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A Young Lady with
Convulsion

Dr. Md. Jewel Hoque
Department of Medicine (MU- V)
Shaheed Suhrawardy Medical College & Hospital




Mrs. A, 34-years old normotensive, nondiabetic, non asthmatic, non-
smoker, non-alcoholic, Muslim housewife admitted to Shaheed
Suhrawardy Medical College & Hospital on 26t July 2019 with the
complaints of —

1. Two episodes of convulsion for 1 day.
2. Morning headache for last 6 months.



Patient was reasonably well one day back. On the day of admission
morning, she suddenly experienced generalized tonic-clonic convulsion,
not preceded by any aura. Convulsion persisted for about 1 minute and
was associated with involuntary micturition followed by
unconsciousness for about 5 minutes. There was no history of tongue
bite during convulsion.



After regaining consciousness, she experienced post ictal headache,
confusion and generalized weakness for about one and half hours.
Similar type of convulsion occurred after three hours on the same day

and she was brought to Shaheed Suhrawardy Medical College &
Hospital.



In the emergency room she presented with features of status
epilepticus which includes tonic clonic convulsion, tongue bite and
involuntary micturition. She was conventionally treated with diazepam
followed by phosphenytoin after admission in inpatient department of
Medicine ( MU- IV).



On query, informant (patient’s husband) said that patient was suffering
from headache for last 6 months which was intermittent, dull in nature,
more marked in morning after waking up from sleep and was
associated with vomiting. Pain was relieved after taking paracetamol &
NSAIDs, but for last 7 days, headache was severe and did not relieve by
medication.



She had no history of fever, diarrhoea or vomiting, pain & discharge
from ear, head injury, cough, blood mixed sputum, weight loss, joint
pain, rash and previous abortion . No history of Tuberculosis or contact

with known tuberculosis patient. Her bowel and bladder habits were
normal.



She had undergone right ovarian cystectomy in 2016 and took
norethisterone & dienogest for 3 months in 2017 for left ovarian cyst.
She was taking Tab. Letrozole for last 3 months for second child.

She had no history of recreational drug abuse. She enjoys motherhood
of a boy aged 8 years. All her family member are healthy.



General examination revealed, patient was ill looking with some bruises
over both forearm. Her blood pressure was 130/80 mm of Hg, pulse
was 80 b/min, regular. Temperature was 98° F, respiratory rate was 18
breaths/min. There was no lymphadenopathy. Examination of thyroid
gland & breast were normal.



On examination of central nervous system, higher psychic function
revealed that the patient was disoriented (GCS- E4V3MS5) and speech
was slurred. Pupil was bilaterally equal and reacting to light. Cranial
nerves couldn’t be examined properly but there was no deviation of
angle of mouth. There were no signs of meningeal irritation and
fundoscopy was normal.



Motor examination revealed, muscle power 3/5 with hypertonia of left
upper and lower limbs, exaggerated biceps, triceps, supinator, ankle &
knee jerks. Left sided planter response was extensor.

As patient was disoriented sensory examination, gait and cerebellar
function could not be elicited properly.

Other system examination revealed normal findings.



Provisional

diagnosis




Intracranial space occupying lesion
(ICSOL)






1. Intracranial haemorrhage.
2. CNS vasculitis.



Investigations

s




CT scan of brain




CT scan of brain (cont..)




Impression :
Lateral ventricle effaced in left side and diffuse cerebral oedema.



Name of investigation

Complete blood count

Result

Hb% - 12.4 gm/dL

ESR — 54 mm in 1st hour
MCV-77.3fl

MCH- 28.7 pg

MCHC- 32.2%

RDW-CV : 14.3%

Total count of WBC — 16,800/cmm
Neutrophil- 83.1%
Lymphocyte- 12.5%
Monocyte- 4.3%

Basophil- 0.1%

Platelet count- 3,28,000/crnm



Name of investigation

Serum electrolytes

Serum creatinine
Random blood glucose

Serum calcium

Result

Na*: 143 mmol/L
K* :3.25 mmol/L
Cl= :102 mmol/L
CO, : 24 mmol/L

HCOs : 22 mmol/L

0.75 mg/dl
5.85 mmol/L
9.7 mg/dl

Reference value

136-148 mmol/L
3.80-5.20 mmol/L
95-107 mmol/L
24-30 mmol/L
22-28 mmol/L

0.5-0.9 mg/dlI

8.1-10.4 mg/dI



Name of investigation Result
Blood culture No growth
Urine culture No growth

Chest X-ray P/A view Normal chest skiagram



MRI of brain
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MRI of brain (cont..
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MRI of brain (cont..)




Impression :
e Suggestive of late sub acute haematoma in left hippocampal region.

* Fairly large haemorrhagic infarct in right temporo - parietal region
including right capsulo - ganglionic region.



ISTHIS THE END OR JUST THE TIP OF THE ICEBERG!!!!



MRV of brain







Findings :

Superior sagittal sinus, inferior sagittal sinus and straight sinus are not
visible. Part of sigmoid sinus is visible on right side. Cerebral veins are

prominent.

Impression :

Suggestive of dural venous sinus thrombosis — possibly at the level of
torcula.



Name of investigation Result Reference value

Anti nuclear antibody 0.13 (negative) <1 = Negative
(ANA) >1 = Positive
Anti-ds DNA 14.24 |U (negative) Negative <25

Borderline positive: 25-30
Low positive : 30-60
Positive : 60-200



Name of investigation Result Reference value

Anti-phospholipid IgG = 6.12 U/ml (negative) <10 U/ml = negative
>10 U/ml = positive

Anti-phospholipid IgM = 18.5 U/ml (positive) <10 U/ml = negative
>10 U/ml = positive

Second report of Anti-phospholipid antibody is awaiting.



Confirmed

diagnosis




Cerebral Venous Sinus Thrombosis
due to Anti phospholipid Antibody
Syndrome
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