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Case 1: ABZUNNEMENT JWIAINTAINKIINENAY

“A 21-year-old Thai female, known lupus, presenting with acute febrile illness and seizure”
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Underlying disease: lupus nephritis class IV & muzﬂ%@ﬂ’u fim ESRD on chronic hemodialysis
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1. SLE (LN class IV+V, ATHA)
Dx 10 years PTA presented with alopecia, photosensitivity rash, proteinuria 1+, ANA 1:1280
Kidney biopsy (Oct 2008): minimal mesangial lupus nephritis with early membranous lesion by IF
Rx prednisolone, mycophenolate mofetil, tacrolimus
3 years PTA developed progressive proteinuria, anemia
Kidney biopsy (Nov 2015): combined class IV + V lupus nephritis
PBS: autoagglutination, microspherocyte 2+
Dx active LN with ATHA
Rx monthly IVCY 800-1,000 mg (Dec 2015 — May 2016) then mycophenolate mofetil
2 months PTA developed progressive pitting edema, progressive proteinuria and raised Cr
Kidney biopsy: diffuse endocapillary/membranoproliferative, membranous and sclerosing GN with diffuse
cellular crescents
Dx active lupus nephritis IV and renal TMA
Rx methyl prednisolone, mycophenolate mofetil, plasmapheresis without good clinical response
Started hemodialysis 2-3 times/week via triple lumen catheter at right internal jugular vein
2. Autoimmune thyroiditis
Rx levothyroxine
Current status: euthyroidism
3. HT

Current status: well-controlled
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Current medications

1. Prednisolone 30 mg/day

2. Mycophenolate mofetil 1,500 mg/day

3. Amlodipine 10 mg/day

4.  Furosemide 250 mg/day

5. CaCo, 3,000 mg/day with meal

6. Levothyroxine 100 mcg/day

7.  Folic acid 5 mg/day

8. NaHCO, 5,400 mg/day

9. Ergocalciferol 60,000 units/week

10. Chelated Mg 4 tabs/day

11. Acyclovir (200) 1x3  tab Jusuns ws ang
12. TMP/SMX (80/400) Ix1  tab Tusuni ws gns
13. Omeprazole 20 mg/day
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Physical examination
V/S: BP 118/80 mmHg, PR 120/min, BT 4OOC, RR 24/min
GA: A young Thai female, drowsy
SKin: no rash, no eschar
HEENT: mildly pale conjunctivae, anicteric, no conjunctival injection, no injected pharynx, no tonsil
enlargement, no oral ulcer, normal thyroid gland, presence of triple lumen catheter at right internal jugular vein
area, no discharge via exit site
RS: normal chest contour, normal chest expansion, tympanic on percussion, normal and equal breath sounds, no
adventitious sounds
CVS: engorged neck vein, apical beat at 6" 1CS & MCL, no heave, no thrill, distant heart sound, normal S1S2, no
murmur, positive pericardial rubs, peripheral pulse: full & regular
Abd: no distension, normoactive bowel sounds, soft, no tenderness, no guarding, no rebound tenderness, liver and
spleen not palpable, liver span 8 cm, negative splenic dullness
MSK: pitting edema 1+ both legs, no deformity
LN: cervical, supraclavicular, axillary and inguinal lymph node not palpable
Neuro:

- Drowsy, spontaneous eye opening, slow responded to pain stimuli, orientation cannot be evaluated

- Pupils 3 mm slowly react to light both eyes, eyes deviation to right, positive horizontal nystagmus, absent

corneal reflex, no facial weakness, tongue and uvula in midline
- No muscle atrophy, no fasciculation, hypotonia in all extremities, motor power grade 2-3 all extremities,
rhythmic jerky movement at right upper and lower extremities distal > proximal

- Deep tendon reflex 1+ all, Babinski’s sign plantar flexion, no clonus both

- No stiff neck

- Normal sphincter tone, normal anal wink

- Frontal lobe signs: negative
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Investigations

CBC: Hb 7.9 g/dL, Het 23.9%, MCV 82.6 L, MCH 27.2 pg, MCHC 32.9 g/dL, RDW 16.0%, WBC 6,650 cells/pL,
N 63.7%, L 26.4%, M 9.8%, E 0%, B 0.1%, Platelets 134,000/pnL

(Baseline 1 mo PTA: Hb 7.2 g/dL, Het 22.1%, MVC 81.6 fL, RDW 16.1%, WBC 3,270/uL, N 74.0%, L 22.0%,
M 4.0%, E 0%, B 0%, Platelets 126,000/pLL)

BUN 67 mg/dL, Cr 11.12 mg/dL, Na 135 mmol/L, K 3.8 mmol/L, Cl 101 mmol/L, HCO, 14 mmo/L, Ca 7.0
mg/dL, PO, 6.0 mg/dL, Mg 0.65 mmol/L

LFT: Alb 2.9 g/dL, Glob 2.6 g/dL, TB 0.37 mg/dL, DB 0.12 mg/dL, SGOT 15 U/L, SGPT 10 U/L, ALP 33 U/L
PT 12.1 sec. (normal 11.3 sec.) INR 1.08, APTT 28.9 sec., (normal 27.0 sec.)

Anti HIV: negative

UA: Sp.gr. 1.018, protein 4+, blood 1+, WBC 0-1 /HPF, RBC 0-1 /HPF

CT brain with contrast: Diffuse brain atrophy, no demonstrable other intracranial abnormality

CXR:
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SUMMARY

]
9

O wa investigation i i1y
€@ MRI brain showed bilateral symmetrical high T2 lesions involving both thalami (most prominent in dorsal
thalamus), white matter of the tegmentum of midbrain, both central tegmentum tracts in the superior
cerebellar peduncles and dorsal medulla.
O Transthoracic echocardiography showed large pericardial effusion, LVEF 37%, global wall hypokinesia.
0 Stool PCR for viral panel was positive for coxsackievirus A 16.
O Clinical diagnosis: Viral rhombencephaltis with myopericarditis
0 Microbiological diagnosis: Enterovirus (coxsackievirus) encephalitis
0 Management

0 IVIg 1 mg/kg intravenous for 1 dose

0 Progress

The patient developed status epilepticus which was successfully controlled with phenytoin and levetiracetam. After
supportive treatment and IVIG, she was able to open her eyes spontaneously but did not follow to verbal
commands. The patient remained ventilator dependent due to respiratory failure despite all treatments provided
and finally tracheostomy was required. Left ventricular function has been stable without evidence of recurrent

pericardial effusion on the repeat echocardiogram at 2 weeks after admission.



