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PATIENT PROFILE 

 NAME:                           MRS. SHEULI 

 AGE:                               38 YRS 

 SEX:                                FEMALE 

 MARITAL STATUS:      MARRIED 

 RELIGION:                    MUSLIM   

 OCCUPATION:             MADRASA TEACHER (RELIGIOUS SCHOOL) 

 RESIDENCE:                 RANGPUR 

 DATE & MOOD OF HOSPITAL ADMISSION: 

     SHE WAS ADMITTED IN MEDICINE UNIT 2 , DMCH, THROUGH 
EMERGENCY DEPARTMENT ON 26TH DECEMBER, 2008  



CASE PROFILE: 
 Our patient Mrs. Sheuli is a 38yrs old Madrasa teacher 

hailing from Rangpur. She presented to us with a 15 
day history of generalized stiffness along with 
difficulty in opening her mouth preceded by several 
episodes of vomiting. She also became emotionally 
labile with occasional out burst mainly at night. She 
was experiencing feeding difficulty because of her stiff 
jaw. She was hospitalized at Rangpur initially when she 
developed vomiting. There she was found having 
electrolytes imbalance, which was treated accordingly 
with IV infusion and anti-emetics. Later she developed 
the stiffness. She did not show much improvement 
and so she was referred to DMCH. 



Contd. 
  On inquiry her husband gives  history of an episode of 

fever 2yrs back where she became semiconscious on 
the 3rd  day of her fever and was hospitalized at 
Rangpur. During that episode she did not have any 
convulsion or any focal neurological deficit. She was 
diagnosed having Encephalitis and was treated 
empirically with antibiotics and antiviral agent. 
Evidence confirming her diagnosis is lacking. The 
treatment regiment mentioned in the discharge 
summary shows suboptimal dose and duration. Inspite 
of that she apparently made full recovery.  



Contd. 
 Six months after that incidence she started having 

repeated vomiting along with vertigo . She had several 
episodes of vomiting per day & became unresponsive . 
Again she was hospitalized & treated with iv saline & 
anti emetics. She made recovery with out any residual 
symptoms after 3-4 days. During last  1 ½ yrs she 
experienced several such episodes. 



Contd. 

   She is a mother of 2 child. Age of her last child is 6 
years. Her husband mentions that she had an episode 
of post partum haemorrhage  at the time of her last 
child birth. She has been amenorrhoeic since then & 
also had lactational failure. She received oral 
contraceptive pills for several months & had reguler 
withdrawal bleeding  during that period. But following 
cessation of OCP she again became amenorrhoeic. 



Contd. 

 On systemic enquiry she had complains of fatigue for 
last 2 years. She had no bowel & bladder  
abnormalities. There is no h/o chest pain, palpitation, 
breathlessness, any subjective limb or truncal 
weakness, no visual abnormalities, no joint pain and 
swelling, skin rash, no history of jaundice or any family 
members suffering from same symptoms. There is no 
history of contact with TB patient.  



Physical examination profile: 

 General examination:  
 Appearance: ill looking . Assuming a flexed posture.  

 Pulse: 88 b/min, 

 BP: 110/70 mmHg with no postural drop.  

 Resp. rate: 16 /min, 

 No other abnormalities detected in general examination. 

 

  



Systemic examination: 
 Neurological examination: 

 HPF:  
 Orientation of time, place, person showed diurnal fluctuation. 

Impaired mostly at night, with emotional outburst.  

 Speech: disarthric.  

 

 Cranial nerves: normal (examination was restricted because of non 
compliance of the patient). 

 Fundus: Normal. 

 Motor system examination:  
 Generalized rigidity of all four limbs, 

 Orofacial dystonia and dystonic posture of hands and feet. 

 There is no muscle wasting and fasciculation. 

 Muscle power could not be evaluated.  

 All deep tendon reflexes are normal.  

 Planter response bilaterally flexor. 

 Absence of clonus. 

 

 



Contd. 
 Sensory system examination: could not be evaluated. 

  Sign of meningeal irritation: could not be evaluated. 

 Cerebellar sign: could not be evaluated. 

 Gait: could not be evaluated. 

 

 

 Other systemic examination: normal. 

 Psychiatric evaluation: done by the department of Psychiatry. 



PATIENT VIDEO 



Investigation profile: 
 CBC : 

 Hb% - 12 g/dl, 
 ESR – 43 mm in 1st hour, 
 TC – 13,000 /cmm, 
 N- 81%, L – 13%, 
 TPC- 324,ooo/cmm, 
 PCV-37.2%. 

 Urine R/E: Normal. 
 S. Electrolytes:  

 S. Na+ : 120 mmol/l, 
 S. K+: 5.44 mmol/l, 
 S. Cl-: 79 mmol/l, 
 S. HCO3-: 22.7 mmol/l, 
 S. Ca++: 8.32 mmol/l, 

 S. Urea: 25.4 mg/dl, 
 S. Creatinine: 0.9 mg/dl, 
 CXR P/A view: normal, 
 ECG: normal, 



Contd. 
 S. FSH : 3.85 mIU/ml, ( 

 S. LH: 10 mIU/ml, 

 S. Estradiol: 178 pg/ml, 

 S. Prolactin: 10.66 ng/ml, 

 Basal cortisol: 574.56 nmol/l, 

 Thyroid function test: 

 S. FT3 : 2.23 nmol/l, 

 S. FT4: 68.47 nmol/l 

 S. TSH: 2.68 mIU/l 

 Upper GI endoscopy: normal, 

 CSF study: all values were with in 
normal limits. 



Ref. Values 
 Serum Estradiol   
   Adult males <20 pg/mL    
   Premenopausal females: 
   Follicular phase  145 pg/mL 
   Midcycle peak 112-443 pg/mL  
   Luteal phase  less than or equall to 241 pg/mL   
   Postmenopausal females <59 pg/mL 
 
   Serum LH  
   Adult females 
   follicular 2.0-15 mIU/L 
   midcycle 22.0-105.0 mIU/L  
   luteal 0.6-19.0 mIU/L   
   Postmenopausal females 16.0-64.0 mIU/L 
   



Contd. 

   Serum FSH 
   Adult female,  
   Follicular 3.0 20.0 mIU/L        
   Ovulatory 9.0-26.0 mIU/L      
   Luteal 1.0-12.0 mIU/L  
   Postmenopausal 18-153 mIU/L 
 
   Serum Prolactin in female ( non pregnant) 
   0-20 ng/mL 
   Serum cortisol 
   12 noon–8 p.m. 138–410 nmol/L  
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Provisional diagnosis: 

 SHEEHAN SYNDROME 

 POST ENCEPHALITIC SYNDROME 



Contd. 

 Differential diagnosis of Parkinsonism & dystonia: 

 Drug induced EPS 

 Osmotic demyelination syndrome 



 
 

DIAGNOSTIC DILEMMA 

 Patient’s  history along with the investigation reports 
suggests that she may be suffering from a partial form 
of Sheehan Syndrome. But the investigation finding is 
not keeping with the diagnosis. 

 How to explain the repeated episodes of vomitting ? 

  Can it be osmotic  demyelination syndrome rather 
than post encephalitic syndrome ? 




