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            A 24-YEAR-OLD MAN  

                         WITH     

ANAEMIA  AND ABDOMINAL PAIN                         



PARTICULARS OF THE PATIENT 

• Mr. S.  

• 24 years 

• Muslim 

• Student 

• Comilla 

 



CASE HISTORY 

• In 2007, evaluated for generalized weakness, 
fatigue and occasional gum bleeding 

• Diagnosed as a  case of aplastic anaemia  

•  On the basis of bone marrow examination 
and other laboratory evidences. 

 





 CASE HISTORY Cont. 

In the year 2007: 

• CBC – Hb (4.2 gm/dl), RBC (2 million/mm³), 
WBC (4500/mm³), Platelet (30000/mm³). 

• PBF - Pancytopenia 





 CASE HISTORY Cont. 

• From 2007 to 2012, treated with 15 units of 
packed cell transfusion at different times but 
weakness persist 

• Re-evaluated by a haematologist  

• Diagnosed as AIHA on the basis of positive 
Coomb’s test in February, 2013. 

  

 

.  







CASE HISTORY Cont. 
   

• Initially high dose steroid was given, slowly 
tapered over two months and continued at a 
dose of 10 mg/day 

• Azathioprine was added on April, 2014 as 
there was no significant clinical and 
biochemical improvement. 



CASE HISTORY Cont. 

• On 7th October 2014, he developed sudden severe 
upper abdominal pain which was dull aching, radiates 
to back, marked on lying flat, aggravated after taking 
food, slightly relieved by bending forward. 

 

• Pain was associated with several episodes of vomiting. 
 

• Also noticed jaundice and high coloured urine two 
days after the onset of pain and got himself admitted 
under our care on 12/10/2014. 



 CASE HISTORY Cont. 
 

 

•  On query, gave history of similar type of upper 
abdominal pain, vomiting and jaundice five 
months back (May,2014 while on steroid & AZT) 

 

•  Admitted to a local hospital  and treated with 
injectable analgesics, improved and discharged 
without any conclusive diagnosis. 



CASE HISTORY Cont. 

• After admission under our care, developed 
scanty micturation followed by generalized 
swelling of the body and ultimately complete 
cessation of urine.  
 

•  Also complained of respiratory distress and 
palpitation without chest pain or cough.  

 

 

 

   



CASE HISTORY Cont. 

• There was no history of fever, bleeding 
manifestation, rash or joint pain. 
 

• Bowel habit was normal. 

 



CASE HISTORY Cont. 
 

• No significant past history 

  

• No history of bleeding disorder or consanguinity in 
the family 

 

• Non smoker, non alcoholic, no history of drug abuse 

 

• Immunized as per EPI schedule and by Hepatitis B 
vaccine 

 

 

  

 

 



GENERAL EXAMINATION  
(on admission) 

• Appearance  : Pale, puffy face 

• Anaemia  : ++ 

• Jaundice   : + 

• Oedema   : Bilateral oedema 

• Dehydration  : Absent 

• Cyanosis   : Absent 

• Koilonychia  : Absent 

• Leuconychia  : Absent   



GENERAL EXAMINATION cont. 

• Bony Tenderness : Absent 

• Lymph nodes  : Not palpable 

• Skin Survey  : Normal 

• Pulse   : 98 beats/min, Regular 

• BP    : 130/80 mmHg 

• Temperature  : 99° F 

• Repiratory rate : 22 breaths/min 

 



SYSTEMIC EXAMINATIONS 

ALIMENTARY SYSTEM- 
 

• Lips, gum, oral cavity-pale 

• No glossitis/angular stomatitis 

• Epigastric tenderness present 

• No organomegaly 

• No ascites   



SYSTEMIC EXAMINATIONS cont. 
 

RESPIRATORY SYSTEM- 
 

• Trachea – Central in position 

• Vesicular breath sound 

• Bilateral crackles present 

• No other abnormality detected  
 



SYSTEMIC EXAMINATIONS cont. 

CARDIOVASCULAR SYSTEM 

• JVP – Not raised 

• Apex beat is in the left 4th ICS just medial to 
the mid-clavicular line  

• S₁ and S₂ audible 

• Flow murmur along left parasternal area 
 

OTHER SYSTEMS: No abnormality detected. 

 

 



DIAGNOSIS 



    CLINICAL DIAGNOSIS  
  

  AIHA  

  AKI                                      
  Acute Pancreatitis 



 
AFTER ADMISSION 0N 13/10/14: 
 

CBC:  Hb% - 6.6 gm/dl, (11.5 – 16.5 gm/dl) 

                    RBC – 2.05 million/mm³ (4-6/mm³) 

  MCV- 92 fl, (78 – 92 fl) 

  TC- 6 K/µL, (4.0K – 11.0K/µL)  
  Neutrophil-85%, (50 – 70%) 

  ESR- 74 mm in 1st hour, (0 – 10mm) 

  Platelet- 150 K/µL. (150K – 350K/µL) 

   

INVESTIGATIONS 



 INVESTIGATIONS cont. 

PBF:  

    RBC - Dimorphic with spherocyte, few NRBC. 

       WBC - Mature with previously mentioned  
    count and distribution. 

       Platelet- Reduced. 

       Comment- Bicytopenia 
 

 

 



 INVESTIGATIONS cont. 

Reticulocyte :  6% 

S. LDH  :  4046 U/L (208-460U/L) 

S. Lipase  :  2538 U/L (23-300U/L) 
 

S. Amylase : 1048 U/L (40-140U/L) 

 



Urine R/M/E : Protein (+) 
            Pus cell 1-4/HPF 
            RBC  0-1/HPF 
                                  No cast 

 

S. Creatinine : 9.45mg/dl (0.8 – 1.4) 
S.Urea   :  185 mg/dl   (15-40) 
S. Electrolyte :  Na⁺ : 144 mmol/L 
     K⁺  : 5.7 mmol/L 
     Cl⁻  : 104 mmol/L  
     

INVESTIGATIONS cont. 



INVESTIGATIONS cont. 

Blood glucose :  6.8 mmol/L (< 7.8 ) 

Total Bilirubin : 3.24 mg/dl (0.12-1.0) 

                        0.39 direct (<0.2)  
    2.85 indirect (<0.8) 

SGPT  : 50 U/L (10-50 U/L) 

Total protein :  2.95gm/dl (3.4 – 5gm/dl) 

 S. Albumin :  33gm/L (35-50 gm/L) 

 PT  :  12.2 Sec (12-17 Sec)  

    INR: 1.08 

 

 



INVESTIGATIONS cont. 

S. Calcium     : 8.90 mg/dl (8.2-10.2) 

HBsAg      : Negative 

Anti-HCV     : Negative 

Vitamin B12 & Folate: Within normal limit 

HIV1 & 2     : Negative 



CXR P/A View : Normal 
 

USG OF W/A : Both kidneys are enlarged in size 
(right-13.5 cm, left-14.9 cm), normal in shape, 
cortical echogenicity is uniform and less well 
differentiated cortex-medulla.  

 

    Mild splenomegaly (12 cm).         

 Pancreas is not visualized.  

 

 

 

INVESTIGATIONS cont. 



 

Coomb’s Test :   Direct- Negative 

                                 Indirect- Negative 

D-dimer   :  400 ng/ml (<200) 

ANA  : Negative. 

S CPK  : 24 U/L (30 – 145 U/L) 

 

 
 

 

INVESTIGATIONS cont. 



INVESTIGATIONS cont. 

Antiphospholipid Ab:Negative 

Complement level    : C₃- 1.14 g/L (0.8-1.7 g/L) 

      C₄- 0.332 g/L (0.15-0.45 g/L) 

c-ANCA, p-ANCA       : Negative 

Doppler study of portal vein: Normal 
velocitometry in portal vein, hepatic veins, IVC and 
renal veins. 

 

 



TREATMENT AFTER ADMISSION 

• 6 sessions of haemodialysis  

 Correction of hyperkalaemia 

• 4 units of washed RBC 

  Oral steroid, Folic acid 

• Kept NPO for 3 days 

 Inj. Tramadol 

 Inj. Ondansetron 

 Inj. Ceftriaxone 

     



PROBLEMS 

• Aplastic anemia Vs Hemolytic anemia 

• Coomb’s positive Vs Coomb’s negative 

• AKI 

• Acute Pancreatitis 

• Single disease or multiple disease 
 

        ……………..Any further investigations ? 



Bed side Urine  



INVESTIGATIONS 

• Urine for RBC   : Nil  

• Urine for Haemoglobin  : Negative 

• Ham’s Test   : Negative 







INVESTIGATION 
 

FLOW CYTOMETRY:  
 

     A significant population of granulocyte and 
monocyte shows a profile of CD-55 and CD-59 
negative. 

 

           PNH clone identified on WBCs. 

 





DIAGNOSIS 

Paroxysmal Nocturnal Haemoglobinuria with  

complications: 
 

   Acute Pancreatitis 

   Acute Kidney Injury 



FOLLOW UP (15/02/2015) 

• Weakness and fatigue improved 

• Anaemia  :  Absent 

• Jaundice  :  Absent  

• Vitals  :  Normal 

• Urine colour    :  Normal 

 

 



FOLLOW UP INVESTIGATIONS 

• CBC   :   Hb – 12 gm/dl 
                    ESR -14 mm 
                    RBC-4.07m/mm³, WBC-5710/mm³ 
                    Platelet-160,000/mm³ 
• Reticulocyte :   2% 
• S. Bilirubin  :   1.23 mg/dl; 0.21(direct),  
        1.02(indirect)   
• Urine R/E   :   Normal 
• S. Creatinine :   0.64 
• INR                            : 2 
• OGTT   :   Normal 



FOLLOW UP INVESTIGATIONS 

CT Scan of Abdomen- 

    Pancreas is normal in size. A globular, wall (3-5 
mm thick), fluid density (12 HU) lesion is seen 
within the body measuring 5x4 cm. 
Peripancreatic regions are normal. Main 
pancreatic duct is not dilated. 

 

    Impression: Pancreatic pseudocyst. 



CT scan of abdomen 



THANK YOU 


