation,  

      Muscle tone: Normal 

      Muscle power: 4/5 in all limbs but proximal                                           
muscles are weaker than distal one   

    Deep tendon reflexes: Areflexia in both lower limbs 

    and diminished in both upper limbs 

    Planter: Bilaterally flexor  

    Co-ordination of movement: Normal. 

    Gait: Normal   



All modalities of sensations are 
intact 



Other systemic examinations reveal no 
abnormalities 



Investigations 

 CBC 

      TC:11000/cumm 

       DC 

           N-69% 

           L-25% 

           E-3% 

           M-2% 

           B-1% 

      ESR: Ranges from 20-44mm in 1st hour 

      PBF: Non specific 

 



 Urine R/E: Normal except one report where 
pus cell 4-8HPF,albumin (+) 

 Stool R/E: Normal, there were no significant 
fat globules  

 RBS: 5.6 mmol/L 

 CXR: Normal 





 LFT:S. billirubin- 0.6mg/dl, SGPT-12U/L, S.total 
protein-70g/L,S.albumin-35g/L,S.globulin-34g/L,A:G 
ratio-1.1:1,PT-14 sec 

 RFT: S.createnin-1.3mg/dl 

 S. electrolyte: 

   K-ranges from 1.6 to 2.2 mmol/L. 

   HCO3 ranges from 17 to 28.1 mmol/L. 

   Na-ranges from 128 to 135 mmol/L 

   Cl- ranges from 90 to 100 mmol/L 

   Anion gap is around 12 to 16 mmol/L through out. 

 



 S.Calcium-1.7 mmol/L;corrected S.Calcium 1.8 mmol/L. 
 S.Magnesium-1.85 mg/dL(1.8-2.1 mg/dl) 
 Urinary K+  62.5 mmol in 24 hours. 
 Urinary PH :7.4  
 S.TSH:0.92 µIU/ml.(0.6-4.5 µIU/ml) 
 S.Cortisol:5.51 µg/dl (normal:4.45-22.68μgm/dl) 

 S.B12-  505pg/ml(223-1132pg/dl) 

 HIV test: negative 
 USG of Abdomen :Normal. 
 Upper GI Endoscopy: 
                      *Normal 
                      *Jejunal Biopsy:Intact villi.Infiltration of chronic inflammatroy 

cells. 
 



Colonoscopy seen 
upto 15 cm of 
ileum: Normal. 

There was no visible 
polyp in entire 
colon. 

 



 Ba follow through: Normal 



Acid load test 
Specimen collection time Blood 

PH,HCO3, 

TCO2, 

Urinary P H 

8:45AM 

(Sample before NH4Cl load. 

P H- 7.412 

HCO3- 19 

TCO2,-19.9 

 

 

6.80 

9:45AM(Sample after NH4Cl load. 

 

 

P H-7.406 

HCO3-21 

TCO2,-22.9 

6.81 

10:45AM 

(Sample 2 hrs NH4Cl load. 

 

P H-7.385 

HCO3-23 

TCO2,-24.9 

6.84 

12:45PM 

(Sample 4 hrs NH4Cl load. 

 

 

P H-7.440 

HCO3-20 

TCO2,-21 

6.79 

2:45PM 

(Sample 6 hrs NH4Cl load. 

 

 

P H-7.392 

HCO3-19.5 

TCO2,-20 

 

 

 

6.70 



Dilemmas 

Persistent hypokalaemia 

Wasting 

 
 


