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Salient feature

My patient  Mrs. Momtaz begam, 56 years old house 

wife, hailing  from Laksmi bazar, Dhaka  got  admitted  in  

Sir  Salimullah Medical College and  Mitford  Hospital on 

13th August  2018  with  the chief  complaints  of -

1. Swelling  of  abdomen  for  15 days.

2. Low  back  pain  for  10 days  

3. Disorientation  for 1 day. 



• She was diagnosed as a case of hepatitis B virus related 
decompensated CLD in 2008 when she first developed 
swelling  of abdomen and both lower limbs .

• Since then  she visited several physicians for recurrent 
abdominal and leg swelling  and treated conservatively.

• This time she presented to us with abdominal swelling for 
15 days



Abdominal swelling

• Generalized

• Gradually increasing 

• Associated with scanty micturition

• For the last 10 days it is also associated with swelling of        
both lower limbs



No’s

• Abdominal pain

• Vomiting

• Cough

• Breathlessness

• Chest pain

• Palpitation

• Cold intolerance



Low back pain

• Pain is more in right side

• Insidious in onset

• Sharp, constant and stabbing in nature

• Radiates to right leg upto heel

• Increases with movement, bending forward, coughing and 
sneezing

• Not relieved with rest.



No’s

• No history of trauma to spine.

• No bladder dysfunction

• Constipation for 7 days



Disorientation

• Disoriented about time , place and person

• Associated with altered sleep pattern



• Generalized weakness for 15 days

• Loss of appetite for 15 days

• She has history of jaundice 25 years back .

• She is diabetic for last 20 years.



Other No’s

• Hematemesis, melena

• Fever

• Skin rash

• Photo sensitivity 

• Any other joint pain

• Abortion

• Pigmentation, etc.



History of past illness

• She has history of tubercular lymphadenopathy 33 years 

back.

• History of hysterectomy 15 years back.



Drug history

• She took anti TB drug for 9 months 33 years back.

• 4 unit blood transfusion and 4 unit fresh frozen plasma in 

2008                             

• Tab Vildagliptin(50 mg)

• Tab Ursodeoxycholic acid(150mg)

• Premixed Insulin 30/70



Family history

• She has 3 daughters and 2 sons . Her younger son is 

Hepatitis B virus carrier. All other family members are in 

good health.



Personal history

• She is a betel nut  chewer  and eat  pan with zarda

for last 20 years.

• She is non smoker , non alcoholic, not I/V drug abuser.



Socioeconomic History

• She is from upper middle class family.

• Lives in brick build house and use sanitary latrine.

Immunization history
• She is immunized as per EPI schedule.



Menstrual history

• Age of menarche – 13 

• She is amenorrheic for last 15 years following 

hysterectomy operation. 

• 15 years back her menstrual 

cycle- regular(28 days)

flow-excessive

period-7 days



Obstetrical history

• Gravida : 5th

• Para : 5+0

• Age of last child : 25 years



General Examination

• Appearance: ill looking

• Body built: average

• Co-operation: non co-operative

• Decubitus: Lying flat

• Intelligence : disoriented

• Nutritional status: normal

• Oedema: bipedal pitting oedema present

• Dehydration: absent



General Examination

• Anaemia: absent

• Jaundice: absent

• Cyanosis: absent

• Clubbing: absent

• Koilonychea: absent

• Leuconychia: absent

• Pulse: 82 bpm

• Blood pressure: 100/60 mmHg



General Examination

• Temperature: 98° F

• Heart rate:88 bpm

• Respiratory rate: 16 bpm

• Lymph node: not palpable

• Skin condition: normal

• Thyroid gland: not enlarged

• Deformity: absent

• Heat coagulation test: Proteinuria +



Systemic Examination



Alimentary system

• Upper GIT –

Lips, gum, teeth, tongue and oral cavity- normal

• Abdomen –
Inspection:

Abdomen is distended, flanks are full.

Umbilicus – everted

No visible peristalsis , no scar mark



Alimentary system

• Palpation:

 Liver – not palpable

 Spleen  is palpable 3 cm from the left costal 

margin along its long axis.              

 Kidneys – not ballotable

 Fluid thrill - absent



Alimentary system

• Percussion: Shifting dullness present

• Auscultation: Bowel sound present



Nervous system 

• Higher psychic function :

Disoriented about time , place and person

• Cranial nerves : could not be evaluated due to  
disorientation

• Fundoscopy : Features of preproliferative retinopathy.

• Neck rigidity : absent

• Flapping tremor : present



Nervous system 

Muscle bulk is normal in all 4 limbs.

Muscle tone is normal in all 4 limbs.

Muscle power is 5/5 in all 4 limbs.

Reflexes – Deep tendon reflexes are normal in all 4 

limbs

Planter – Bilaterally flexor

Patellar and ankle clonus - absent

• Motor :



Nervous system 

• Coordination – could not be done due to disorientation

• Sensory -could not be done due to disorientation

• Gait – could not be done due to disorientation



Locomotor System

• Spine : 

 Look – no deformity , no gibbus

 Feel – tenderness over lumber spine

 Move – movement is restricted in all direction in 

lumber spine
 SLR – positive in right side at 45°

negative in left side



Cardiovascular system

Reveals no abnormality

Respiratory system

Reveals no abnormality



Provisional diagnosis

?



Provisional Diagnosis

• Diabetes Mellitus with diabetic retinopathy and 
nephropathy

&

• Hepatitis B virus related decompensated chronic 
liver disease with hepatic encephalopathy

&

• Prolapsed lumber intervertebral disc



Differential Diagnosis

1. Diabetes mellitus with diabetic retinopathy, nephropathy 
and Hepatitis B virus related decompensated chronic 
liver disease with hepatic encephalopathy and Pott’s
disease

2. Diabetes mellitus with diabetic retinopathy, nephropathy 
and Hepatitis B virus related decompensated chronic 
liver disease with hepatic encephalopathy and intra 
abdominal malignancy with spine metastasis



Investigations done in 2008

• CBC :

Hb – 14 g/dl

Total WBC – 12000/cumm

Neutrophil- 84%

Lymphocyte- 10%

Monocyte – 4%

Eosinophil – 2%

Platelet – 265000/cumm

ESR – 64 mm in 1st hour



Investigations done in 2008

• Urine R/M/E (15/08/18) –

Albumin : +

Sugar : +

Pus cell : 4-6/HPF

RBC : nill

• 24 hours urinary protein - 0.22 gm

• Serum creatinine – 0.8 mg/dl



Investigations done in 2008

• Serum bilirubin – 2.1 mg/dl

• SGPT – 39 U/L

• Serum albumin – 2.3 gm/dl

• Prothrombin time – 16 sec

INR – 1.52 



• HBsAg – Negative

• Anti HBc total – Positive

• Anti HCV – Negative

• Hepatitis B virus DNA – Not detected



Investigations done in 2008

• USG of whole abdomen – Minimal ascites. Features of CLD 
with mild splenomegaly.

• Upper GIT endoscopy – Normal upper GIT endoscopy

• CT scan of abdomen – Consistent with chronic liver disease. 
Cirrhosis with portal hypertension with abdominal varices



Investigations done in 2008

• Ascitic fluid analysis –

Cytological - total lymphocyte : 4/cumm

Polymorphs : 20%

Lymphocytes : 80%

RBC : 1-2/HPF

Gram staining – micro organism not found

AFB – not found



Investigations done in 2008

• Ascitic fluid analysis –

Biochemical –

Protein : 1.03 gm/dl

Sugar : 5.04 mg/dl

Malignant cell – not found

ADA – 5.30 U/L (normal <30)



Investigations done in 2008

• ANA – Negative

• LKM antibody – Negative

• Anti smooth muscle antibody – Negative

• Tissue transglutaminase antibody – Negative

• Serum Ceruloplasmin – 18 mg/dl (normal 20-60)

• Serum CA  125 – 19.9 U/ml (normal <24)



Investigations done on this admission

• CBC (14/08/18)

Hb – 14.5 g/dl

Total WBC – 10500/cumm

Neutrophil- 65%

Lymphocyte- 28%

Monocyte – 5%

Eosinophil – 2%

Platelet – 210000/cumm

ESR – 72 mm in 1st hour



Investigations done on this admission

• RBS(14/08/18) – 15.9 mmol/l

• Serum electrolytes (14/08/18)–

Na+ - 130 mmol/l

K+ - 4.5 mmol/l

Cl- - 94 mmol/l

CO2 – 24 mmol/l

HCO3- - 26 mmol/l



Investigations done on this admission

• Prothrombin time(15/08/18) – 19 sec

INR -1.74

• S. Bilirubin(15/08/18) – 2.9 mg/dl

• SGPT(15/08/18) – 39 U/L

• CRP(15/08/18) – 80 mg/L

• TSH (15/08/18) – 1.4 micro IU/ml



Investigations done on this admission

• Urine R/M/E (15/08/18) –

Albumin  +

Sugar - +

Pus cell – 8-10/HPF

RBC – 2-3/HPF

• 24 hours urinary protein – 0.27 gm

• eGFR - >60 ml/min/1.73m2



Investigations done on this admission

• HBsAg (15/08/18)– non reactive

• Anti HBc total(15/08/18) – reactive

• Anti HCV (15/08/18) - negative

• HBeAg(16/08/18) – negative

• Hepatitis B virus DNA(18/08/18) –Not detected 



Investigations done on this admission

• USG of whole abdomen (15/08/18) – mild splenomegaly ,      

ascites

• CT scan of abdomen(15/08/18) – mild splenomegaly, mild 

ascites

• Endoscopy of upper GIT(20/08/18) – Grade 1 

oesophageal varix, congestive gastropathy



• Chest X- ray P/A view(15/08/18) 

Normal findings



Investigations done on this admission

• X- ray lumbosacral spine B/V(15/08/18) –

Osteoarthritic degenerative changes at lumbar spine.

Spondylolisthesis of L5 over S1 vertebra(grade 1).

Spondylolysis (pars defect) at L5.



X ray lumbosacral spine



Investigations

• MRI of lumbosacral spine(16/08/18) –

 Degenerative disc and spine disease.

 Grade 1 spondylolisthesis L5 over S1 vertebra.

 Traversing and exiting nerve roots compression at

L3-L4, L4-L5 and L5-S1 levels as a result of central 

and both para central disc extrusion.



MRI of lumbo sacral spine



Confirmatory Diagnosis



Confirmatory Diagnosis

• Diabetes mellitus with diabetic retinopathy and 
nephropathy        & 

• Hepatitis B virus related decompensated chronic liver 
disease with hepatic encephalopathy 

&

• Prolapse lumber intervertebral disc



Salient feature

• She again admitted on 18 th September  with the chief    

complaints of -

1. Weakness of right lower limb for 7 days          

2. Marked increase in low back pain for 7 days.

3. Increase abdominal swelling for 7 days  
4. Altered  level of consciousness for 1 day



Low back pain and right leg weakness 

• Low  back  pain  markedly increases  for last 7 days.

• Pain more on right side. 

• Associated with weakness of right lower limb.

• Weakness is insidious in onset and gradually increasing.

• No history of trauma or recent vaccination.

• No bladder dysfunction.

• Constipation for 3 days.



Abdominal swelling

• Her abdominal  swelling  increases  for  last  7 days  

• Associated with abdominal  discomfort  and fullness of  
abdomen .



• Altered level of consciousness for last 1  day . 

• She  has  low  grade fever for 15 days which  is  

evening  rise

highest recorded temp 100° F  

with  out  night  sweat 

subsided without medication 

• She has no  history of hematemesis, melena . 



• On general examination :

 Ill looking

Disoriented 

Edematous 

 Icteric. 



• On alimentary system examination :

 Abdomen is hugely distended

 Flanks are full  

 Umbilicus is everted

 Spleen  is palpable

 Shifting dullness and fluid thrill present.



• On nervous system examination :

 Higher psychic function - semiconscious, 

GCS – 9 

 Flapping tremor could not be elicited due 

to altered consciousness 

 Fundoscopy shows preproliferative

retinopathy. 



Muscle bulk and muscle tone normal in both side.

Muscle power could not be evaluated initially due to 

altered consciousness but after consciousness 

improvement -

3/5 in right lower limb, normal on left side.

Ankle and knee jerks of right side are diminished.

Planter bilateral extensor. 

• Motor :



• Sensory, cerebellar function and gait could not be elicited 
due to altered consciousness.



• On  spine  examination : 

No  gibbus or  deformity 

 Tenderness  over  lumber  spine 

Movement  restricted  in  all direction in lumber 
spine.



Provisional Diagnosis



Provisional Diagnosis

• Diabetes mellitus with diabetic retinopathy and 
nephropathy   &

• Hepatitis B virus related decompensated                   
chronic  liver disease with hepatic encephalopathy 

&

• Prolapsed lumber intervertebral disc



Differential Diagnosis

1. Diabetes mellitus with diabetic retinopathy and 
nephropathy & Hepatitis B virus related decompensated 
chronic  liver disease with hepatic encephalopathy &
Pott’s disease

2. Diabetes mellitus with diabetic retinopathy and 
nephropathy & Hepatitis B virus related decompensated 
chronic  liver disease with hepatic encephalopathy &
intra abdominal malignancy with  spine metastasis



Investigations

19/09/18 03/10/18 07/10/18

CBC ESR- 75mm ESR- 65mm ESR- 64mm

Hb- 14.3gm/dl Hb- 13.1gm/dl Hb- 11.6gm/dl

WBC- 14500/cumm WBC- 8200/cumm WBC- 5700/cumm

Neutrophil- 84% Neutrophil- 39% Neutrophil- 59%

Lymphocyte- 12% Lymphocyte- 54% Lymphocyte- 30%

Monocyte- 3% Monocyte- 6% Monocyte- 5%

Eosinophil- 1% Eosinophil- 1% Eosinophil- 6%

Platelet-

287000/cumm`

Platelet-

195000/cumm`

Platelet-

180000/cumm`



Investigations

19/09/18 24/09/18 29/09/18

Serum 

electrolytes

Na+ - 132 mmol/l Na+ - 136 mmol/l Na+ - 140 mmol/l

K+ - 4.6 mmol/l K+ - 3.6 mmol/l K+ - 3.9 mmol/l

Cl- - 93 mmol/l Cl- - 98 mmol/l Cl- - 100 mmol/l

CO2 – 29 mmol/l CO2 – 29 mmol/l CO2 – 25 mmol/l

HCO3 – 27 mmol/l HCO3 – 27 mmol/l HCO3 – 23 mmol/l



Investigations

19/09/18 25/09/18 30/09/18 02/10/18

Serum 

Creatinine

0.67 mg/dl 0.9 mg/dl 0.69 mg/dl 0.55 mg/dl

Serum Bilirubin 9.4 mg/dl 5.4 mg/dl 2.45 mg/dl 2.4 mg/dl

SGPT 18 U/L 20 U/L

ProthrombinTime

INR

20 sec

1.87

19 sec

1.74

20 sec

1.87

21 sec

2.02



Investigations

• Urine R/M/E (19/09/18) –

Albumin : +

Sugar : +

Pus cell : 4-6/HPF

RBC : nill



Investigations

• MRI of lumbosacral spine (20/09/18)

 Altered marrow signal change are seen in L3 and L4 

vertebral body. Mild enhancement is seen after IV 

contrast.

 Destruction with mild collapse with interveining disc 

space reduction between L3-L4.



Investigations

Mild prevertebral and para spinal collection with 

enhancement after I/V contrast from L2-L5(prevertebral

and spinal abscess).

Spinal canal stenosis at L3-L4 level.

Marginal osteophytes are seen in all vertebra.

• MRI of lumbosacral spine continue –







Confirmatory Diagnosis



Confirmatory Diagnosis

• Diabetes mellitus with diabetic retinopathy and 
nephropathy &

• Hepatitis B virus related decompensated chronic  
liver disease with hepatic encephalopathy

&

• Pott’s disease 



Ongoing treatment

• Due to decompensated CLD with hepatic encephalopathy 
we start modified regimen of anti TB drug 

Inj Streptomycin

Inj Moxifloxacin

Tab Ethambutol



Salient feature

• She again admitted on 10 th November with the complains 

of  -

• Scanty micturition for 7 days

1. Easy fatigability and palpitation for 10 days 

2. Increase swelling of abdomen and lower limbs for 7 

days. 



Salient feature

• Her low back pain decreases with significant improvement 

of right leg weakness.

• Her fever subsided .

• No history of hematemesis, melena , abdominal pain.

• Her bowel habit is normal.

• She gives history of root canneling of 24 teeth 6 months 
back.



Salient feature

• On general examination :

 Ill looking 

 Anaemic

 Bipedal pitting oedema present 

 Pulse – 92bpm, BP - 100/60 mm hg .



• On alimentary system examination :

 Abdomen is hugely distended 

 Flanks are full 

 Umbilicus is everted

 Spleen  is palpable

 Shifting dullness and fluid thrill present.



Salient feature

• On nervous system examination :

 Higher psychic function is intact

 Fundoscopy shows features of preproliferative

retinopathy

 No motor deficit.



On spine examination :

 No gibbus, 

 Mild tenderness over lumber spine

 No restriction of movement of lumber spine.



Provisional Diagnosis

• Diabetes mellitus with diabetic retinopathy and 
nephropathy &

• Hepatitis B virus related decompensated chronic  liver 
disease with hypersplenism

&

• Pott’s disease 



Differential Diagnosis

• Diabetes mellitus with diabetic retinopathy and 
nephropathy &

• Hepatitis B virus related decompensated chronic liver 
disease with concealed hemorrhage

&

• Pott’s disease 



Investigations

• CBC(11/11/18) :   

Total WBC -2000/cumm

Neutrophil- 68%

Lymphocyte-28%

Monocyte- 4%

Hb – 8.6 gm/dl

Platelet – 92000/cumm

ESR – 71 mm in 1st hour



Investigations

• Serum creatinine(11/11/18) - 0.98 mg/dl

• RBS(11/11/18) – 12.5 mmol/l

• Serum electrolytes (11/11/18)–

Na+ - 136 mmol/l

K+ - 3.5 mmol/l

Cl- - 98 mmol/l

CO2 – 24 mmol/l

HCO3- - 26 mmol/l



Investigations

• Serum bilirubin(11/11/18) – 3 mg/dl

• ALT (11/11/18) – 27 U/L

• Serum albumin(11/11/18) – 2 gm/dl

• Prothrombin time (11/11/18) - 17 sec

INR – 1.52



Investigations

• Urine R/M/E (11/11/18) –

Albumin : +

Sugar : +

Pus cell : 2 - 4/HPF

RBC : nill

• USG of whole abdomen(13/11/18) – Features consistant with 
CLD with features of portal hypertension.



Investigations

• MRI of lumbosacral spine (24/11/18)

 End plate erosions and altered marrow signal 

changes  of  L3-L4 vertebra with adjoining disc 

space reduction.         

 Prevertebral and para spinal collection at L3-L4 

level.

 Marginal osteophytes are seen in all vertebra.







• Coombs test –

Direct - Negative

Indirect – Negative

• LDH – 214 U/L (11/11/18)

normal value  135 -214 U/L(adult female)



Investigations

• Reticulocyte – 2.87% (11/11/18)

normal value 0.2% -2%

• Bone marrow study (11/11/18)

Normal active marrow



Confirmatory diagnosis

• Diabetes mellitus with diabetic retinopathy and 
nephropathy &

• Hepatitis B virus related decompensated chronic  liver 
disease with hypersplenism

&

• Pott’s disease 



Investigations

• ANA – Positive :22.8U/ml(12/11/18)

• ENA profile  (12/11/18)

SmD1 – positive

U1-SM/RNP – positive

SSA/Ro60KD – positive

SSA/Ro52KD - positive



Investigations

• Anti smooth muscle antibody (14/11/18)

strongly positive for ASMA

• Anti mitochondrial Antibody – (17/11/18)

0.58 U/ml (less than0.95 negative)

• Anti dsDNA – Negative(17/11/18)



Investigations

• Complement 3(C3) – 0.54 g/L(0.90-1.8)

• Complement 4(C4) – 0.06 g/L (0.10-0.40)

• HIV 1 and HIV 2 - Negative



Investigations

• Anti LKM-1(17/11/18) - Negative

• IgG – 15.9 g/L (20/11/18)

normal value 7 – 16 g/L

• Serum protein electrophoresis(20/11/18) – Elevated 
gamma fraction which most likely represent polyclonal 
hypergammaglobulinemia . No underlying monoclonal  
band is noted.



Investigations

• Schirmer tear test – negative

• Lip biopsy(24/11/18) – sections show lip tissue lined by 
squamous epithelium. Underlying stroma shows ectatic capillary 
vascular channels. No evidence of malignancy.



Confirmatory Diagnosis

?



Can we consider  Systemic lupus erythematosus
or  Autoimmune hepatitis in this patient?
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