
Second Case 

 



Particulars of the patient 

 Name: Sathi 

 Age : 18 years 

 Sex : Female 

 Address : Tangail 

 Occupation : Student 

 Religion : Islam  

 Marital status : Unmarried 

 Date and time of admission : 01.02.2011, 1 am 



Presenting complaint 

Repeated convulsion for 1 day 
after history of blood 
transfusion 



History of present illness 

   According to the statement of patient’s 
attendant, she was reasonably well 1 day 
back. Then she developed convulsion 
while she was doing household works 
which was generalized, associated with 
tongue bite, upward rotation of both 
eye balls and frothing secretion from 
mouth. It persisted for 10 to 12 minutes 
and followed by incoherent talk.  



Continued… 
 The same type of event occurred 5 to 6 

times and the patient became 
unconscious. Then she was brought to 
hospital on that night and got admitted 
through emergency department. There 
was no history of cough, vomiting, 
significant weight loss, anorexia, 
blurring of vision, head injury, travel 
history to malarial zone, contact with 
TB patient. 



Continued… 
 On further enquiry, patients mother 

told that she was suffering from 
episodic headache for last 6-7 months 
which was not associated with vertigo, 
vomiting , aura and subsided after 
taking antipyretic medications. she was 
also suffering from generalized 
weakness for the same duration for 
which she did consult with a local doctor 
and advised to transfuse blood. 



Continued… 

 Then she was transfused 2 unit of fresh 
whole human blood on 30th and  31st  
January, 2011. Subsequently on the 
following day she developed convulsion. 



Continued… 

 Patients mother also told that around 7 
days back patient suffered from low 
grade fever which was intermittent in 
nature associated with malaise, mild 
runny nose. The highest temperature 
was not recorded. Her bowel and 
bladder habit were normal. 



History of past illness 

 

 Diagnosed as a case of glomerulonephritis 
and was on steroid for last 2 months 



Drug and treatment history 

 Homeopathy and quacks 

 Prednisolone 40mg once 

 oral Iron  



Personal history 

She  is a nonsmoker, non alcoholic, and no 
history of tobacco chewing. 

 

                        Family history 

 
    She is the second issue of his parents. she 

has two sisters and one brother. All his 
parents and sibling are apparently healthy. 

 



Socioeconomic history 

Her father is a farmer and mother is a 
housewife. she drinks tube well water and 
uses sanitary latrine. They live in paka house. 

 

                      Allergy history 
 

    She is not allergic to any kind of known 
allergen. 

 



Immunization history 

 She was properly immunized as per EPI 
schedule. 

              

 



Menstrual history 

Age of menarchae : 12 years 

Menstrual period : 5 to 7 days 

Menstrual cycle : irregular, 1.5 to 2 
monthly 

LMP : patient could not remember 



What can be the 
possibilities before 

examining the patient??? 



Possibilities… 

 

 Viral encephalitis 

 Uraemic encephalopathy 

 Seizure disorder 



EXAMINATION 



General Examination 

 Appearance : unconscious 
 Body built : average 
 Co operation : non co operative 
 Decubitus : on choice 
 Nutritional status : average 
 Anaemia : mild 
 Janudice : absent 
 Cyanosis : absent 



Continued… 

 Clubbing : absent 
 Koilonychia : absent 
 Leuconychia : absent 
 Oedema : absent 
 Dehydration : absent 
 Lymph node : not enlarged 
 Thyroid gland : not palpable 
 Bony tenderness : absent 

 



Continued… 

 Pulse : 88 beats / minute 

 Blood pressure : 130/ 80 mm Hg 

 Temperature : normal 

 Respiratory rate : 24 breaths / minute 



Neurological 
examination 



Higher psychic function 
including speech 

 GCS scoring: Eye opening = 1 

                        Verbal response = 1 

                        Best motor response = 1 

 Tongue bite mark was present 

 



Cranial nerves examination 
including fundoscopy 

 Normal 



Motor system examination 

 Muscle bulk : normal 

 Muscle tone : normal 

 Muscle power : could not be evaluated 

 Jerks : all jerks are normal with 
bilateral plantar flexor 

 Co ordination : could not be done 

 Gait : could not be assessed  

 



Sensory system examination 
and 

 Cerebellar function test 
 

   Could not be evaluated as patient was 
unconscious. 



Signs of meningeal 
irritation 

 Neck rigidity : absent 

 Kernig’s sign : absent 

 Brudzinski’s sign : absent 



 

Examination of other systems reveal   
no other abnormalities. 
 



What could be the 
differential diagnosis before 

going for investigations?? 



Provisional diagnosis 

 Viral encephalitis with a background 
probability of GN 



Differenial diagnosis 

 Uraemic encephalopathy 

 Seizure disorder 

 



Investigations 



 Complete blood count 
     - Hb : 12 gm/dl 
     - TC : 12,000/ cmm 
     - DC : N = 70%, L = 20% 
     - ESR : 60mm in 1st hour 
     - platelet count : 3,00,000 / cmm 
 PBF : normocytic normochromic anaemia 
 film for malarial parasite : not found 
 ICT for malaria : negative  
 Chest X ray PA view : normal 

 



 Random blood sugar : 6.2 mg/dl 

 Seum creatinine : 0.88 mg/dl 

 Blood urea : 25 mg/dl 

 Serum electrolytes 

         - Na : 133 mmol/L 

         - K : 3.61 mmol/L 

         - Cl : 97 mmol/L 

         - carbon dioxide : 23 mmol/L 

 Serum calcium : 8.10 mg/dl ( 8.1 – 10.4) 

 Serum magnesium: 1.70 mg/dl ( 1.6 – 2.3) 

 



 Urine R/M/E : 

      - appearance : hazy 

      - albumin : +++ 

      - sugar : green yellow 

      - pus cells : 15-80 / HPF 

      - RBC :3-5 /HPF 

      - epithelial cells : 2-4 / HPF 



 CT scan of the brain : Diffuse ill 
defined hypodensity noted in the both 
occipital region and right parietal and 
frontal region involving mainly the deep 
white matter. 

 Suggestive of posterior reversible 
encephalopathy syndrome ( PRES ) 



 CSF analysis 

  Cytology : total leucocytes : 02 

                  polymorph : 0 

                  lymphocytes :100% 

                  RBC : 190 / cu mm 

  Biochemical : protein : 150 mg/dl 

                       glucose : 156 mg/dl 

  Gram’s and AFB staining : no organism 
found 



Treatment  

 Treatment was empirically with 

 IV ceftriaxone 

 IV acyclovir 

 IV dexamethasone, 6 hourly 

 Oral phenytoin 

 Patient gained her consciousness on the 
fifth day of starting the treatment. 



Follow up history and 
examination 

 After gaining the consciousness, patient 
complained of mild headache. Otherwise she 
was ambulatory, fully oriented and did not 
have any neurological deficit. She did not 
experience any further convulsive episode. 

 Then further detail history was taken from 
the patient for proper evaluation. She reveals 
that she was suffering from multiple joint 
pain for last 1 and half year and repeated oral 
ulceration for last 3 months. 



Continued… 

 Joint pain was symmetrical involving small and 
large joints of both upper and lower limbs and 
associated with swelling but no redness. Pain 
persisted for 10 to 12 days and then subsided 
spontaneously most of the time. 

 Sometimes patient took some homeopathic 
medication for the pain. Her daily activities 
were not grossly impaired due to this pain. 
She told that she experienced this kind of 
pain more than 50 times during this period 
with an irregular interval. 



Continued… 

 But after the month of November, this 
joint pain was associated with scanty 
micturition and facial swelling. There 
was no history of fever, burning 
sensation of micturition, passage of 
blood through urine, leg oedema at that 
time. For these complaints she went to 
consult a local doctor and was diagnosed 
as glomerulonephritis and prescribed 
with steroid. 



Continued… 

 She also complained of repeated oral 
ulcer for last 3 month which was painful 
involving buccal mucosa, tongue and 
palate. 

 There was no history of rash in the 
face, photosensitivity or abnormal hair 
loss. 



Continued… 

 On subsequent examinaations, patient 
was mildly anaemic. Malar rash appeared 
with typical butterfly pattern sparing 
the nasolabial folds on 19.02.11. Rash 
was also present on her forehead and 
anterior aspects of both legs. Rash was 
erythematous and scaly in nature. Oral  
ulcer was present bilaterally over the 
hard palate. 



Continued… 

 No other positive findings were found in 
favor of SLE on examination of 
musculoskeletal and other systems. 



           Further investigations…    
 

 Urinary total protein : 1.9 gm / 24 hours 
(reference value : upto 0.15 ) 

 Urine volume : 2000ml / 24 hours 

 Creatinine clearance rate : 130.31 ml/ 
min 

 USG of whole abdomen : suggestive of 
chronic renal parenchymal disease 

 



 ELISA test for ANA : 45 IU/ml ( moderately 
positive) 

 reference value : <20 = negative 

                              20-60 = moderately positive 

                             >60 = positive 

 ELISA test for Anti ds DNA : 406.6 IU/ ml  ( 
moderately positive) 

 reference value : 0-200 = negative 

                            201-300 = equivocal 

                            301-800 = moderately positive 

                             >801 = positive 

 

 

 



 Complement 3 level : 0.56 gm/L 

                (reference value = 0.9- 1.8 ) 

 Complement 4 level : 0.09 gm/L 

                 (reference value = 0.1- 0.4 ) 

 

 



 Complete blood count 
     - Hb : 11 gm/dl 
     - TC : 3,500/ cmm 
     - DC : N = 65%, L = 30% 
     - ESR : 70mm in 1st hour 
     - platelet count : 3,10,000 / cmm 
 PBF : normocytic normochromic anaemia 
            with mild leucopenia 
 ECG : normal 
 Echocardiography : normal 

 



Renal biopsy 

 Focal subendothelial deposition of IgG 
and IgA. 

 

 

 Suggestive of stage 3 lupus nephritis 



Confirmatory diagnosis 

 Systemic lupus erythematosus with 
lupus nephritis ( stage 3 ) and lupus 
encephalitis 



Treatment  

 IV cyclophosphamide, monthly 

 prednisolone 




