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PRESIDENT'S MESSAGE

Congratulations to the Editorial tearm of Batticaloa Medical Association (BMA) for an another release of the blannual
Iournal of Batticaloa Medical Journal, | appreciate the aditorial team for launching this journal during the COVID 19 crisls.
This time due fo the same reason we have restricted our journal o the digital form only. The COVID 19 taught many lessons,
One of the most Important lesson is that the usage of social media or digital platform to disseminate the knowledge and
exparience Lo the whole world, Even though we are apart and maintaining the social distancing the dighal platform united
together as if the whole world |s In our hand. The editorlal board of Batticalaa Medical Association should use this opportunity

to dissaminate the journal through the social media to reach 2l the medical professicnal in Srl Lanka.

All the best

Or KT Sundaresan

MBES, MO, FRCE (Edin)
Prasidant,

Batlcalns Medical Associztion.
May 18, 2020
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BATTICALOA MEDICAL JOURMNAL

Volume 12, Issue 01 May 2020, Biannually
The official publication of the Battlcaloa Medical Assoclation

|SSM 1800 - 4903

Hydroxychloroguine Vs COVID 19
Umakanth M

The outburst of emearging savere acute resplratory
syndrome coranavirus 2 (SARS-CoV-2) diseases (COVIOD-19)
In China has been brought to global attention and declared
a pandermic by the World Health Organization (WHO) on March
11, 2020, Scientific advancements since the pandemic of
severeacute resplratory wndmme'[EARS] in 2002-2003 and
Middle East respiratory syndrome (MERS) in 2012 have
augmented our undersianding of the epidemiology and
pathogenesis of SARS-CoV-2 and the development of
therapeutics to treatviral infection (1),

Chloragquine and hydroxychloroguine (HCGQ) have
been extensively used for treating malaria and various
auteimmune diseases, although other therapeutlo effects,
including antiviral effects, have bean increasingly recognized
12). Invitro stud|es showed that both drugs can block the viral
replication of SARS-Cov2 In cell cultures; but a high-level
assessment suggested that calculated extracellular lung
concentrations are wall beiow the invirro efficacy values and
therefore the drug has low potential for in vivo activity at
standard dosing regimens (3).

EDITORIAL

Existing non-randomized trial has been shown (Table
1) that hydroxychloroguine |s significantly assoclated with
viral load reduction or disappearance in COVID-19 patients
and its effect is reinforced by azichromycin.However, this trial
has several major methodological 1ssues, Including the design,
outcome measure and the statistical analyses, The study by
Gautret et al. does not provide the much-needed high tuality
data on the efficacy of hydroxychloroguine alone or in
combination with azithromycin against COVIG-19(4),

According to the critically analyzed paper, which has
bean written by Jullan B Machlelset al, to Gautretet al, that
the large proportion of individuals whowere lost to followeup
in the experimental arm (6/26, 23%)} is another red fag for
the interpretation of study findings, especially since for some
of the dropouts the Inabllity to complete six days of follow-up
was reasonably associated with treatment outcome (four
transferred to Intensive care, one died) or tolerabllity of
medication (one stopped because of nausea) and one patlent
decided (o leave the hospital (5).

Tahile 1 clinical trial on hydroxychloreguine and COVID-19

1ed-a high-rl
opens in new tab, PRpOriag 3 higa-His kposue

Author Patfents Intervantion Concluslan

David ® et al. 2020 | Enrclled 821 asymptamatic Within 4 days after After high-risk ar moderate-
ClinicaiTrials. participants. Overall, B7.6% of | axposure, we randomly risk exposure ta Covid-19,

ﬁm' "”;‘g}:fﬁgs the participants (119 of 821) assigned participants to hiydroxychioroguine did not prevent

recelvi elther placeho or

to a confirmed Covid-14 hydroxychloroguine (800 mg | confirmed infection when used as
conkact anee, followed by 600 mg in postedposure prophylagls within 4
G to & hours, then 600 mg days after exposura

cally for 4 additional days)

illness campatibie with Covid-19 or

Gautret et al. 2020 | Hospitalized patients with
confirmed COVID-19 ware
included in this study if they
fulfilled two primary criterla:

Iy age =12 years; i) PCR
docurmented SARS-Cav-2
carriape in nasopharyngeal
sample at admission whatewver
their clinlcal status, n-42

oral hydroxychloroguine
sulfate 200 mg, three times

per day during ten days

Hydroxyehloroguine is significantly
assoclated With viral load reduction/
disappearance In COVID-19 patients
and its effect is reinforced by
azithromyrin




To date, healthy clinlcal evidence af the efficacy of
hydraxychlaroguine is lacking, let alone thie combinatlon with
azithramycin. The paper by Gautret et al, ralsed a lot of
attention and contributed to a demand Tor the drug without
the appropriate evidence of its benefit The study by Gautret
etal, showed Imporant methadologicsl issues and does not
provide a suggestion of effectiveness, A lack of COVID-19
study sublects and a strang motivatlon to find a treatment Is
notan issue, but good quallty studies are questionable,

According to the David R et al, RET clearly shown
that after high-risk or moderate-risk exposure to Covid-19,
hydrongychlaroquine did not pravent iliness compatibie with
Covid-19 or confirmed infection whan used as post exposure
prophylaxls within 4 days after exposure, However, with so
many criticlsms ineluding number of participants, clinical
eyidence, pharmacology and methodological issues rolated
Lo this Gautret et al clinical tial findings revealed that HCD
i5 significantly associateg with viral load reduction or
disappearance in COVID-19 patients and its effect |s relnforced
by azithromycin,

Refarances
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Zhu N, Zhang [, Wang W, LI ¥, Yang B, Song |, et al. A
nove| coronavirus from patients with preumaonia in China,
2079 N Engl | Med.2020; 382:727-33,
Gao |, Tian Z,, Yang ¥, Breakthrough: Chloroguine
phosphate has shown apparent efficacy in treatment of
COVID-19 associated pneumaonia in dinical studies, Biosc
Trends, 20201401) 7213,
2hi, £ HHHXZ, [Expert consensus on chisraguine
phosphate for the treatment of novel coronavirus
prieumonial. 2020,43(3): p. 185-188,
Gautret P. Hydroxychloroguine and azithromycin as a
treatment of COVID-1%: results of an open-label nan-
randomized clinical trial. Int | Antimicrob Agents, 2020,
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hydroxychlorogquine sulfate and azithromyon for COVID-15;
what [s the evidence and what are the risks? Int ] Antimicrob
Agents, 2020; 56{1),
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REVIEW ARTICLE

Physical examination in valvular aortic stenosis

N.Suganthan
Senior Lecturer University Medical Unit, Jaffna,

Abstract:

Keywords:
Adrtic stenosis, murmur, heart sound

Abbreviation:

AV - Aartle valve, AS-Aortlc slenosis, 5 -Hrst heart sound,
5,-5econd heart sound, ASD. Atrial septal defect, ME-M|tral
regurgitation.

Introduction;

Aorticvalve stenasis is the most common cause of left
ventricular cutflow obstruction in children and adulis. As sortic
valve disease, espaclally aortic stenasls, has an Increasing
prevalence worldwide, @ good screening tool for the selecticnof
patlents belng referred for further evaluatlion andior Intervention
I5 always needed. Physical examination has remalned the mairn
stage of bedside diagnosts of cardiovascular disease for centuries,
AS Is typlcally asymptomatic for a prolong perod desplite the
obstruction and ingreased pressure |oad on the left ventricle, In
most patiznts with A5 and normal Ly systolic function symptams.
uncommonly occur until stenosis is severe, The most cammon
presenting symptom of AS are

& Dysprea onexertion or decreased exertion lo talerance
*  Exertional dizziness (presyncope) or syncope
®  Exertional angina

Physlcal examination In modern era

Uniortunately, expertise and proficiency in suscultation
has been declining in the current era and new technology and
development has been trying to replace, In the recent part, thera
are advanced bed slde diagnozis equipment such as electronic
stethoscope, handheld ultra sound or echocardiographle devices,
which hayve heen used increasingly. Some benefits of handheld

ultrasound versus physical examination for diagnosis of different
cardiac disease shown In several studles, ™

A systemic review by Stanger et al showed that the
senaitlvity and spacificity of insonatlon in identifylng AS ranged
froem B2% Lo 94% and B5% 10 98% respectively and that these
ranges were similar to auscultation.4 Auscultation is of low
sensitivity (56,6 - 73%) in detecting aortic valve lesjons compared
to echocardiography but has a high specificity (92 - 98%).5

Sensitivity of detecting aortic vaihve lesions were low in

subjects with aortic regurgitation (AR), mild valve lesions, and in
pai:bems with significant lesions and concomitant left ventricle
systolic dysfunction.5 Regarding the diagnosis of AR, studies have
found a sensitivity of 0% to 38% for mild AR and 60% - B0% for
moderate or greater ALY

Clinical Anatomy

The narmal aprde valve has three loaflets, the right, feft
and noncoranary leaflet, The right coronary artery arises from
the right cusp, and the feft coronary artery arlses from the left
cusp. The normal aortic valve has an area of 3-4 cm'2,

Definition
=hortic stenosls is a pathologic narrowing of the aortic valve,

Physical examination of valvular aortle stenosis

Examination of carotid pulse, palpation and auscultation
of precardium arevery valuable and provide clue to the presence
of aortic stenosis and severity of lesion (Table1),

Carptid pulse:

In normal subjects, it i characterized by & reiatively
raplel dpstroke and a smodth, mate gradual down stroke,
interrupted anly briefly Inthe pulse peak. In pationts within slgnificant




A5, the carotid pulse s weak [pulsus parvuas), rises slowdy and has
& delayed systolic peak (pulsus tardus). It is bast appreclated in
the carotid artery where the pulse is reducad In amplitude and
delayed in cccurrence, These can be absence in elderly patients
with non-complaint vasculature.

Poipation of precordium:

The precordial apical thrust is accentuated and initially
narmal in keeation and a bifld aplcal impulse s sometimes felt in
left |ateral decubitus position in isolated as. The firstimpact comes
from the left atrial contraction (presystolic gallop) and the second
implisa from the LV conraction, A systatic thrill may be felt at the
right intercostal space faortic area) or &t the sternal notch, especizlly
during full expiration w th the patient leaning farward, A low- intensity
and/or displaced systalie aplcal Impulse could be a sign of fow -
floww AS or may be caused by other associated cardlac condition,

Cardioc Auscultation:
Findings suggest both the diagnosis and seventy of 4%

Heart sounds;

First heart sound (5.} Is nommal, Second heart sound
{5.) Is softand single, In severs AS associated with LV dysfuncton.
5, may becorme paradaxically splil An aortic ejection dinic is more
carmmenly heard with a congenital bicuspid valve, and heard after
5, early In AS. A vigorous lefl atrial contraction agalnst a stiff,
noncampliant ventricle can produce an 5,

Ktirmur:

It Is an ejection systolic murmur with onset & short
interval after the 5, and ends before S, Aortic efection clicks
precedes the murmmur ifvalve is still lexible, Itis commonly best
heard In 2% right iMercostal space aortic ares), but § could be
aiso audible along the left sternal barder In the 3 and dih
intercostal spaces, As it s usually harsh gnd medlum pliched, It
I= audliple with either bell or diaphragm of the stethoscope.

Itls characteristic diamond shape in the phonocardiogram,
in malority, the murmur is loudest [0 the aortic area but it can be
Detter heard at the apes [0 15% of cases.? The murmur is transmitted
well and egually to the carotid arteries and both clavicies, The
absence of the transmission of the murmar over the right clavicle
effectively rules aut AS.'0

Galfavardin Phenomenan;

The murrmur may also radiate to the apex of heart where
It has different quality fmusical due to high frequency vibration)
and may be louder. This is called as Gallavardin phenomenan. it
has lead the misperception that the patient also has mitral regurgitation,

Table1: Typical physical examination findings of AS

PHyslcal ekamination Finding
Carotid pulse Low velume and slow rlslng\
Cardia apex Thrusting and normal lecation
5, Normal
5, Soft, single
systolic election murmur, Best
Murmur heard in aortic area, radiates to
caratids and clavicles

Differential Dingnosis
The A5 murmur should be differentiated from other
conditions that can cause a basal syseallc murmur,

Functiomeal marmr;
These are genarally Taint, medium - piched and vy
short. 5, s usually normal,

Hypertrophic obstructive cordlomyopathy:

Itis an ejection systolic murmur haard along the left
stornal border and the apex. It s amplified by exerclse, squatting
Walsalva maneuve or administration of vasodilator ar positive
inatropic agents.

Supra-valvular oortic sfenosis !
It praduces most of the slgns of valvular stenosis and
systolic click is absent. 5, is accentuatad and caratid murmurs

arevery loud.

Hypertension or cortic sclerosis:
It coule have a similar harsh, madivm - pitched murmur

but with a normal or even loud 5,

Pulmonary stenosis;
It has similar configuration, intensity and pitch to AS
bt it Is heard loudest at the pulmonary srea and 5, is widely split

A5

It produces murmiudr similar to pulmaonary stenosis but
5, i wide and with a fixed split,

It AS murmur radiates 1o apex followlng clinlcal hines
(Table2} help to differentiate from mitral regurgitation(Ba).
Tabie:2 Clinfcal features help to differentiote AS from MR if AS
i radiotes to apex

npey "

Apical Impulse - Normal In lacatlon

First heart sound - Maormal

It is not holosystolic

It s not transmitted to axilla

Clinical signs of severe aortic stenosis

Severdal physleal signs help in the disgnosis of severe
AS buit ne combination of physical signs has both a high sensitivity
and specificity, particularly in a asymptomatic patient.

o, Sensitivity of the Murmur

The intenslty of the murmur refledts the velocity of
blood flow across the valve. A very loud murmur (grade iv or greater)
has a high specificity for severe AS. Despite of high specificity, the
intensity of murmur has a low sensitivity in dizgnosing severe AS
as it depends on the haemodynamic status, Murmur intensity
decreases In low left- ventricular efection fraction or low stroke
volumewhere as it Is frequenty augmented in hyperdynamic states.”

b, Abisent or diminished 5,
Anrtic cusps are imimobile in severe sortlc stenosis 5o
aortic component of the second heart sound in falnt or even not

© ipuicaton peddcal Association Vol 121) 2020, Ml ighes resgried,



audible. Only 9% had an absent 5, In a serles of 397 patlents with
A5 at their first hemodynamic eval uation,

o A Mid or Late - Peaking of Murmer

I severs AS, It takes longer for blood to be ejected
through valve: So severe AS would has a late peaking murmur,
which i rmlld AS, the murmur peaks at early in systole,

of, Parodaxicol Splitting of the §_

The paradoxical splitting of 5, ocours when the transaartic
pressure gradient is very high and the aortic valve closes alter
the pulmonary valve, 1t is more abvious during expiration, The
degree of priofongation alleft yentricular glecton time above that
predicted sorokevolume is closely correlated with sortic valve area.
In patients with feiling ventricles, the ejectlan timewss less prolanged
and the duration of ejection was unrelated to the valve area,”

& Prasence of Presystolic Galfop (feurth heart sound) or Atrlol Gallap

Due to forceful atrial contraction into a hypertrophied,
non - campliant left ventricie, a prominant 5, can be audible and
palpable” Presence of an 5, Ina young patlent with AS Indicates
a significant AV lasion but in elderly or hypertensive person this
not necessary true because Itcan be related to the very cormman
diastolic dysfunction,

[ Parvus et Tardus corotid puise

Ocelusion of more than 75% of the aortic orifice praduces
a plateau pulse and diminished pulse pressure that can be
objectified by carotid or peripheral pulse palgation. Pulsus tardus
Is the better discriminator, detecting severe AS with 5 sensitivity
‘of 31 to 90% and a specificity of GB% o 93% because of its two
companents. '

Contlusion

If we are aware of the limitations and strengths of
physical examination, It could be succeed In keeping the expertise
and proficiency in cardiac auscultation, Then dinical examination
remalns a valuable and cost-effective tool that often enables a
rapid, Integrative, accurate and patlent-orlentated diagnosis of
aortic valve disease, Physical examination still plays a cruclal role
In the screening, dlagnosis and evaluation of the severity of aortic
valve stenosis, @verl in modern era,
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Abstract:

The pandemic GOVIE 19virus infectian has created  panic wave amang laypeople snd asmong health stafl. Howsver, the estimates
of case fatally ratio fram intemational cases stratified by age were consistentwith those from Chinal. 4% in those under the age |
af 60 yﬂ‘ars und A5M in ﬂlmaﬁi-'ﬂ over 60) years, Th!ﬁafbrm st are self imiting and nmltfﬁ-ﬂimrtéﬁng The ,nmgrrﬂnt?:p‘ (5

neta risk factor for the Infection.

But the mortality and morbidity increase In pregnancy because of physlological changes

ocauring in pragnancy. This raview article guldas the managernent of this infectlon In pregnancy| !

Keywaords: COVID 19, virus infection In pregnancy

Introduction

Maost cases of COVID-18 globady have evidence of human
1o uman transmission through the direst close contact with an
infacted person and Indirectly wa the touch of cantamination
with respiratory secreticns. The pregnancy is not a risk factor for
the viral infection including for COVID-19, Howeaver, L causes
miore sevire symptoms, particularty towards the end of pregnancy,
because of the changes in body's immune system. The absolute
risks are, however, small, There |s no evidence for intrautarine
transmission of COVID-19 from Infected pregnant women Lo their
fetuses, There are currently no data suggesting an increased risk
of miscarriage or the virus is teratogenic.

Clinical symptoms
The incubation period for COVIDA9 of 014 days (mean 546 days).
Common symptoms have included:

s Fever

*  Cough
& Myalpia
*  Fatigue

Less-commen symptoms have included:
®  Heddache
& Sputum production

®  [arrhea
& pMalaise
®  Snortness of breathidyspnea
8 Respiratory distress

The mest common serlous manifestation of COVID-19
appears to be pneumonta and an important cause of morbidity
and martality among pregnant women. Early identification and
treatment of symptams of preumania and marked hypoxla are
important, Wu and McGoogan reperted that among 72,314
COVID-1% cases reported to the Chinese Centers for Disease
Contral and Prevention (CCOC)LE1% were mild (absent or mild
prieumonial, 14% were severs (hypoxia, dysonea, >50% lung
Invalverment within 24-48 hours), 5% were critical {shock, resplratony
failure, multdorgan dysfunctlon), and 2,3% were fatal.

Screening of pregnant mothers for COVID 19

®  During the COVID-19 epidemic period, a detalied history
regarding recent travel, ocoupatlon, significant contact and
cluster (TOCC) and ciinical rmanifestations shoeuld be acqguired
rautinely from all pregnant women sttending for routine care.

®  (On presentation to triage areas, pregnant patients with
TOCC risk factors should be placed in an Isalation room for
further assessment,

& Pregrant patlents with known TOCC risk factors and those
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with mild ar asymptomatic COVID-19 infection should delay
artenatal visit and routine ullrasound assessment by 14 days,

Management of Suspectad/probable cases

® General treatment: Maintaln fluld and electrolyte balance;

provide symiptomatic treatiment, such as antipyrexic and
antidlarrheal medicines.

= Sunvelllonce: Close and vigllant monitoring of vital signs
and oaygen saturatlon level te minimize matermal hyposia;
conduct arterial blood-gas analysis; repeat chest (maging
(when indicated), regular evaluation of complete blood count,
kiehney and |lver function testing, and coagulatlon tasting

@ Fetal monitoring: Undertake cardiotocography (CTGY, and
ultrasound assessment of fetal growth and amnictic fluid
volume with umbilical artery Doppler, Motz that monitoring
devleas and ultrasound equipment sheuld be disinfected
adequately before furthor use,

®  The management of pregnancy is according to the clinical
and ulirasound findings, regardless of the timing of infection
during pregnancy,

®  Postpone all routine follow-up appointments by 14 days or
until positlve test results (or two consecuthve negative test
results) are avallable:

Management of women with mild symptoms of COVID-19
during admission In antenatal, Intrapartum or postnatal
pariod

& Provide surgical face mask 1o wear

& |spjate them with infection control precautions for initial
assassment

& Agsess her fully o determine the saverity
Investigate for possible Covid19 Infection, amangst other
differential diagnoses,

& Consider testing for COVID-15 if ymphopenta is identified
an the full Blood count, or the woman has olher symploms
suggestive of COVID-19,

@ Take chest X-ray with abdoriinal shiald

& Maintain fluld and electrolyte balance, symptomatic treatment,
and surveillance |s the same as for suspected/probable
Cases.

®  Thereisno proven antiviral reatment for COVID-19 patfents,

®  Manitoring for bacterial infection with blood culture, mid-
stream or catheterized-specimen urine microscopy and
cuilture,

®  Timely use of antibiotics when there is evidence of secondary
bacterial infection.

& Avoid empirical or inappropriate use of antiblatics when

there is no clear evidence of secandary bacteral infectlon.
®  Fetal monitodng: undertake CTG for FHR monitoring when
pregnancy is 226-28 weeks of gestation, and ultrasaund

assessment of fetal growth and amniotic fluid volume with
umbilical artery Doppler.

Management of womaen with confirmed COVID-19 and
moderate/severe symptoms

Severs pneumonia s assoclated with-a hlgh maternal and
perinatal mortElity rate, Stabillze the woman with standard
theraples, therefore, aggressive treatment Is required,
including supporting measures with hydration, oxygen
therapy, and chest physiotherapy.

Manage in a negatlve-pressure isolaticn room n the ICU,
preferably in aleft lateral position, with the support of a
mltidisciplinary team.

Assessment of the severlly of COVID-19 symptoms by the
most senior available clinician

Antibacteriol treatment: Use appropriateantibiotic with
or withaut antiviral treatment promptly when there |s
suspected or conflirmed secondary Bacterial infection,
Blood-pressure monitoring mnd fluld-bolance monagement:
Undertake conserative fluld management in patients without
septic shock, Bath fluid resuscitation and Inatropes arg
required in patients with septie shack, (o malntaln an average
arierial pressure 260 mmHg (1 mmHg=0.133 kPa) and a
lactate level <2 mmolfL.

Oxygen theropy: Provide supplemental oxygen Lo maintain
oxypen saturation 285%; Glve axygen promptly to patients
with hypoxemia and/or shock, and method of ventilation
should be according to the patient's condition and following
gurdance from the intensivists and olistetne anesthetists,
Fetol monitorfng once the potient (s stobilfred: CTG and
ultrasound assessment of fatal growth and amniotc fluld
volurme and umbilical artery Dopplar,

Detivery: the multidiscliglinary team should consider preteim
delivery on a case-by-case hasls,

Slgns of decompensation

Drowsiness, even if the saturation s normal,
Resplratory rate = 30iminutes
Increase in oxypen requirements or FIOZ » 408,
Reduction in urine output,
Healthy wornen can compensate during a deterioration

Inrespiratory functlon and can malntaln nermal exygen saturations
before sudden cinlcal decompensatian

Intrapartum care

-

The care should be in the same Isolation room.

Minimize the number of stalll members entacing the roo.
Infarm ta the members of the MOT: consultant abstetriclan,
consultant anaesthetist, midwile-in charge, consultant
necnatalogist, and Infection control team

Materral manitoring: temperaturs, respiratory rate aned




odyEen saturations. Alm (o keep oxygen saturation morg
than 95%,

® |f she develops a fever, investigate and treal sepsis in
pregnancy, but also consider active COVID-19 a5 a cause,

*  Monitor hourly fluld input/output charts. Alm to achieve
neutral fluld Balance In labour to avold the risk of fluid
averioad,

& Arrange continuous electronlc fetal manitoring in labour as
there |s an increased risk of fetal compromise |n active phase
of labour if infected with COVID-19,

& |fthe woman's symptoms deteriorate, make an individual
assessment regarding the risks and benefits of continuing
the labour versus praceding (o emergency cacsarean birch
if this i= likely to assist efforts to resuscitate the womarn.

®  Give sufficient notice to neonatal team at the time of birth,
to altow them to attend and don PPE before entering the
reomitheatre,

®  |f there are no other contraindications, the delayed cord
clamplng is beneficial Tollowing birth

Mode of delivery

#  pbsterric Indications determina the need for Intervention
and COVID-19 infection should not influence it unless the
woman's respiratory condition demands urgent intervention
Tor Biirth,

&  Consider an elective instrumental delivery to shorten the
length of the second slage of labour in a sympomatic womarn
whels becoming exhaustaed or hypoxic,

¢ Thewomanisat rsk for venous thromboembaolism, Therelore,
administer the first dose of LMWH, if there is no
contraindication, following delivery as soon as possible

Specific peri-operative advice For healthcore professionals
caring for pregnant women with suspected/confirmed
COVID-19 who reguire surgical Intervention.

®  Schedule elective obstetric procedures such as cervical
cerclageor elective cacsarean at the end of the operating list,

= Keep staff inminimum in the operating theatre.

®  Train all staff in using PPE.

®  grganize a dry-run simulation exercises to prepare staff,
build confidence and |dentify areas of concern to prepare
for emergency transfers o the operating theatra,

Postnatal care
Neonatal care
Keepwomen and healthy Babies, not otherwise requining

neanatal care, together in the iImmediate postpartum period,

Take the following precautions to limitviral spreac tothe newborn;

ask somaane wha |5 well to fead the baly.

e Wash hands before touching the baby, breast pumi or
bottles,

o Avoid coughing or sneezing on the baby whilz feeding,

®  Consider wearing a fuidsresistant surgical face mask, f
availaole while feeding or caring for the baby,

®  Where women are expressing breastmilk in hospltal, use a
dedicated breast pump,

& Follow recommendations for pump deaning after each use,

= stricthy sdherance to sterilization guidelines for the bables
on botted-fad with formula or expressed milk

Discharge and readmission to hospital.

Antenatal cara for pregnant women following self-isolation

for symptoms suggestive of COVID-19

& Noadditional tests, Ineluding ultrasound assesement of fetal
growth, are necessary for women who have not required
nospitalization for COVID-19

®  |fawoman has previoushy tested negative for COVID-1% and
she re-presents with symptoms that mest the case definithon,
suspect COVIDR9 dus to Lhe rate of {alse -nepative results
from COVID-19 nasopharyngeal swabs,

®* o discharge from hospital following a period of care for
confirmed COVID-19, prescrive of prophylactic LMWH for
all women for at |east 10 days regardless of the mode of
delivery,

®  Educate families about how to [dentify signe of liness in their
newborm or worsening of the woman's sympioms

@ Emphasize the usual advice about safe sieepdng and 3 smake
free environmaent.

s Advice on hand hyglene and infection control messures
whan caring for and feeding the baby,

& gl families self-isolate at horne for 14 days after the birth of
ababytoa

& woman with active COVID-149 Infection.

@ Ppstnatal care shewid offer a combination of face-to-face
and remote postnatal follow-up, according Lo the warman
and baby's needs,

¢ Midwives should wear appropriate PPE and follow social
distancing and infection control guidance when review face-
to-face [n the community
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Introduction

Public events and social gatherings are hasic need of a
community for its productive invalvement, axperfence and
develapment. Public events considered as inevitable for community
engapernent, mobllization & empowerment which are major pillar
of community development,

On 11th March 2020, the World Health Organsation
dedlared that theCovid-19 novel coronavirus had becorme a global
pandemic. By the current date, 10th july, health systams in
numeraus countries are still belng overwhelmed by the impact
af the suthreak and over 550,000 p&nﬁ:le Pave lost thelr lves to
thi wirus, Sri Lanka experionced mora than 2500 confllrmed
Covid-198 cases and 11 llves were |ast till 15th July, which is within
10 feast case fatality rate (0.44) across the globe, Health department
in collaboration with defence and polica department, took the
averall coordination, to prevent community spread and cantrol
Covid-18 pandamic crisis In Sl Lanka,

As perthe ministry of health guldelings & nstructlons,
public events & gatherings need 1o be avoided, In unavoldable
sltuatlons, assessment of risk over benefit needs to take into
account the social consequences apd health impact, As such, a
carelul risk assessment and staged approach is needed to balance

the benefits and potential harms of adjusting these measures,
56 a5 nat to triger a resurgence of Covid-19 cases and jeapardize
the health of the population, Health measures should be strictly
adhered and societal commitments are necessarlly Improved In
unavojdable public events to prevent Covid-15 spread locally,

Preventive measures
Declslons on conducting an event or soclal gathering

should be made in light of the risk assessmaent, the capacity to

Implement preventive measures, and recommendations of
national autharities for adjusting public health and soclal measures
in the context of Coyvid-14,

Universal measures for all public events such as festivals,
muslcal events, brand launches and religlous gatherings for
preventng ransmission of Covid-149, that apply to all peaple at
the évent, such as performers, participants, event- managers,
dudience, customers and street vendors, Include the following,

Basic precautions
1. Soclal distancing

+  Control the peogle fow and make sure that 1-mster physical

distance s maintained, thraughout the period of event, (Le.

hugging, teuching, shaking hands), strict control over external

access, quele management (marking on the foor, barriars),




« Controfied entry and exit from venue |5 necessary to avoid
anmy poaling and mixing of people, Take relevant measures
to avolid unnecessany patherings, gueles outside the premises

af event, cark parks and roads.

2. Hand hygiena

+  Regular and theraugh kand washing with soap and water
ar hand hygiene with alcohak-based hand-rub atthe entrance,
before ealing, mequently during the event, especially after
cantact with co-workers or participants or audience, after
soing to the bathroom, after contact with potentially
contarninated objects (gloves, clothing, masks, used tissues,
waste), and Immediately after removing gloves and other
protective equipmeant but before touching eyes, nose, or
rrauth,

» Hand hyeiene stations, such as hand washing and hand rub
dispensers, should be put in prominent places araund tha
event hall { whether out door or in door § and be made
accessible to all staff, participants and visitors along with
communication materials to promote hand hygiene,

1. Respiratory hyglena

+  Promdte respiratory etiquette by all the people belng part
of the event, such as, co-workers, participants ar audients,
Ersure that face masks and paper Ussues are availahla al
theevent hall, for those who develop a runny nose or cough
atwork, along with bins with lids for hygienic dispoesal. Cover
your mouth and nase whan you cough £ sneee, using the
Inner side of your etbow or a tissue (and immediately dispose
of the tissue Into a closed bink

4, Wearlng a mash

« Develop a policy on wearing a mask or a face covering infine
with national or local guidance. Masks may carry some risks
If niot Lsed properhy.

+  Mithe amployees, Participants, audience and vislters must
wear a mask throughout the event,

« If an employee is sick, they should nat comea ta work. IT a
member of stafl or a workar Teels unwell while at wark,
provide a mask so that they may get home safely, Where
masks are used, whether in ling with government policy or
by personal cholce, It 15 very Important t ensure safe and
proper use, careand disposal,

Additional Precautions,

o Al the employees and perfermers should be trained on
necessary measures in refation to personal protection and
precautions, such as, resplratory etiquetta (cover mouth
and nose with elbow when sneezing/coughing, avoiding
frequent touching of face), avoiding unnecessary contact
with frequently touched surfaces and obleces, hand hygiens,
physical distancing {whonever possible), and correct way of

mI [

waaring masks fwhen required)

< Ivs advisable to gel the prior approval for the event or
programwith necessary health measures. Further, all staff
members and participants must be verbally screened before
entering into the event hall,

»  Provision of separatewashroom, toilet and changing raosm
for stafffemployees and participants/avdience will minimize
the crowding and possibility of frequent touching of objects
by unknown peaple.

» Declde and plan the event, marketing campaign, audlence,
location, duration, time of the day, and number of participanis
to the event facilitating COVID-1% preventive measures.
Decide on other affecting aspects to the event such as
weather, other events nearby, other mass gatherings,

« |5 organizers responsibilily to ersurasirict adherence of all
the health measures threughowt the Event/Program.

Conclusion

Covld-19 pandemic has restricted the public gathering
and social events remarkably. Health puidefines has clearly stated
Lo limitiaveld the public events ta prevent Covid-19 community
spraad, Required health measures must be in place If an Event
or Public gathering is inevitable. it must be coupled with coltivating
cerkain quallties and social good manners by the General Public
1 ensure tha basic reguirements of precautionary measures,
such as, Soclal Distancing, Wearing Mask, Hand Hygiens and

Respiratory Eliguetie, were followed up,
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Facing the challenges in the surgical management of chronic autoimmune

thyroiditis by using an algorithm

S.Rajendra
University Surgical Unit, Teaching Hospital, Jatfna,

Abstract

Kaywaords:
Chronie auto immune thyralditls, FNAC, TPO antibody,

US55 thyroid, thyrold malignancy, thyroidectomy.

Introduction

Clinleal presentation of patlents with ehronle auta
immune thyroiditis varies widely, Thyroid morphology and
functional status are not unigque in this disease entity (1) Ant
thyroid pergxidase antibody (TPO Ab) and Fine Meedle Aspiration
Cytalogy (FNAC) assessment have been used ta confirm the
diagnosis (2). Rosairo et al reparted thesensitvity and the specificity
of ultrasonography in diagnosing thyrolditis to be 89.47% and
96.3% respectively, Its positive predictive value was 94.4% (3} It
has alse been shown that using the combination of the
ultrasonographlc features sugrestive of malignancy In a thyroid
miodiile will improve the diagnostlc accuracy ol identiyling mealignant
nodiles in thyraid (3).The frequency of thyroid malignancy In
patlents with chronic auto [mmune thyroidits varies between 0.5
and 23,5% (4}, Sriveera etal carned out o retrospective study in
Stl Lanka an histopathology records of 349 thyraldectomy
specimens with chronle aute Immune thyrolditls, revealed
malignancies in 46 cases (1 3.18%), Types of mallgnancies detecied
were papliiary carcinoma (9:46%), follieular carcinoma (2,25%),

Mon-Hedgkins lyrmphoma (0.86%), medullary carcinama (0.29%),
and anaplastle carcinoma (0.25%) (5.

Malarity of the patients with thyroiditis are managec
conservatively. There are no clear guidelines avallable in the
literature for the surgical management of chronic autoimmune
thyreiditis, Declsion making about surglcal intervention could be
challenging In same thyroiditis patients who have clinically
suspicios nodules. This dinical update describes an algorithm
used for the surgical management of patients with thyroiditis,

Methodology

An insttutlonal based cross sectional study was carried
outin the surgical clinc sl Teaching Hospital Jaffna from January
2009 to January 2020, The study analysed the spéctrum of dlinical
prafiles in chronic auta immune thyroiditis patients attanding
the surgleal elinie, The dinfeal profiles analysed were the clinlcal
prresenlation, hyrald lunctional status, thyrold peroxidase antibody
(TPO Ab) status, Fine Meedle Aspiration Cytalogy (FNAC) findings,
Ultrasonegraphic (USS5) assessment of thyrald and thyroid
mialignancies confirmed by histopathology rej:ﬂrt. The studhy
utitized the algarithm mentioned below for diagnosis of patients
with £hronic auts fmmune thyroidits and management of thyraid

niclile,




Algorithm used for diggnosis omd monogement of chronic outo
fmmune thyrolditls:

Clinleally §lypdlyuoid
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Table 1: Results of TPO, FMAC and LSS with thyrold status
Imrestigation TPO FHAC (¥
ln=55) | (=104} (r=110)
Thyroiditis 4 = i T ¥ =
Thyroid Euthwprald 16| 02 32 or 5 i1
Functional [Hypothyroid | 33 | 02 | 56 | 04 | S0 | 15 |
e Hyperthyrold | 02 | 00 | 05 | 00 | 03 | 03
Not done 70 21 15

Ot of 274 patients with fhyrold diseases ragisterad o
the surgical clinic, 125 (45 5%) had chronic auto immune thyroiditis
confirmed by either TRO &D or FNAC or by histopathology, Armong
these 125 patients with thyroidits, 53.6%, 16% and 30.4% had
diffuse goitre, mullinodular goitre and sofitary nodule respectively,
Furthermare, 59.2%, 35.3% and 5.6% of patlents with chranic
auta lmmune thyroiditis were hypothyeoid, suthyioid and
hyperthyroid state respectively. TPO Ab test was performed only
in S5{44%) patien s, among them  52.7% had positve result Tor
TRO Ab, An LSS of thyrold gland was performead an 170 patients,
It revealed sonographic features suggestive of thyroidits in 74
patlents (70.9%). Among the 125 patients with chronic auto
irnmiine thyroiditis 28 patlents underwent thyroidectamy using
the algorithm mentioned above. 11 thyroldecamy specimens
revaated coexisting thyroid malignancies,

Thyrold mallgnoncles detected by FNAC
FNAC revealed papillany carcinoma in four patients and malignancy

was confirmed by histopathology report af thyrold specimen.,
Thyrald malignaneles detected by USS

Thirteen patients undeswent hemithyroidectormy for
susploious nodule on LSS evaluation. Histopathaology report of
thyraid gland specimens revealed the presence of thyrold
maligrancy i fve patlants (4 papillary carcinomas and 1 follicular
carginomal and chyroiditls In elght patlents.

Thyroid malignoncies detected In multinodulor goiters

Apart from this, therewere 11 patients with thyroiditis
and multinodular gaitre wha undensent total thyroidectomy for
gbstructive sympioms. Analysis of histopathology report of thyroid
gland specimens of these patients revealed the presence of
malignancy in two patients (one follicular carcinoma and ane
acagylin carcinorma), colleid nodule none pallent, adenamain
ane patient and thyrolditls in seven patients

Conclusion

Asthere isa risk of having assodated malignancy, itis
important to have & guidedine ¢ slgorithm, utiizng the imvestigations
avallable in 5rl Lankan hospital set up, for diagneosis and
management of patients with chronic aute mmure thyroldis,
The algarithm used In this study would help o make decision for

the surgical intervention in patients with thyroiditis.
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Intreduction

Movel carenavirus (nduced preumonia, which was
named as coronavirus disease 2019 ([COVID-19) by the WHO cn
thee 11th of February 2020, has rapldly Increased In epldemic scale
since it first appeared In Wuhan, Ching, in December 2019011, A
total number of 693,224 [aboratory-confirmed cases have bean
documented globally as of March 30th, 2020, Including 33,106
deaths(2). Modes of transmission traced in an imported case ane.
through droplet transmission, fecal-oral route, conjunctiva and
famnites, The virion is stabilized at lower temperatures, Le,, 4°C
has higher survival than 22°C , As SARS-CoV-2 vidons are shed
thraughout the clinfcal course, patients with COVID- 15 can spread
theinfection prior to symplom presentation, dung the symptomatic
course and during the clinical recovery pericd.in addition,
rosocomial Infection of hospitallzed patients and healthcare

workers, and viral transmisslon o asymptomatlc carrers are

possible, Treatment is essentially suppartive; role of antiviral
agents Is yel to he gstablished. Prévintion entalls hame isolation
of suspected cases and those with mild ilinesses and strict Infection

contral measures at hospitals that include contact and droplet
precautlons, The virus spreads Faster than its two ancestors tha
SARS-CoV and Middle East resplratory syndrome coronavirus
(MERS-Cov), but has lower fatality3),

Virology

Coronaviruseswhich are erveeloped RIA viruses ranging
frirm 60 nm to 140 min diamieter with spike ke outcrops on i
surface giving it @ trown like sppearante under the electron
microscope; therefore the name coronavirus . There are four
structural protelins of COVID-19 Include the spike surface
glycopratein (), small envelope pratein (E), matrix protein (M),
and nuclencapsid protein (N), In coronaviruses, the 5 gene codes
for the receptor-binding spike protein that enables the viis to
Infect celis, This splke prateln facllitates receptor binding and
miermibicanie (usion, which governs host roplsm and transmission
capalilitles.

Corona viruses are four sub bypes such as alpha, bets,
garmma and delta corana virus. Each of sub type corona viruses
has manyserotypes, Alpha-coronavirises and beta-coronaviiuses
are: found exclusively in marnmals, whereas gamma-coronaviruses

and delta-coranaviruses primarlly Infect birds. Fascinatingly,




observation of coronaviruses inowiid animals has led o the
datection of the extreme variety of coronaviruses in bat and avlan
species, which suggests that these anlmals are the natural
reserirsof the viruses, Four corond vireses namealy HKU1, NL63,
229E and OC43 have been In dreulation in humans, and gep']ne'raﬂ!],.l
cause mild respiratory disease.

COVID-19 has a single-stranded positive sense RNA
gename that is 30,000 nucleotides in length, The genome encodes
27 prateins Including a RNA-dependent RNA polymerase and
four structural proteins, RNA-depandent RMA-palymerase acts
In combination with nonstructural proteins 1o maintain genoma
conslstency. & region of the ANA-dependent RiNA-polymerase
gena in COVID-19 was shown (o be Righly similar to a region of
the BiA-depenciant RiA-polymerase gene found In bat caranaviris
RalG13 and 96% similar to the RaTG13 overall genome sequenceld),

Pathogenesis

Infection Is carried through large droplets produced
during talking, coughing and eneezing by symptomatic patients
but can also occur from asymptomatic carriers, Recent studies
ave revesled thae bigher virsl loads in the nasal cavity as comparad
1o the throat with no difference inviral burden between symptomatic
and asymptomatic peaple. Patlents can be Infectious for as long
as the symptoms last and even on clinical recovery .COVID=19
Infection (s attained baoth by inhalation of these droplets or
touching surfaces contaminated by them and then touching the
nose, mouth and gyes, The COVID-181s also present in the stool
and contamsination of the waler supply and subsequent spread
via aerosalizationffeco aral route is dlso expacted, Patlents can
be infectious for a5 lomg 85 the symiptoms last and even on dinical
recovery, [hese infected droplets can spread 1-2 m and deposit
on surfaces, The virus can remain viabie on surfaces Tor days in
favorable atmospheric conditions but are destroyed in lessthan
a minute by commaen disinfectants like sodium hypachlorite,
hydrogen peroxide et The incubation period varies from 2 to
14 d [mecian 5 d]. Studies have identified angiotensin receptor
2 (ACEZ) as the receptor through which the virus enters the
respiratory micosafa),

Clinlcal features

The symptoms of COVID-19 infection seem after an
incubation period of approximately 5.2 days. The pariod from
the onset of COVID-19 symptoms to death ranged from 6 to 41
dhays with a median of 14 days .However, this period is dependent
on the age of the patient and status of the patient's Immung
systen. |t was shorter among patients> 70-years old compared
with those under the age of 70, The mast commen symptoms
at onset of COVID-19 finess are fever, cough, and fatigue, while
other symptoms include sputum production, headache,
haernoptysls, diarrhoea, dyspnoea, and lymphopenial) .Clinical
features revealed by a chest CT scan presented as pnegimonia,
however, there were abnormal features such as RNAagmia,

acute respiratory distress syndrome, acute cardiac infury, and
incldence of grand-glass opacities that led to death. In some
cases, the multiple peripheral ground-glass opacities were
observed in subpleural reglons of both lungs that likely Induced
both systemic and localized immune response that led to
increased inflammation, Unfortunately, treatment of some
cases with interferon inhalation showed no elinical effact and
instead appeared to worsen the condition by progressing
pulmonary opacities (6).

Differences batween COVID-19, common cold, and fiu

Comman cold |5 caused by a countless of viruses.
Majority of which are Rhinovinises. Common cold and COVID-19
bath have a gredual course 1o symptom presentation In comparison
o the fiu which s caused by the various strains of Influenza
[Qrthomyawvirus farmllv), Pyrexiais rare in the common cold but
is the most notable sy ptorm in both COVIDR-19 and flu. Presentation
of cough and fatigue is rare in the commaon cold, Caryzal symiptoms
such as rhinorrhea and nasal congestlon are predominant In the
comman cold and are rare in flu and COVID-19,

COVID-19 presents similar to Influenza (e as both these
are disepses of the respiratory system, In both diseases, the
clinlcal presentation can vary from asympromatic (o severe
prnewnoenia, Furthermare, both COVID-1% and Influanza are
transmitted by contact, droplets, and fomites. Therefore, similar
hand hygiene technigues and resplratary etiquettes will be
beneficlal in preventing the spread. Another factor that influences
the rate of spread of any Infection Is the Basic Reproduction
Miember (i}, The influenzé virus has an B of -1.3 whereas the
SARS-Cov-2 virus has an R of -2.3. Theretore, each COVID-19
patient can spread 1.8-fold more new contacts compared to
influenza patients

Investigations
Nuclaic Acid Testing

Earkby part of January 2020, the China shared the genetic
sequence of tha S4RS-CoV-2, This enabled countries to develop
primers against the SARS-CoV-2 genome and utilize reverse
transcriptase polyrmerase chain reaction (RT-PCR) assays o make
a dlagnosls of COVID-15.Therefore, RT-PCR has become the gold
standard fer the disgnosis of COVID-19, but It |5 anly 66-80%
sensitive, Essentially, this means that 20-34% of patientz with
COVID-19 out of

100 would test negative despite being infected. Upper
respiratory samples are custormarily recammended, though lower
resplrotory samples are recommended for patients exhibiting
productive cough. Upper respiratory tract samples Include
nasapharyngeal swabs, oropharymgeal swabs, nasopharyngeal
washes, and nasal aspirates, Lower resplratory tract samples
Include sputum, BAL fiuid, and tracheal aspirates. Both BaL and
tracheal asplrates can be high risk for serosol generation. The
detectable viral load depends on the days after iness onset, In
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thee first 14 ¢lays after onset, SARS-CoV-2 could most reliably ke
datected in sputum follewed by nasal swalbs, wheraas throat
swabs were unreliable eight days after symptom onset. This
variance I the sensitivity can be attributed to the patients being
tested parly |n the disease course wheraln the viral load s beneath
detection level or due to lack of automation in sample pregaration
for RT-PCR. Furthermore, a single negative RT-PCR does nat rule
out COVID-19, hence & repeat RT-PCR must be performed, The
concern rises regarding the timeframe of the repeat RT-PCR, the
ideal window lies between 24 10 72 hours of the negative test{7),

Computed Tormography

The Imaging features of COVID-19 were varied and
depended on the stage of infectlon after the onsaet of symptoms,
According to the study, normal CT findings {56%) in the early
stages of the disease (0-2 days) with a maximum lung invalvement
peaking at around 10 days after the onset of symptoms(8), The
maost commaon hallmark features of COVID-19 Include Bllateral
and peripheral ground-glass opacitles and eonsalldations af the
lungs. Based on these imaging features, several retrospective
studlies have shown that C7 seans have 2 higher sensithity {86-98%)
and improved false negative rates compared (o RT-PCR, The main
limitation of using CT for COVIE-194s that the specificity is low
{25%) because the imaging features overlap with other viral
prewmonia ().

Protain Testing

Viral protein antigens and antibodies that are croeated
In rezpanse 1o a SARS-CoV-Z infection can be used for diagnosing
COVID-15, Changes in viral load over the course of the inlectlan
may make vircal proteins difficult b detect{10) Antibadies generated
in responss o virdl proteins may provide a larper window of time
for Indirectly detecting SARS-CoV-2. Antibody tests can be
particularly useful far survelllance of COVID-19, One potentlal
challenge with develaping accurate serological tests inciudes
potential ross-reactivity of SARS-Cov-2 antibodies with antlbedles
agalnst other coronavinuses(i1),

Treatment

The person-to-person ransmission of COVID-19 infection led to
the Isolation of patlents that were administered & varlely of
treatments. At present, there are no specific anthviral drogs or
vaccine against COVID-19 infection for patentlal therapy of hurmans,
The only option avallable is using broad-spectrum antiviral drugs
ke Nutleoside apalogues and also HV-protease inhibitors that
could attenuate virus infection untl the spetific antiviral becomes
avaliable . The treatments that have so Far been altempted showed
that 75 patients were administrated existing amtiviral drugs. The
course of treatment included twice a day oral administration of
75 myg oseltamivir, 500 mg lopinavir, 500 mg ritonavie and the
Intravenous administration of 0025 g ganciclavir for 3-14 days
Andther report showed that the bread-spectrom antiviral remdaesivie

and chloroquine are highly effective Inthe control of 2019-nCoV
Infaction In vitro, These antiviral compounds have been used in
hurman patients with a safety rack record, Thus, these therapeuric
agents can be conslderad to treat COVID-19 Infection(12).-

Pravention

It is regret to say that slnce at this time there are no
dApproved treatments for this infection, prevention s vital,
Quarantine of confirmed or suspected cases with mild iliness at
home is recommended, The ventilation at home should be good
with sunlight o allow for destruction of virus, Patients should be
askad to wear a simple surgical mask and practice cough fyglana,
Caregivers should be asked to wear a surgical maskwhen in the
same room as patient and use hand hyglene every 15-20 min,

It ig wital ta protect healthcare wWorkers 1o ensure
continulty of care and to prevent transmission of infection to
other patients. Fatients should be placed in separate rooms or
cohorfed together, Negative pressure rooms are not gendrally
deslred, The rooms and surfaces and equipment should undergo
regular decontam|nation prefarably with scdium hypochlorite,
Healthcare workers should be provided with it tested N95
respirators and protective suits and goggles, Airtborne transmission
precautions should be taken during aerosal genarating procedures
such as intubation, suction and tracheastamies, All contacts
induding healthcare workers should be monitored for development
of symptams of COVID-19. Patients can be discharged from
lsolation once thay are afebrile for at least 2 days and have two
corsecutive negative maolecular tests at one day sampling interval,

At the community level, people should be asked to avoid
crowded areas and postpane rion-essential travel to places with
ongaing transmission, They should be asked to practice cough
hygieng By coughing in stesves tissue rather than hands and
practice hand hygieng frequently overy 15-20 min, Pationts with
respiratory symptoms should be asked to use surglcal masksi1 35

Conclusions

[espite same diversity in initial symptoms, most
COVID-19 patients have fever and respiralory symptoms. For
ey, travel history to epidemic areas is important w the diagnosis
anil should be obtained on all patients with Au-dike syndromes,
Due ta the lack of available and valldated therapeutics, most of
the countermeasures rely on the usage of public health containment
anel quarantine approaches,
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Abstract :

iilrwuﬂ_:ls
Coronavirus, Contagious disease, Atuta respiratory
distress syndromae,

Introduction _

COVID-19 i5-a contaglous disease caused by severe
acute resplratary syndrame coronavirus 2 (SARS-Cav:2). The
disease was first reported in December 2019 in Wuhan, the capital
of China's Hubei province, In early February 2020, the World
Health Organization (WHO) designated the disease as COVID-19
and declared as a pandemic on 11th March 2020(1-4).

Theincidence as of 25th April 2020 had been moerethan
2.8 milllon cases {5), Children account for 1-5% of confirmad
COVID 19 cases and the mortality rate Is very low In children,
There are three reasons proposed for fess numbar of paediatric
cases and they include lewer nppnrtunltiaa-!n-r e.gpnsureischn-ul
vacatton, Infants at hame), relatively iImmatdre immune system
to cause inflammatory response against virus-and relatively less
tlevelopad number, maturityand functon #ﬁngh‘ti'q‘_uir'r-ﬂnnmrﬁng

Enzyme 2 (ACEZ) receptars inwhich virus gets attached, There is:

na significant gender differenca in childran. Further, children with
ehronic lung diseases and other co-tmorhidities are potentially at
high risk for severe disease (6),

The virus primarily spreads between people during
close contact, ofter via small droplets produced by coughing,
sneazing, or talking. The incubation period is ustally up 1o Tddays.

Commaon clinical features are fever, cough-and shortness of
breath. Other rare symptoms may be fatlgue, muscle pain,
diarrhoes, sare throat, loss of smell, and abdominal pain, Overall,
children tend to be more asymptomatic and fever is present in
less than 509 (7). Though the majority of cases develop mild
syrmptoms, a number of them progress to vieal pneumania and
mult-organ failure {8 9),

Thiestandared miethod of diagnosiyis by real-lre reverss
transcription palymerasa chain reaction (FRT-PCR) fram a
nasapharyrigeal swab (6

This management protocol is prepared based on
puldance an management of COVID 19 fram College of
Paediatricians, 5ri Lanka, Aoyal College of Paediatrician, Australia
and WHO protocal,

Assessment

It isvery impertant that all children are triaged prior to
attending paediatric outpatient and emergency departments to
identify thase who are at high risk for COVID-19 by intense and
direct questioning from parents preferably in a separate room
with negative pressure,

History and Examination

The full elinical spactrum of disease remaing unclear
~ s elefinithons are luctuating frequently, Typical clinical features
include fever, cough, sore theoat, Increasaed work of breathing,
tachypnea and cyanasis,




Clinleal classification of severity

1. Asympromatic infection: Children wiho show a test positive
for COVID-1% without manifestations of cinical symatoms
ar abrarmal ehest imaging findlngs. Diagnostic testing for
COVID-19 is not done for asymptamatic children in SriLanka
at the moment.

2. Acute upper resplratory tract Infection Children with
fever, cough, pharyngeal pain, nasal congestion, fatlgue,
headache, myalgia etc., and without signs of pneumaonia
[diinically or radio logically) or sepsis. On current evidence,
faver s not a mandatory criterion,

3. Mild preumonia: Childrenwith or without fever, who exhitit
resplratory symptoms such as cough, with chest imaging
abnormalities indicating pneumonla but not fulfiling the
criteria of sevEre pneumonia.

4. Severe pneumonla: {one or more of the follewing criteriz is/
are prasendwith features of pregmonia) « Tachypnoes «Oxygen
caturation less than 92% « Increased work of breathing
{recessions, nasalflaring, use of accessory musdes etr ) cyanosis
or intermittent apnea {especizlly in neonates and infants) «
Cisturbance of consoousness somnolente, coma, or comauisions
+ Food refusal or feeding difficulty, with signs of delydration

5.  Critical cases: Those who meet any of the followlng criteria
+ Respiratory fallura requiring mechanical ventilation = Septic
shock « Acute cardiac Injury or cardiac arrhythmias « Milti-
organ dysfunction

Investigations

®  Testing for coronavirus should be limited to those who satisty
the standard case deflnition Including those with severe
dizease (Based on the guldalines issued by the WHO and
the Sri Lankan Ministry of Health).

@ For children with bronchiolitis, croup aned prewmoania wio
do not meet the case definition, testing should anly be done
for those with worsening disease and whao are likely to require
escalation of respiratory support,

@ PCRofthroat and nasopharyngeal swab using same swab
- tonsiliar bed first, then nasophanmx (insert along the floar
of the rasal cavity parallel 1o the palate sbout 1-2emin until
resistance s encountered, and rolate gently for 10415 seconds;
then withdraw and repeat the process In the other nostril),

®  For patiznts who fit the testing criteriz and who require
admission, two negative nasopharyngeal swabs (plus a lower
respiratory tract speomen such as sputum if possible) are
recommiended to exclude COVID- 19 infection, Further testing
carl also be considered il a patient deteriorates and cinical
suspicion of COVID-1% remains high.

& Children admitted to ICU showld have a lower réspiratory
tract specimen callected,

®  Chestx-ray is notroutingly recommended and most of the
tima, It has bean normal (10),

®  Haselineinwestgations in symptomatic children inchude FBC
CRP, renal function and liver function tests,

8 [T has been used for diagnosis inadults; this is not essential
Imchildren.

Treatment
All eanfirrried cases must be notified to the relevant
Health Degartment.

Isolation

All confirmed COVID-positive cases should be isolated
Irrespective of thelr severity and need admission. Home based
management is nol recommended In any situation in children,
By stander can be aliowed to stay with the child with standard

precadtions,

General supportive care
Paratetomal is the preferred antl-pyretic agent in

avdition to adeguate hydration and nutrition,

hiid to moderate disease

{should be managed as per clinical syndrome)

®* Droplet and contact precautions {(gloves, gown, surgical
mask, aye Wwear) should be obsarved Tor all health care
warkers, farmily members and visitors

®  High-flow nasal cxygen therapy should be avoided if possible
due to risk of aerosollsation - discuss with senlar clinician
and cansider cansultation with €L

o Mebulized adrenaline should be reserved for severe croup
e siridor

Severe disease

& Respiratory suppor as reguired

® Alrborme precautions (full PPE induding NS5 mask) must be
maintained If child requires high-flow owyEen, non-invasive
vantilation or neoulized therapy. Do not withhold thesa
theraples If they are Indicated

®  Managementimust occur in the highest level of isolation unit

® A number of antiviral and other medicationg have been
suggested as possible treatments for severe COVID-15 -
Consult Infactious Olseases team.

Special situvation and messages

®  Home-ventllated patients on CRAP or BIPAP and those with
tracheostomy [with orwithout ventilation) should be tested
for coronavirusif they are suspected to have viral respiratory
tract infections, and managed with airborne precautions
until confirmed to be negative10).

e There Is currently no evidence that ibuprofen can make
COMIG-19 worss, Howewer, I s best avoided in the cormmunity
where prevalence of endemic dengue is high, There is
insufficlant evidence for ceasing any existing medication,
Including MSAIDs, Immunosuppressants, anglotensin
cornverting enzyme (ACE) inhibttors and angiotensin receptor
blockers (ARBs)(11,12),
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& Alrborme precautions should be maintained for children with
resplratory liness requiring nitrous oxlde far procedures;
staff imvolved should use PFPE(TO)

*  Hydrowylehloroguine is nat recommended until thelr efficacy
Is proven (13}, Simllarly the routine use of systemic
glucocortcolds is not recommended unless they present
with an exacerbation af asthma (&)

= neravenous immuneglobulin and Intravencus antbiotics
are not routinely used, but may be used In oritically || patents
on Individual basts (B).

Regarding breast feeding bables and newborn

There is no current evidence that SARS CoV-2 can ba
tramsmitted through breast milke. Mothers with confirmed COVID
19 ean breast feadwith meticulous hancling and resplratary hyelens,
Mothers should be encouraged to remain with the baty {14).

Howaver, If a mather is positive, the baby can get the
disedse posl-partum due to direct close contact with the mother,
There have been similar cases reported in China (6), There are
three aptions available for management of a newbomn baby if
the mather |5 a confirmed COVIS-19 patient o tH rullng out the
diseasa if the mather 153 suspected case. A senior speclalist can
take the decision ().

1. Keepthe baby with mother If the mather is clinically well
and continue breast  feeding while the mother is taking
MAximum precautions to prevent ransmission of the
infection to the baby,

2. Temporarily separating the baby from the mothar jost
after Birth and proyiding expressed bresst milk and mother
should practice standard precautions for COVID-19

1. Temporarily separate the baby from the mothier just after
birth and provide formula feeds to prevent any Torm of
contact with the mother,

Discharge criteria:

Al af thie following critera should be fuifilled far dischargs
Mfebrile for at least 2 days.

significant Imprevement In respiratory symptoms,
Progressive Improvement of chest imaging findings,
Two consecutive negative RT-PCR tests of respiratory
samples which have been done at least 24 hours apart,

B

*  Therecaverad chifdren should be home gquarantined
for another 2-3 weeks since the date of discharpe
from the hospltal.,

Prevention

Prevention of community spread of COVID 19 s one of
rriost effective interventions to reduce the overall burdan of COV|D
19, All encotn ters with children and thelr parents while providing
care should ba considerad as opportunities for heallh professianals
to provide education aboul hand hyglens, social distancing,
rescheduling the travel plans, avolding sick people and alsa 1o
educate wher and how parents can seck medical care If their
Iratory symptoms | 15),

1 TR A

Canclusion

As COVID19 s a contaglous disease all over the workd,
provention is the most effective way to control the disease by
health educating the gublic with regard (o precautionany measures,
hand hyglere and social distancing,
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Introduction

Cutaneous lara migrans {I:].M:is A commen dermatoss
caused by larva of animal nematodes mainky Ancyiostoima braziliorse
anid Aneylostama canleurm, (L ocoues |n tropical and subtroplcal
areasall over theworld 1), Once the child contact with the Infectad
soll, the larva penatrates the skin and starts (o creep: Hente, |t
Is also called ‘creeping eruption The typical dinical mantfestations
of skininclude irchy, linear and erythematous tract, The diagnosis
of disease is malnly ciinical (2), There are various tréeatment
including topical treatment of thiabendazole which has limited
value and systermic treatment with albendazole or ivermectin has
beer effective 1o schibve applopriate cure {3),

Al To assess the offectiveness of albendazale in the tredtment
of cutaneous larva migrans.

Methods & Materlals

Wi conductad a retrospective descriptive study; clinical
histories of 10 patlents, who attended to pacdiatric clinic with
the diagnosis of cutanesus larva migrans to Teaching Hospital
Batticaloa over the perlod of & year fram |anuary to December
2018 were reviewed. The study population had been selected
aged between Gmonths to 14 years and follow-up review made
in one, two and four weeks after the treatmient of oral albendazale.

Participants (=10} aged betwesn 2 years o Byoars with
the madian age of 3 years, There were 8 boys and 2 glrls. Ninz
children were previously healthy and one child had global
sevelopment delay and was on antieplleptic treatment.
Soclseconnmic status of eight patients was generally poor with
a manthly income < Rs,30, 000/, Educational level of 6 parants
was above advanced leval, of those twowere working in governiment
sectar, Rest of the parents studied up to ordinary level of below,
Al children had a history of playing In the :I!rﬁr sail except the
child with global development detay who relled over on the
cemented floor, All of them had pets either dog of cat in their
home, Clinkeal history revealed that average tme to present (o
paedlatric clinie had been Bweeks: All of them had treatment
from a General practitioner before seeking specialized advice,
The location af lesions had been found on back of the chest
{1 patlent), perfanat area and buttock (3patients), dorsum of foot
{Apatients), Inter toe area {1 patient), forearm {1 patient), and leg
{1 patient), Al of them had linear erythematous itchy leslons
which ranged from 4em to 10cm i length. Some of the lesians
had secondary Infections. Regarding the treatment, all had bean
treated with albendazole according to thelr welght and age for
e wiesl with antibistamine, Only three patlents needed systamic
claxacillin to treat secondary bacterial infection, Review at one
week showed that most had healed hyperpigmented scars and
Itehiness, Twa of them had incomplete responss ta one week
treatment, for which further one week treatment was prescribed.




All af them reviewead In two weeks ware faund 1o have complate
recovery and review done at cne month showed no recurrence.

Discussion

Cutaneous larva migrans (CLM) is a cutaneous dermatitis
causad by the invasion and migration of larva of parasitesin the
skir (1, 4) Most of the larvae are frofm animal nematodes, and
rarely from insects (4), CLA s also named as creeping erdpricn,
sand worm, plumbers itch, and duck hurters ich and epidenmatitls
linearis migrans (5). It Is commaon in warmer troplcal and sub-
trepical countries. There are twa environmental factors which
determine the endemic nature of disease Including poor sanitation
and appropriate environmental cendlition. The  temperaturo
between 25 to30 "C, loose humus soll ina shady area and proper
aeration favor hatching of larva (6, 7),

The clinical features differ from non-speciflc dermatitis
o lypical creaping aruption. The larva after penatration can lie
silent for weeks or starts creeping sooner. The lasion starts as
itchy erythematous papules at the site of entry and then forms
a linear lesion like a tract white maoving. Usually it is singie larva
tract, however multiple larvae mightbe active and form disdrganized
|oops amd tortuous racks, The aruption i most often Ipcated
over the feer followed by buttock, anogenital region and upper
extremitles. Perhaps, severe infection might cause hundreds of
rracts (4), The lesions  are intensely itchy, semetimas might
produce burning sensation, Both itching and burning are severs
enough 1o produce slecp disturbances and insomnia. As leslons
are itchy, seratching might cause secondary chanpes of dermatitis
and bacterfal infection, Somatimes, CLM caused by Strangyicides
might end up with Loeffier's syndrome as a result of migrating
larvae reaching the lungs (B). Migrating larvas in the cornea may
produce inflammation leading to comeal apacity and Ancylostama
caninum can be associated with myosltis as result of the larva
invading deep into the muscles (9,70),

The features of CLM are typical and perhaps It might
be missed, Thera are so many diffarential diagnosis fram ather
parasitoses e.g., subcutanzous nodules or granuiomas due to
ather speches, and different plitunes ol mylasis. and abso pathologies
such a5 aflergic contact dermatitis, urticaria factitha, other types
of dermatitiand pyodermas, scabies, urticaria, phatodenmatitis,
afythema chronicum migrans and stings of Portuguese man- of-
war or fellyflsh (11,12

Investigations rarely have o role in diagnosis such as
white blood count, C-redctive protein, stool examination and
biopsy which Is not recammended, In recent times epiluminescent
microscopy fas been found to be a non-invasive method for
datecting a larva to confirm the diagnosis of CLM, Some progosed
axploration for specific g6 with engyme-linked immunoserbent
assay ([ELISA) methods [12-74),

Although there are so many treatment modalities
available, all are not eually effecthve, itindudes, physlcal modalilles
[surgery &, in creeping eraption due to Ghathostoma sphinigeiae,

eryatherapy, topleal drugs and systemic tharapy (32,13), Topleal
agenis such s 15% thiabendazole, 26 gamrriexane cream, 25%
piperazina citrate-and metriphonate have besn used in the
treatment of CLM, Though only topical thisbendazole has been
found to effective in killing the larvae and allsvating symptoms,
it needs long term and repeated application (4,16). Oral
thlzbendazele has been described to have a very high efficacy
(#5-50 rmg per kgl (13} 1t Is not recommended as it has high
Incldence of side effocts such as nausea, anorexka, headache and
gastrolntestinal disturbances (17),

Albendazole has been first used to treat CLM In 1982
and subsequently many studies showed its effectivensss and is
row considered to be the drug of choice for CLA, The recommended
daose 15 400-800mafday for a pericd that may vary from 1-7 days
{18, 19} This anti-helminthic is effective against eggs, lanae and
adult stage of pumerous helminthes, The mechanism of action
Is not known. It may act by reducing or biocking the uptake of
glucase, thus In turm decrease ar cessation in production of
adenasine triphosphate (ATP).The important advantages of
albentlazoie isthat itis more effective, has less side efTects, wall
toleratnd and relleves pruriius within 3105 days, Anather possible
alternative drug is 8 =ingle dose of wermectin {(150-200mgke /
day), which eradicates the parasitz with minimum or no side
effeets (14, 20

Eradication of larvae is crucial 10 prevent CLW, There
aresimple measures which prevent CUM inciude avoiding contact
of expacod skin with contaminated sall, Wearing shoes and uslng
4 berach towel when ling on sand, Perlodic dewormming for domestic
pets and sand boxes and other similar facilities where children
frequently play should be protectad from dogs and cats (4).
Lirnitation of study had been that sample size was small and short
duration.

Conclusion

The diagnosis of cutaneous larva migrans is usually
tlinical becauwse of thelr creeping natwre and appearancs of lesions
which might be supportad by the exposure to o tropical endemic
ared, In this study we found oral albendazale alone was meostly
effective in the treatment of cutaneous larva migrans, (L would
e better to redo the study with more cases.
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Introduction

Hemophagooytlc Lymphonlstiocytosis (HLH) s an
aggressive and life-threatening syndrome of @Xcessive immune
activation, It most frequently affects children and rarely adultst,
HLH cemmonly manifests as multlple argan fallure without
apparent phiysiological stress2. HLH Is classified into grimary
(farmilllal) and secondary eticlogies {infection, autommiiine
conditions, drugs and malgnancy)3. Systemic lupus enythematosus
{5LE] Iz an autalmmune conditicn I:ha.t can predispase to HLALS
Hamephagaoytic iymphohistiocytosis (HLH) in the background
of sysiemic lupus erythematasus (SLF) 12 rare, [nabllity to
diseriminate bepween these two entitics may oe fatal for the
patientAWhile the true incidence of HLM is unknown, the mortality
if left untreated is high, However, with rapic identification af HLH
and Initation of treatment, the survival rate approaches 50%3,
Infechons caused by Acepitabactor are increasingly being recorted
as the cause of cutbreaks and nosocamial infecliens siich as
blood-stream infections ventllators-associated przumora and
urinary tract infections orwound infections, Adnetobacter isolates
demonstrate increasing resistance to commonly preseribed
antimicroblals?

Keywords
Haermophageeylic [ymphe histieoytosis, systemic lupus
erythematosis, Acinetobacter Infaction,

Case history

A48 years old lady, who was investigated for anaemla
one month before deafaulted foliow up, ot admitted with fever
with cough for one week, She loaked |l and pale, Her blocd
pressure was low B0/S0 mmHg, Coarse crepitations af the lungs
were beard and there was enlargerment of liver and spleen.

Her investipations revealed white cell count al 1,480
mim3 with nedtrophll count of 00/mm3. haemoglehin was Sg¢

dl and platetet was 16,000/mm3. C Reactive pratein was 63zl
Initial dlagnosis was neutropenic sepsis possibly due to lunginfection,
Al the cultures were sent and she was started on broad spectrum
antibiotics. She was resuscitated with intra venaus Nuids and
strated on ionotrope Noradrenaline] ta maliitain her bload pressune,;

[Her renal functons, fver functions and serum elect rolyles
were normal. Blood picture revealed pancytopenia with reuleus
farmatlon. Her blood grassure imgroved and lonotrope weaned
Gl Lungs signs reduced with dropplng Inflammatory markers,
but she continuead to have feverwith further drepping full Blood
count Indiges. S she underwent bone marrow aspiration and
trephine blepsy which showed hasmophagooytosis and increased
number of histiocytas. At the same time her Ferritin was high
1900ngfmi and Trigyceride was also high 3.3 mmaol/l, She was
dlagnosed to have Hacmaephagocytlc Lympho Histlocytosis (HLH),
Shewas immadiately started on intravenous Methyl Prednisolone
1 daily for § days followed by oral Prednlsalone Ymk/kg/day. At
the same time, she was investigated for the underlying cause for
HLH. Al the cultures were negative and all the turmor markers
werz negative. She underwent contrast CT of the chest, abdomen
and pelvis which excluded any under lying malignancy. Bul she
complalned of a photo sensitivity rash in the face, non scarring
Alopecia and ar and off oral ulcers for the last six months for
which she didn't seek any medical advice and she ignored
complelely. 5o Systemic Lupas Engthemiatosis (SLE) was suspected
at this peint and Investigations revealed positive antibody for
pouble stranded DN Anti-ds DRA) BEIIL M| (positive = 180 1L
mly and Antl Muclear Antibiody (AMA) was positive 207 which
confirmed the diagriosis of SLE.

With treatment she frmpraved elinically and lever settled,
but she continued to have productive cough and her repeat sputum
culture was positive far Acinelobactar species wiich was mull drug
resistance and she was started on Cefoperazone and Tazebactam,
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Discussion

Wi repiont a case of fermale patient whose SLE manifesten
a5 HLH, Her clinical and iaboratory Andirgs indicated pancytopania,
posichvi ANA and anti-ds DA antibody, mesting seven out ol 17
tfive clinical and two immunological) af the Systemls Lupus
International Collaborating Clinics (SUCC) criteria for the diagnosis
of SLE, She had fever, pancytopenia, splenomegaly, bone marraw
hemophagocylosls, hyper triglyceridasmia and hyperferritinemia,
fulfilling six out of the eight diagnaostic criteria of HLH, described
inthe HLH 2004 trizl. Hence, The patient was diagnosed with SLE
manifesting as HLH,

HLH 5 a rare bt devastating clinical entity and has
ean associated with several rheumatologic disardars Including
adult 5till's disease, sarcoldosks, systemic sclerosis and Sjogren's
syndramed Systemlc lupus erythematogus (SLE) 1s a systemic
autsimmune disarder invalving multiple visceral organs. in the
adull population, HLH may be assoclated with SLE, Prevalence
ol HLH secondary ta 5LE Is estimated between 0.9% and 4.65%1The
diagnosis of HLH secondary to SLE is complicated, because it has
some featires In comimon, bul HLH 15 characterized by
organomegaly, hypn'rfa rritinemia, hypofibrinegenemia;
hypertriglycoridemia and cytopenta, a decreasa in the snylhrocyie
sedimantation rate, unlike SLE, 2

HLH can be primary resulting from a genetlc defect
leading to decreased cytotoxic activity of Natural Kiler (NK) cells
and cytotoxic T cells: Secondary HLH results from triggering agents
like infections or malignancies but can alsa be indoeed by
autoimmune cendidons, In which case it 1= called macraphage
activation syndrgme (MAS). Inability to clear the antigens secondary
to these conditions lead to lyperactivation of the immuane systerm,
progressing to cytokine sterm, and results in organ cysfunction,
HLH possesses diagnostic challenges as it has everiapplig fealures
with sepsis and multiple organ dysfunction syndrome (MODS5
Raraly, patients oh Immunasdppressive tharapy for sutolmmune
conditions can also develop HLH, Thiopurine treatment for
inflammatory bawel disease |5 assoclated with an increased rlsk
for developing viral infection driven HLH, and this risk is slighthy
higher i patlents with Crohn's disease versus ulcerathve colitis.a
The dizgnostic criterla to suspect HLH are characterized by fineing
fie of the fallowing eight findings,

1. Fever 23B.5%C

2. Splenamegaly

1. Peripheral blood cytopenias withat least two ol the folkwing:
- Hemaglabin =0 g/fdL
- Platelets <100,000/uL
- dbsalute newtrophil count <1000/uL

4. Either fasting hypertriglyceridemia (=265 mg/dl) or
hypofibrinogenemia (<150 mgfl)

5 Hemophagocytlc lymphooytes In bone marrow, soleen,
Iymph node, or liver

6,  Lowarabsent NIKcell activity
Ferritin =500 ngfml,

B, Flevated soluble C025 {alpha-chain of the |L-2 recoptor)
=2400 UimLe

Our patient while on immunosd ppressive reatment,
developed Acenobacter infecton of the lungs. Multidrug resistant
Acinetobacter has gradually increased in importance as a
nosgcomial pathogen with considerable health care expenditure
ind martality, Proper steclization at the tme of invasive procedure
should be maintained by all hospitals.

Conclusion

Aduly HLH wsually presents secondary to infection but
Is rarely dueto a rheumatologle condition such as 5LE. Physiclans
thould consider testing for SLE in patients diagnosed with HLH,
This diagnosis shauld always be kept in mind when thase with
rheumatologic condltions acutely decompensate and presant
with multiple hematologle abnonmalities,
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Abstract ;

Granulamatasts with polyangltis (GPA), formerly kriown as Wegener's granulormatosis, is one of the antineutrophl|
cytoplasmic antibody (ANCA) vasculits that primarfly affects the small vessels,
The clinical presentation of GPA can baso diverse, resulting somany differantial diagnosis, such as infacious diseases

Lo ather vasculitis a5 well as malignancies,

We describe an Unusual case of GEA that was initially presented as pyoderma gangrenosim and multiple pulmonary
niodules with cavitation and treated a5 rheumatsid arthrits withoutany clinicaloutcame., Ultmately the dlqgnnsis.was rade
S GPA with T-ANCA pasitivity and pther clinical svidences, Our case highlights the importance of rare presentations and the
need of high clifical suspiciaus towards vasciilits like GPA a5 early diagnosis will pravide better outcorme.

Keywords
Granulomatosis with polyangiitis, C-ANCA, pyoderma

gangrenosur, pulmonary nodules,

Introduction

Granulomatosis with polyangiits (GRA, formerly known
as Wegener's Granulomatasis) s a rare multi system aulolimmune
small vessel vasculitis which is highly assaciated with anti-neutrophil
cyteplasmic antibodias (ANCA) and has clinical manifestations
which Include systemic necrotising vasculltis, necrotising
granulomatous Inflammation, and necrotising glomeruloneshritis.4
It can affect any ergan, but mainly alfects sinuses, lungs Jnd
kel meys: We describe a lady with rare presentations of Wegener's

Granulomatnsks which was a dlagnostic dilemma,

Casze repork

A 29 year ofd lady, mother of three children from kaha
oya with the history of mulliple skin ulcers for one yaar duration
admitted this time with the complain of difficulty In breathing,
productive cough with scanty yellowish sputum and Right sided
pleuritc chest pain assoclated with mild on and off fever for
oneweek duration, She hadloss of appetite but no loss of weight
She also had oral uleers, alopeci and arthralzia imeobdng BHiateral

knez jaint and bilateral presimal interphalangeal [oint pain and
swelling. She denied any urinary, bowel, neurologiczt symptoms:
She had @ histary of three plnt Blood transfusion in the past e
pregnancies were uncompllicated there were no history of
miscarrages ar VT in past. She s a house wife, non smoker non
aicoholic

Physical examination on admission toaur haspital showeadd feger
a4 high a5 J8.8% C(101.9° F), pulse of 80 beats per minute, and
tlood pressure of 120070 mm HEg. She was dyspnoic, pale, nat
ictene found 10 have multiple well demarcated ulcers at different
stapas of healing a!l ovar her body involving both lower limk and
trurik sparing the face. Respiratory system revealod Right side
dlminished breath sound with evidence of right sided pleural
affusion, All other system examinations wers narmal.

Flgure 1. skin wlcers
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Ii:l}l.'.u'sltl:ir},.I tests showed peutrophilic leukocytosis
narmachramic normocytc anermia with elevated ESR 120 and
CRP 232 suggesting acute infection on & chronle inflammatary
process. Chest radiography showed a large infirate wath 4 cantral
cavitation abscess formation in the right lower pulmonary fleld
with multiple bitataral nodular lesions,

Figure 2. Chest Xray
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Flgure 2, Chest Xray

Chest wall scan showed lesion (s cystle In nature, no
colid masses that can be biopsied. Then computed temagraphy
{CECT) of the thorax showed revealed mulliplé nodules scattered
threughout both lungs, with the lzrgest nodule showing central
cavitation, nifoci of malignancy and na cariton balls, lmmunalagical
tests were positive for rcheumatoid facter, and anti-nestraphil
cytoplaspic antibodies (-ANCA, cyto plasmic pattern] and negative
for-antinue|ear antbedies, ant-doublestrandad DN, anti-
flomerular basemant membraneantibodies, , antl CEFand ant
snyantibody, Direct Cooms test resulls ware negathe

Skin blopsy revealed; The epldermis shows fibrosls &
rmoderate armaunt of inflammatory Infiltrates no features vasculitls
and granulomawas absent, Favouring pyoderma gangranosum
negative for vascullts ar granuloma,

A urine analysis revealed microscople hematurla and
Albuminurigwith redoelis 85 - 90, pus cells 5-#, LLPCR - 103mygy
mimel, Urine dysmorphic RBC 5% , Renal blopsy shawed: focal
segmental glomerular nephritis, Renal & liver functions were
normal.

Sputum cultire; was positive with methicillin resistroe
staph aureus (MRSA) which lssensitive to cotrlmaxzole, teicaplanin,
fusidlic acld and vancamiycin, Urire & bload culiures and Melinidisis
antibody were negative,

Based on clinical, laboratory and histological data, a
diagnosis of Wegener's granulomatosts was made, Acute Lung

infectlon with MRSA positivity was Initially treated with axygen
vlar face mask , |y vancomycin and v flagyl with frequent
nebullzation & chest physlotherapy after her acute infection part
settled, treatment was directed at pulmonary manifestations,
with administration of prednisone (1 mgikg/day) and v
cyclophaspamide pulse therapy 15 mpdkp g2 weeks & 3 doses as
Incuction). She was msnaged by mull disciplinary tearm Incading
respirgtary physicran, dermatelogist, nephrologist, racliologist,
histopathologist, general physicians and physiotherapists, Sha
respo nchd vary well to the treatment her lung signs were improved,
and skin lesions were healed without any new lesions, She was
given full course of ceelophosphamide treatment {15mglkg g3
waeks for 3 doses) and maintenance with low dose predniselone
and azathioprine and followed upin our cinic, & CT scan of the
chiest was performaed & months after the inidation af treatment,
and showed complete remission of the cavitatory lesion, with &
few small nodules,

Dlacusslon

Viegenor's granulomatosis (sa rare disorder, though
Is e af the more frequently-seen small vessel vascufitides. The
classicat clincal triad 15 disease ol upper respiratony ract (sinuses,
mars, nasopharyns and aropharyny), lower respirstory tract
{trachiea, bronchi and lung parenchyma) and kidregs 7 Thers s
invoivement of either the upper or lower resplratary tract or both
i Q0% of cases and renal invalvermant in B0%.7 Other affected
systems include sking musculoskeletal; neurelogical and
pastrointestinal, Approximately 25% of patients will Fave limited
Wepener's granulomatosis without renal involvement and 9%
miy pulmonary [nvalvement alone 8 Classic microscoplc features
of GRA include inflammation of blood vessels associated with
poorly formed granulomas, nocrosts, and many giant calls. . GPA
has heen reported to be a type of angiitls assockated with ANCA,
in particular cytoplasm AMCA [C-ANTALTO L was reported that
the serumm c-AMCA levels during the actlve phase of GPA are
alevated In 90% of patkents

Our patent (nitally iInestipated for multipls skin ulcers
for ane year duration preceded by the symplams of acule
resplratary Infectlon Inttlalty had a suspicion towards [ung
makigransy tue Lo the cannon ball appearanoe of muldple nodules
an Cxray. Bul after the chast wal| scan and contrast CT chest, we
excluded the mallgnancy. But again the diagnosis was diffloult as
becauseshe had positive rheumatoid Facter | multiple joint pain
and swelling and anemiawe started treating her as rheurmateld
arthritis woth Methotrxate. Skin biapsy report also came as
Pyoderma gangrenasum without any evidence of vasculitis which
again supported our diagnosis: But patient was climically not
Impreved. Additionally she fownd o havemicroscopic haematuria
and albuminuria which ended up in resal blopsy, [t showed (ocal
segmental glomerular sclerosis,

M cavitatory lung lesion s anonsgecic inding cavitations
are susceptible to Infection, leading to an [nerease (i alr-fluid
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lowels, which s easily misdiagnosed as neoplasm, Infectlon,
pulmenary infarct, lung abscesses, septic embollzm, vascuditis,
congenital anomaly and rheumatoid nodulet Consldering the
wiele spectrum of diseases that can cause cavitatory nodules,
evaluating the dinical scenario inwhich they appear Is crucal far
making a proper differential diagnosis.

Inour case, In addition to the cavitatory pulmansry
nodule, the patlent hat a pyoderma gangrenosum and findings
compatible with acute glomerulanephritls, ralsing the susgicion
of of Wegener's granulomatosis. The diagnosis was confirmed
with the c-ANCA Immunelogical test and by renal Diopsy.

GPA s frequently misdiagnosed as wmor-like lesions,
Including metastatic tumers and bronchial lung cancer. GPA
presenting with multiple solid nodules has been misdiagnosed
as metastatic tumor. 12 Hence, CT scans combined with clinical
and laboratory analysis may reduce the rate of misdiagnasis.

When we consider the pycderma and GPA, asinour
case, skin elements are the first manitestations. Whether these
elermnents are Wegener manifestation ar we have moexistence of
PG with GPA, It remains a still uncertain question to answer.d
There is no histopathalogle pathognemic elemants for both. Skin
imvobsement in GPAwith PG-like lesions have been rarcly reported 4
However, the incldence of GPA presenting as PG-like lesians 15
infreguent, and has been reported in onky one of 166 cases. @ In
front of this type of widespreacd ulceratlons and resistant to
treatment we should beaware that one of the reasons may be a
disease of autsimmune etitlogy such &5 GPA.

The mainstay of current reatment i bmmunosuppression
with glucocorticoids and cytotoxic ggents such as metnolresats,
azathioprine and cyclophasphamide.2 Treatnientmalnly depends
on disease severity considering induction of remission and
mainienance treatment, 2 Cur patient responded well to oral
cterpid and pulsed cyclophoshphomide with resolution of
symptoms and chest radiograph changes.

Conclusion

Wegener's granulomatesis ¢ a rare disorder, making
a-prompl diagnosis s impartant, as without treatment, the
martality 15 high. Our case highlights the Impoartance of rare
presentatiaons lke cavitatary pulmaonary nadules and pyoderma
lilg skinulcers which are having a wide range of possible clinical
cdlagriosis, hence autolmmune diseases ke GPA should be
consiclered herewith appropriate dinical backgrounds, especially
wihen the lesions are associated with glomeralonephritis, o

prevent a dalay I diagnosis and the development of further

complications,
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Abstract: ¥

Keywords:
Acinetobacter ane mulbigle mira-abdominal shsresses,
Intreduction

Adnetobacter 18a gram negative bacteria and belangs

to wider class of Gamma proteobacteria,

Acinetobacter baumannii can be |solated in patients
with hospital acguired pneumonia treated in CU Y 1Cean infect
the skin, saft tissue, post-surgical wauns and can cause urinary
tract infection, bacteraemla and meningitls, ®9 it also causas
endacardits, karatitls, pertonltls and pravertabral abscesses arid
infects the burn injuries causing compllcations and difficultiss to
eradicate the organism, ™

Acinerobacter baumannli waune Infection was faund
i 1% military personnel worked in Irag & Afghanistan, This |s a
community acquired form spreading with soil contaminaion

Acinetobacter baumanni| can calonize @ healthy persan
without causing symptorms, Such people are called carrlers, This
may spread from person to person via contact, M

This Is most freguently acguired through nasocomial
manner fror intravenous devices, urinary catheters, rgspd_ratdnjy

care equipments, contaminated parenteral solutlons & colonization

in skin, oral mucasa, Gl tract and can increase rapidly after

-admission te hospital or ICU, 7]

Acinetobacter baumannil infection resuits in significant
adverse effects In pregnancy and porinatal outcorme, IF blood
culture |s positive In perinatal pie'riud. theare is _h1g+i rlsk af
spontangous abortion, preterm labour with histolagical
charlpamnlonitls.

Actiromyces lives an mucosal surface and gets into

“deeper siructure via racma or disrupted mucosal bariers, These

bacteria fram narmal flara can cause hacteraemia and lead to
Infective endacarditls, deep muscle layer infections intra cranial
abscesses multiple intra abdominal abscesses and prosthelic
Jaint Infection’® " Actinomyces species are generally sensitive to
penicilling sulfonamide and carbapenems.




Case Presentation

A 39 year old mother with hypertension for 5 years
duration was presented on pest-partum day 45 with faver ford
days duration, Fever was due to urpsepsis and blood culture was
pasitive'with Acinetobacter infaction,

Previously, In early part of 3rd trimester, she had
developad severs toothache and tooth extraction had been dene.
In the 38th week of POA she had undergone vaginal dilivery, On
day 5 of post natal period, she had developad fever, chills, rlgars,
dysuria & urosepsis symptoms, Her serum creatining was 12.2
mg/dl She rapidhy develnped features of acute kidney injury like
oliguria, generalized body swelling, abdominal wall oedems with
fluld overload symptoms. She was managed In the Intensive Care
Lirit (10U) and shieunderwent haemodialysis four dmas via central
vanous fina.

After that, she was transferred to medical ward for
continuaticn af medical maragemeant. Ultrasound scan of shdomen
revealed an abscess i the right side psoas muscle. She was
rmanaged with IV merapenam, cefoperazone-sulbactam for 15
elays, Patient clinically improved, Serum ereatinine was reduced
ta 1.9 me/dl and she was discharged as the patient Insisted,

Mow-again on day 45, she came with same symptams
with increased sevarity. CECT abdomen showed multiple abscesses
in the psoas musce, peri renal ares and rectalls musele, This leacd
ta urosepsis with acute kidney injury, UFR report had fieldfull of
pus cells with albumin +++ Her both legs were swallen, Urine
PCH showed nephrobic range proteinunia, Both lewer limbs venous
duplex scan was normal. Tnere was no deep veln thrombosis.
Har AMA. Ant mitochrondrial ant biody, P<ANTA & C-ANCA were
negative, Complemeant C4- C3 were within normal llmit and helpad
to exclude connective tissue disarders, Melioldos:s antibody &
Misrtoux test were negative, Renal biopsy showed resolving scute
glomerular nephritis. Ultrasound gulded psoas muscle abscess
aspiration was done & pus culture was positive for actinomyces.
She was managed with the W cefoperazone-sulbactam for 45
days and supportive management was also given. Patlent clinically
improved along with other parameters. After 45 gays of 1V
antibiotic, patient was dischargad with full recovery,

Discussion

TThis patient develaped severs toothdache apd tooth
extraction was donein early part of the 3rd trimester.

Testh extraction causes dysruption of mucosal barrier
and causes sgme bacteria in the normal mucosal flora such ag
actinomyces 1o get into deeper siructuras, N

From deep structures bacteraemia can ocour with
formation of nidus at a different site and can cause chronic
infection with abscess formation, Bacteremla after the dental
procedure may cause long term sequeleas, ™

During pregnancy, rising harmone levels cause pums
to swell and bleed allowing & high chanee for infection, '

In this patient, actinomyces bacteria originated from

normal oral fiora may well be the source of infectlon in psoas
musce, renal abscess and rectalls muscle abscess.[10]

Taath extraction in pregnancy pericd leads to high risk
af bacteral invasion of blood stream and may l=ad to multiple
desp seated abscesses, [12,131

She was treated for urosepsls and acute Kidney injury
on day 5 of pestpartum periad, In nhospital management, IV
canula, urinary catheter, VP fine, ICU management, haemodialysis
wore the main risk factors for acinetobacter infection in this
mather following pregrancy wha had already been affected by
actinormyces infection,

This arganism can be a mult drug resistant organism.
Colonlzation of acinetabacter in skin, oral mucosa, GIT tract
Increases rapidly after admission ta hospital or ICU. Because of
immune compromisztion in pregnancy, there was high risk of
colenization In the muscosal surface and spread inta blood stream,
[1'%11})

Shie was managed in the medical ward for 15 days with
intravenous (V] merapenam, Veefoperazane-sulbactam, She
improved clinically and was discharged a5 per her request Again
an 45th day of postpartum, she presenied with same symptoms
but with increased severity. This time also bloed culture was
positive for aclnecobacter. and CECT abdomen showed muitiple
abscesses in psnas musde, reral area and rectalls muscle,

Ultra Sound Scan (US55) guided aspiration of pspas
abstess was done. Pus culture was positive for actinomyces. She
wias treated with [V antibiotic for 45 days this thme and acinetobacter
infection was fully eradicated from blood stream.

In previous hospital admission, as she was partially
treated with [V antibictics for 15 days, the Infectlons refapsed.
Actinomyces with acinetobacter super Infectlon neads long term,
hilgh dose IV antiblotics nearly around 45 days to lacilitate the
drug penetrate inte abscess and infected tlssue 19

But antibiotic duration prabably may be shortened by
optimal surgical resectlon of infected tissue.

Preventive dental care before pregnancy is essential o
avold oral Infections and their complications, It is best bo avoid
dertal treatment during pregnancy and avold exposing the
devaloping baby to any risks, even ifthey are minimal. [3Frequent
Tollow up and proper antibiotic may be needed after the dental
procedura,

Diuring the pregnancy period patientmust take preventive
meaasures e avoid acnerobacter infectlon. Staff and patient must
practice good hand hygiene: Simpla handweshing with running
wilter and soap alse vastly decrease the transmission to others,
s

Health cara staff scrubbing their hapds with antiseptic
soap or hand sanltlzer also leads to decrease In transmission of
bacteria to others. Environmental dleaning, which involves the
storllizing surfaces and aquipment with high prade cleaning agents
such as bteach which destroy the suter coating (Capsule) bacteria
will further reduce transmission of infection.™ But surgical

© wuitklan Medleal Association VoL 12 (1) 2020 . Allghts resenvied. |



imstruments need high pressure and heat for sterdlization, Gamma
raciation is more beneficial for sterilization,

This case report bring awareness of avolding teeth

extraction during pregnancy period, importance of practicing
pood hand hyglene and using sterilized instroments to prevent
the health care Burden following hospital acquired infection,
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Case report of left sided Infective endocarditis with multiple septic emboli involving the

pulmonary system
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Abstract: _

Infective endocatditls is the infaction involving endacardium ar vaives of the heart. This leads to cardiae and non-cardiac
marbidity. Infective endocarditis with septic embolism may cause many iife threatening clinieal camplications, ' Septic embalism
ta the train, kidney, spleen, liver and pulmonary system constitute the vast majerity of metastatic infections: 1A 74 year old
patient with a history of rheumatoid arthritis and Felly syndreme, who had undergone splenectomy 14 years ago, presenied
wlth,l_éﬁ; sJ_n:'peﬁ ihtm:tls.re_ énﬁ::;mrg:_utls_nngl n;l_u!_'tlpli: septic embal invalving the kidray, pulmonary system and Ihvet, We wauld like
o Bighiliphie lefe sided [ifective endocarditls causing mukiple septic emboli dnd emball In puimonary which is a rare occurance,
Pulmonary septic emball are usually caused by diht sided endacardtis.

Keywords:
Infectivie endocarditis and Pulmonary septic emboli

Introduction

Infective endocarditis is usually caused by bacterial
Infection but few other pathogens also may cause infective
endocarditls, ™M according to the degree of seven by and progression,
this has been classified into acute and sub-acute form. Acute
farm is the acute ensat and fulminant course!¥ Sub-acube form
iz the slowly developing type of infective endocarditls. Accurate
and timaly igentification of infective endocarditis and septic
embollis clinfeally Important In formulating the treatment strategy,
im

Contrast CT ard MRI are used ta idantify bath the axtent
and |ocation of posternbolic nfarcts or abscess.

Underiying heart disease, cardiac surgery, prosthetlc
valves, intravenous drug use, oid age, immune sup pression dnd
dental infection are the rmajor risk factors farinfective endocarditis,
Wegetation on the mitral valve, vegetation larger than 1 Drn slze,
mobile multiple vegetations, annular abscess, the causative
arganism being staphylococous surews, are the main risk factors
for infective endocarditls causing multiple septic pmbali, 4

Infective endocarditis with septic embell may present
with reultiphe organ or syscem involvernent such as Central Nervous
System {CVS), pulmonary system, extramities, spleen, kidney,
coronary vessels, liver, bone and |oint structure, lllac arterlal
SysbeT OF mesentery arterfetd

According to the organ or system involved, they may
present with differcnt symproms, CNS imvalvement may present
with focal neurological symptoms sech as hemiparesis; diplopla,
aphasia, and nen-focal neuroiogicat signs such as hieadache,
sebeure and altered mental state, Renalinvobement may present
with lain pain, glomerular nephritis and hasmaturia, Pulmanary
[rvaiverment present with plewritic chest pain, cough, haemoptysis,
puimonary infarction, abscess, pneumothorax and pulmonary
(rfiltrates, Mesonteric artery involvement may present with acuie
abdomen. Liver invalvemsnt may prasent ke liver abececs, Mostly
right side Infective endocarditis present with pulmanary septic
ernboli

The major goal of therapy s to eradicate the infectio s
agent from thrombus, The prolong administration of IV antibiotc
is thie main stay of treatment. If patient develops ary complication,
fe may esd mult organ suppartive treatmaent like haait fallure

reglimie for heart fallure and heamodialysis for renal failure,
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Paor résponse lo medical therapy, recurrent septic
emboll, persistent sepsls, fungal Infective endocarditls and any
septalare indications for surgical Interventian.,

History

A 74 years old male patient with Rheurmatold arthritis
and Falty syndromewith splenectomy done Tdyears ago, presented
with fever for 2 weeks with chills and rigors, dysuria, right side
toin pain and mulkiple [olnt gain, He alsa complatned of cough
with exertional shortness of breath and pleuritic chest pain with
reduced appetite, On sxamination, a systallc murmur at he
cardiac apex radlating to left axlllary reglon without peripheral
stigmata of infective endocarditls, Bitateral ling crepitations; right
hypochondral tendermess and a swallen left knee without features
ol suptic arthirtis were found

His Hbwas 8.2 prdl, WBC- 21%103 rmm3, Meutrophil- 719,
CRP 224 mgfdl, ESR -104 mim, 5.creatinine -1.8 mg/dl, UFR-
microscoplc hasmaturia,

ECG-Twave inversion LI, LILVANG, Troponin |- Megative.
20 echo revealied vegetation in the posteriar mitral valve leaflet
and mikd LY failure with Ejection Fraction approximateiy 45%.

AST-212 U/L, ALT-194 LIFL, ALKP-376 L. Twa bBlood
cultures of 12 hours apartwere positive with enterococous, LSS
abdomen showed embolic ischaemic infarction in the hver
wilhsmallabscess formation. CXR- PA showerd aleft sided cavitating
lesion which was canfirmed by a CECT Chest. CECT abdamen
reveated an infarcted area on upper poleof right kidney with tiny
abscoss farmation and infarcted areain lver with small abscoass
formation. Percutaneous drainage with LSS puidance of renal
and liver abscess was tried, but aspiration was faled dus to small
cavity and partialligufication. Leftside knee joint aspiraticn uld
was normal, sputum AFB negatlve. mantouxicst was negative,
Mellodosis antibody tree was negative. Lipper Gland lowers
Glendoscopy was normal, Hewas treated with 1V ceftriaxone, IV
clinidarmycin, IV teiroplamn, Asplrin, Atarvastatin, clopldogrel,
ISMN, Lashxand captopiril. 5.C encxaparin was given for 4 days,
Antiblotic was planned to be given for 42 days,

Fever settled and patient clinically Improved, On day
20, posterior mitral valve vegetation size wasg found to have
decreased In repeated 20 echo. But unfortunately, an day 38, ke
complained of severe chest paln and suddenfy went Into a cardiac
arrest and passed away despite elforts to resuscitate.

Discussion

A 74 vears old patient with rhaumataid arthelts who
el undergone splenectomy for felty syndrome camea with high
fever, multiple Jolnt pains with severe left side knee jolnt pain,
But kned joint aspiration was normal, We have excluded septic
arthritis, Ho haddelaulted trestment for 2 years, Rheumatoid
arthritis relapse was also possible, But there was & cardiac imurmur,
and miral valve vegetation was found on 20 echo, Blood culture
wils positive forenterococcus and mulliple septc smbal wers

faund in Imaging studles These features were favouring the
dizgnosis of Infective endocarditis. o

Infective endacard(tis with embalic or metastatic
manifestatiors have higher mortality rate than Infective endocarditls
without embaelic manlfestarion, 17

This patient hadcontributary factors ke old age and

splenectamy with immune deprivation leading to Infective
endocardiis with multiple septic smbolization.
Generatly left sided infective endacardids leads t muliliple saptic
emboll in the brain, kidney, lvar and Intensting, But septle
pulmanary embolism is an uncommeon condition, generally
associated with right side Infective endocarditls =

Butin this case, he patlent wes found to have left sided
Infective endocarditis assocated with multiple septic amboll with
pulmonary irvolvement,

This Is may be due to haematogenous spread with
bacteremic seeding secondary to severs immune deprivation or
soimetimes végetation Inthe right side valve with less than 3mm
size may not be detectable by 20 eche " Because of older age,
Riveumatoid arthritis with defaulied treatment, there isincreased
risk af schaemic hearn disease, M and severe immune deprivation,
with Infective endocarditis with muldple complications ageravate
Istharmic event and finally can lead to myocardial Infarction which
may explain the final outcorme of this patient,

‘Werepart this ease asa rare complication of left sided
Infective endecarditie with multiple septic emboliwith pulmionarny
lwaslvernent and also as a case with multiple compiications which
mache it a greal challenges m management,
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Introduction

Russel's viper {Daboia russeli) s a highly venamous
snake erratically distributed in the South Asia (1), Mumber of
admissions due to snake bite in Srl Lanka is approximately 37,000
per year and the Russell's viper (RY) is responsible for 30-40% of
the snake bites (2), Up to 70% of RV venom s composed of
Phospholipase A2 while the rest are Lamino acid oxldasa,
endonuclease, phosphodiesterase, 5'-nucleotidase,
phosphomonoesterase, paraoxonase, byaluronidase and a variety
of proteinases including endopeptidase and arglnine esterbydrolase
(). Phospholipase A2 |s respansible for the array of manfestations
such as platelet dysfunction and ceagulopathy, neursloxicity,
haemaolysis, rabdomyalysis, naphrotoxicity ez, (3), However
features of increased coagulopathy has been rarely reported,
We roport a rare case of a 42 year old lady who suffered an
infarction of the completa right cerebral hemlsphere following a
RV bite,

Case history

A A2 year old lady admitted to a peripheral hospital
within one hour following a RY bite. She had no local or systemic
sins and sympeoms of envenomation, Whole biood clotting time
(WHECT) wis less than 20 mindtes, After 2 hours patlent complalned

of abdominal pain but did not demenstrate any other features
of ervenomationand the WEBCT was less than 20mins; The paten
beeame drowsy with GCS 13415 at the 3rd hour of presentation
and the abdominal pain persisted and WBCT was prolonged.
Hence antvenom serum (AV5) 20 vialswas administered. Despiie
AVS patient became progressively drowsy necessitating
endotracheal Intubatien and mechanical ventilation. The non-
contrast CT (NCCT) brain revealed oedema of the right cerebral
hemisphere with midline shift (fmage 1), Then the patient was
transferred to our unlt for further management,

On admission the patient was on ventilaor with GCS
315 without sedatlon, The NCCT braln was repeated and It
revealed Infarction of the complete right hemisphire with midiine
shift (image 2). 10 vials of AVS administered again and the pationt
was admitted to the 10U, Cranlectormny was considered in this
patient, However as there was significant midline shift with coning,
established Infarction and as the GCS was 3015 It was apted
agalnist. Within fess than 12 hours of admission to the ICU patkent
succumbed to the snake bite and cerebral cedema,

Discusslon

RV 15 @ highly venomaous viper. One aof the comman
clinkeal manifestations of the AY bite is coagulatlon defect due to
venom induced consumptive coaguiopathy (VCC) (41, Thie pro-
coagulant toxing In the venom sctivates the clotting cascade
leading to consumption of the clatting factors leaving the body

[ 39




deflcient of the elotting factors creating & state of coapulapathy
14, This results in increased risk of bleeding including Intra-cranial
hasmarrhage {ICH). However the ciinical presentation of this
patlent was complete infarction of the right cerebral hemisphere
leading to cerebral pedema and midline shift, There have been
few ¢asas reportad where the patieats developed Infarctions
fallowing snake bite. Siddalingana et al and fyotirmoy et al haye
reporied two cases where the patients developed a posterior
circulation infarction and a middle cerebral artery territory
Infarction respectively following BV bites (5) (6},

Three thearies have been postulated as tor the
pathopenesis af infarctions in snake bite,

1. Damage to the vascular endathelium and vasculitis by the
wenom resulting in pro-coagulable state it the cerebral
wessels causing infarction (5).

2. Hypotenslon causing watershad infraction, Hypotension can
hie due o excessive sweating, vomiting, and increased
vascular permeabillty dug to relesse of vasogen|c agents or
adrenal hemorrhage. Procoagulants in the venom such as
argining, esterase. hydralase, hyper viscosity due Lo
hypotension can result In 4 hypercoagulable state in the
blood vessels causing an Infarction (8} This usually iInvolve
the watershad areas of the brain.

3. Hypercoagulation due to the components In snake venomm
is @ better explanation for the manifestations,

First and theihird hypothesis can expiain the manifestation
ot this patient. Tha first hypothesis can explain the pathogenesis
if multiple vessels are invalved, The third hypothesis of
hypercoagulation due to the components in snake Venom is &
better explanation for the manifestations of this patient.

Decompressive cranlectomy S a viable option for
intractable corebral oodema (7). However the outcorme of the
surgery depends on multipie factors, An early decompressive
craniectomy may have resulted in o favourable outcome inthis
patient. Performing a major surgery while the patient is having
a coagulopathy is risky. However the cosgulopathy could be

carrpeied with biood products and the surgery may be attempted,
In concluslon, cerebral infarction is a serious bul rarg
cormplication of RY bite, Early NCCT brain should be arranged if
apatlent s becoming drowsy lollewing AY bite in order toidentidfy
haemarrhage or cerebral oedema and intervened early,
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Introduction

Preumocystls Preumonia (PCP) Is 4 potentially lle
threatening infection that occurs In Immunacompromised
indiiduals. The nomenciature for the spedes of Preamocystis
that infects humans have been changed fom Preumocystis carnll
to pnemaocyatis |irovect, thiswas done to distinguish it from the
species that infects rats, HIV- Infected patients with a low CD4
counts are at the high risk of Premaocystis [Irovecd preumeanla,
Othars at substantial risk include transplant recipiants, thoss
wath capcer, aned thase recebing glucocaticotds, chemotherapeutic
agents and other immunosuppressive medications,

The incidence of pnemaocystis |irovecli preumonia
dramatically declined due to effective antiratroviral therapy and
ioa lesser extent the use of prophylaxis. The clinkcal manifestations
af pnemacystis jirevecl Preumonia dre most commonly gradual
in onsel, and characterlzed by fever , cough, and dyspnea
progressing aver days to weeks, The incidence of premocystis
Jfrovedli Pneurmania in HIV infected patients increasas-as the CD4
counts decreases, with most rases ocouring when the CO4 caurn
trops below 200celsf micral, Hypoxia occurs with progression
of prismocystis [irovecl Preumania, The slvealar- arterial oxygen

gradient i widened. Oxypen desaturation can occur with exercise
and hignhly suggestive of a diagnosis of pnemocysts jiroveci
FPreumatiia,

Jean i patierits with AIDS, It typlcally ocours

aunt <20 mﬁﬂnrhmmq;mdmmmmmmﬁmwﬂmm
: *.ﬂﬁﬁ!"%‘!,;ﬂﬂ:m Jirovecl preumanis presen

ed as poaly resporiding prieumania.

Case History

A5 year old gantleman from Chenkalady . with the
history of progressive warsening of SOB.and on s off fever Tor
Imonths duration. He was a known BA pt diagnosed 1 Dyears
biack and not on clinle fellow up and alsonot on regular inhaler
He worked at Malaysia for last 2 years, He developed frequent
S08 last ane year, Because of symptoms ten month back he
returned back 1o Srilanka, The symptoms progressively worsen
over fast three months. He attended several GPs Tar last ten
muorniths and he was diagnosed as lung infection and treated with
antillotics on several occasions, He transiently got improved with
treatment, but It again recur, One month back he got inward
treatment at Teaching Hospltal Batticaloa and course of |V
antibictics was glven over a week and discharged. Following weelk
he apain developed fever and 508 and agsin got admitted.

He-tad on and alf fever for last three manth. Ibwas fow
prade faver responded to Paracetamol.. Not associated with chiils
or rigors. Mot associated with night sweat Patlent had cough with
minimal white sputum. Cough mostly associated with exention.
Mo histery of haemoptysis, Na kistary of early moming worsening
aof cough, He had history of loss of sppetite and loss of welght for
[ast & months, He lost around 14k within last sicmonths.

His LGP was noomal, Patient did not have history of
|aint pain-or rashies in body, No history of chest pain /£ palpitation/
orthoprnoea/ PNDYpedal oedema. NO histary of nausea £ vomiting?
abelominal pain, His bowel opening was normal He was treated
for possibly DHF In Malaysia yvear back (no record dvaitabla) with




I flusids and IV drugs. He didn’t have history of biood transfusion

There were no past history of TH, He was a priest marded al his

age af 20 years and segarated within & manth of marital life, Ha
was anon smoker non alcoholic Mo history of substance abuse,
He denied the history ol extra marital affairs. Mo contact history
of TB .MNot had pets or birds at home. On examination he was
mild tachypnia AR 26/min, He faund to bave B/ inspiratory Fing
crackles along with coarse crackles hearedin lower zones. Other
syslem examinationas normal. Investigation revezied.

1) FBC

waC BEOOD
M B5%
Lym 0%
Eo 1%
Hb 11.5
PIt 318000
2) CRP 79
3) ESR 51
4)  LFT Mormal
51 RFT Normal
6)  Urine Culture  negative
¥ Hlood culture  negative
8 Us5 Mormal
9] ZDECHD Mormal
1) Sputum AFR negative
11) Mantoux negative,
12} THPCH negative
13} ABG
] Host Cxertion
FH 7.59 7.5
Peo2 F A v
Pod 63.3 57
Heo3 2.4 17
14} CXR Bl lower zone Infilirates
15} HRCT

Lung volume [s preserved

B/ ground plass appearance Invelving the both lung flelds
and relatively sparing the apsx

Madular opacities with basal fibratic changas seen,

Mo pleural effusion

1M P: appearance ara mare In favour of WSIP

16, Retroviral (Elisa) positive

western blof - confirmed
17, CDd count 54 cellimicoli
Discussiont

This patient presentad with poory resolving preudmenia
with progressive worsening of S0B.; The Patient poorly responced
to treatment with the broacl spectrum antiniocs. Cultures were
negative with chest X ray evidence of B/L Infilkrates, HRCT dong
and it revealsd PSP,

But while In the ward his MRC breathlessness scale
worsening from 3 ta b, The ABG showed significant desaturation

and with exertion |t further dropped, HRCT also neted B ground
glass appearance invokdng the both lung fields, With his backgrouind
histary of forelgn travel we strongly suspected premocysis
firoveci Prieumonia and started trimethoprm -Sularmethogazole,
Fatient showed clinlcal improvemesnt,

Subseuerily we recelved the positive retrovical report
confirmed with western blot The €04 count came as 54 cellimica
Ii. W discussed with the patient further snd revaaled the raparts
tz him and finally he came cut with the history of sexual contact
at Malaysia, We arranged subsaguent treatment with Natlonal
STOVAIDS Contral programme [NSACZFP).

Conclusion:

We have (o consider the pnemocystis jiroveci when
poady respending preumania with progressive worsening of
SOB and the evidence of oxygen desaturation specially with

pxerose even patient denies the possible contact history
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Intreduction

Dengus fever which Is now becoming a burden for
health sector in Sl Lanka with rumber of reparted cases reaching
a hundred thousand in the year of 2019, This was almost the
deuble the reported cases compared (o previous year [1Dengus
fever is a mosnuito born viral disease that k= ransmitted by female
muosguitoes mainly of the species of Aedes aegeptito a |esser
pxtent Andes slbopictus. [2]Mortality is Increased when denge
is complicated with leakage or expanded dengue syndrome.[3]
U the other hand leptosplrosis = 8 seonwsis caused by aspirochere
penus leptospira which moestly affects troplcal countries |
Leptospirosis has a high mortality specifically when |t infects
elderty population [415ince dengue and feptospirasis have common
clipical presentation differentiating them Is a clinical challenge
1o the traating physiclant s important to diagnase leptospirosis
because aarly Inltiation of antibiotic treatment has favourable
outcome[5]A¢ the same tme identifying the dengue fever is also
Important as fluld management s vital part In the managarment,
Nowadays dengue can easily be diagnosed In the sarly febrilz
llriess Using NS 1 antigen test Butwe should consider leptospirosts
as aolnfection it high clinical suspidon s there.We here areport

a case of a 77 year old man who had dengue hemarrhagle fever
with colnfection of leptospirosis complicatid with tubulointerstitial
nEphritls,

Case Report

A T7 year ol man who was kriown to have hypertension
presented toour uritwith 4 days history of fever, headache, retro-
orbital pain,arthralgia and myalgia He was complaining of
shiariness of breath which was started one day prior t admission
and it was progressive, He didn't notise any reduction in uring
autput.He had flood water exposure during the rainy season
which was one week prior to the fliness but he refused any contact
history of fever, On the day 2 af fever his biood was checked for
dengue N5 1 antigen which was positive, On examination patlent
was afebrilehad mild icterus with conjunctival suffusion mildly
dyspnic with respiratory rate of 18 bpm and evidence ol right
sicled pleural effusion SpO2 was 96% at room air which imprq-imd
10 99% with oxyzen.He was tachycardic with heart rate of 112
bpm and blood pressure A0S mimHg.His heart sounds were
normalApart fram right hypochondriac tenderness his abdominal
exarniisation was normat,

On-admission we did ulrasound examination which
showed free fuld In the hepatorenal pouch and pericholerystic
area as well as bilateral pleural effusion.Complete blood count
showed WBL of 18000 with neutraphil predaminance, platelet




count af 16000 and hemaglobin of 14.8 gidl. Ha had hamatocrit
of 43, AST 146, ALT 108, and CRP 326 Arterial blood gas showed
partialy compensated metabollc acidosls with Pa02 of 54
mmbgE,Palo? of 32 mmHg and lactate of 3.2 mmaol/.His ESR was
78 mm/ 15t hour had ECG changes of sinus tachycardia with
nonspecific 5T segment depresions. Treponin | test was positive
{3.5 ng/ml} and we arranged urgent 20 echocardiegraphy which
showed moderate left ventricular dysfunction with an gjection
fraction of 0%, His electrolytes and renal function were aiso
deranged.His serum creatinine was 4.2 mgfdl, blood urea 118
mg/dl, potassium 2.9 meq, calcium 6.8 mgddl, magnesium 1.2
mig/dl But hisserum sodium was normal which was 138 meg.He
had elevated bilfrubin level of 64 micrmalfl with elevated direct
and Indirect fractions.Serum albumin was 2.2 gidl but PTYINR
was normal.Creatinine phosphokinase was 448 UL,

We started to manage as dengue hemorrhage fever
with critical phase fluld management and manitoring yetr we
considerad laptospirosis 85 coinfection and started on intravenous
ceftrianone and arranged HRET which showed bilateral pleural
effushen but no features to suggest pulmonary hemarrhageHe
maintained urine outputof 35-50 mifhour threughout the critical
phase.We tested the blood for dengue 1gM and lg6 an day 5 of
illness which were positive.Meanwhile nis urine potassium/
creatinine ratlo was 2.8 meg/mmal which was twa times 2hove
normal level We replaced  pottasium, magnesium as well as
cacium intravenously. Patient showed clinical improverment with
gradual nermalisation of CRF, WBC ranal function tast, billrubin
and alectrolytes.On day 7 of liress his blood test was pasiive
for leptospiross lgh astibody.We contlnued the management
as colnfection of dengue hemerrhagic fever and leplosplrosis,
Afiar ¥ days of intravenous antibiotics patient was discharged
with oral potassium, magnesium and calcium supplements for
one week duration.We reviewed the patient one week after the
discontinuation of efecirolytes supplementaion and repeate:d
serum eleckrolyles as well as renal function tests were within
riormial limit. 2Dechocardiogram was also repeated that showed

good left ventricudar function,

Discussion

Leplosplresis |z a zoonotic discase associsted with
muddy water exposure,poor sanitation,agricultural
oroupation bathing In water reservairs as well as flood \water
exposure. This patlent had exposure to flood water as well as
syrnptoms and signs to suggest leptospirosis but he presentaed
L Us with positive dengue N5-1 anligen test which s dong ontha
second day of febrile liness.This tast has kigher sensitivity when
it's been done on first three days of illness,[6]Later an patisent
had positive dengue IgM and (g6 tests which were done on fifth
day of illness, But we have started on intravenous antitiotics to
treat possiole colnfection with le ptospirosis and planned 1o send
the leptospirosis antibody aftar Nifth day of iliness.He had
electrecardingraphic and echocardlographic changes with positlve

traponin | Lo suggest myocanditls. Uitrasonical evidence of dengue
leakage was positive.Though bilateral pleural effusion can be due
to moderate left ventricular dysfunctian, Fiuld in pericholecystic
area and hepatarenal pouch with normal inferior vena caval
diameter favour the dizgrosis of dengue bemorrhagic fever,

We successfully managed dengue critlical phase without
complication and biood for leptospiresis g ELISA was positive,
Actording to madified Faine's eriterla which |s very useful In
dlagnosing leptosplrosis[7] patlent was diagnosed to have
lsptosplrosis which was later on confirmed by micrescopic
agglutinatizn test He had tubulointerstitial nephrirtis which = a
wiell known complication of leptospirosls and he developed
typokalemia hypomagnesamia and hypocalcemia with clevated
renal function tests, This abnormalities can be due to antibiotic
treatment but it was noted grior to initiation of Intravenous
ceftriasone and Improved with suppartive therapy while continuing,
the arsibiotic trestment, since tubulaintesstitlal nephrids due to
leptaspirosis often non sligurlc with electrolytes Imbalance [8]
we managed the patlent with electralyte replacement and
rmainitalning the fiuld balance.His rénal function and electrolytes
gradually normalized over few days

Concluslon

Leptospirosis is endemicin most areas whare dengue
ylrus I transrmittod and it may bemisdiagnosed as dengie fever,
s important to consider colnfection of feplospirosls and dengue
whan clirically suspicious.Antigen positivity for dengus during
the Initial febrile Hiness should not misdirect a clinician from
dlagnosing laptospirosis, Caretul Muld marapement in the critical
phaseof dengue and early inidation of proper antibiotic treatment
far leptaspirosis.|t

carries good oulcome Since twbuleinterstitial neghritis-
caused by leptospirosis is often non-oliguric with elecirolyte
imbalances, imoritoring the renat function tests, maintaining the
fiuid balance and electrolytes replacement help 1o reverse the

condition,
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Denjgue has bacomie a major tiagnostic and management dilemma to a physician in tropical countries, Denjue fever
‘can present ke anyihing and can affectall age ranges, When dengue fiver occurs in an individial with co-morbidiies affecting
the same organ systems affectad by dengue and similar consequences produced by dengue, It would be a diagnostic and
management dilamma to the attending physiclan. Hers wearao prosenting & case of dengue fever with bieeding manifestations
without features of a leak oecurred I an Individual with Chronic Liver Disease causad by alcohol and developed delidum due

to-alcohol withdrawal at the same time,

Introduction

Lengue is a flayl virus which is transmitted by aedes
masguite. The infection exerts a huge impact on public health
and health ralated costs in Uropical countries. A dengue infected
patient |s always a challenge o attending physiclan. The viras
can affect the vascular endothelium to cause extra vascular fAuid
leakage, bone rmarrow (o suppress platelat production, platelets
themselves ta function abnormally and destroy prematurely and
liver to derange clotting mechanisms which predispose to
hemarrhagic diathesis. [1,2,3,4,5] Chronic llver cell disease (CLCD)
also alfects hepatocytes to cause dotting abnormallties, elevated
Iver enmymes and low placelets.[ 6.7,8,9 ] Alcoholic hepatitis and
cirrhiosis are known causes for elevated aspartate transminase
(AST) more than alanine transaminase (ALT), Similar pattern of
transaminitis 15 observed in dengue Infected patlents. . [10,11]
Coincldence of such dissases which manifest with thrombocdnasnia
and fluid leakage is a diagnostic and a therapeutic challenge.
An epidemic of dengue fever in a country with higher prevalence
of alcohol abuse may inerease the probabllity of such a coincldence.
We report a case of Dengue hepatitls and bleeding in a patient
diagnosed with alcohol refated chraonic liver cell disease and
thrambooytopenia who s sUll abusing alcohol.

Case history

A fifty year old fFarmer presented with fever for six days,
He was having intermitient high grade fever with chills and rigars,
nausea, vamiting and anorexiz but did not complain of body
aches orheadache, He also did not complain featuras suggesive
af bleeding or leaking. Past medical histary included chrenlc lver
cell disease diagnosed two years ago but with a platelat count of
341,000/l one year before. He had a good urinary output but
complained of passing tea coloured uring and no pale stools,

The Hacy mass index was 18.5 Kg/m2 and he was febrils,
pale and deeply Icteric, Blood pressure was 150/85mmhg and
had a tachycardia of 108 beats per minute. He also had 2 3
centimeter nan tender uniform hepatomegaly without
splenomegaly. Mo peritoneal or pleural free fuid noted. Other
systemic examinations were unremarkabile.

He wias stared to manage as dengue fever with alooholic
heparttiz on clinical suspiclon. Initial investigations revealed
thrombocytopema with platelet count of 25,000/ul. Packed cell
valuma of 37%, total white cell count of B275/ul. Prothrombin
tme |NF was 2,92 and APPT wias 57 seconds. Dengus lgh antibacy
was positive and 1pG was negative, Other investigations were
showen In thetable 1. Since his AST were in 8748 [L7L with abnormal
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prothrombin time, he was started on M- acetyl oystine (NAC)
frfusion too, Following day patlent became confused with
development of acute delirium due to alcohol withdrawal, He
was admitted to the intensive care for further care, The lver
engymes started to come dawn with the NAC Infusion and the
FTAMR too, After management of acute defirium patisnt was
taken Into the rmedical ward, But stll the patients' platelet count
was coming dawn reaching 3000/ul. On the fourth day of Iliness
he developed gross hematuria and gum bleeding, The
thramboelastogram (ROTEM) showed & quantitative delect of
platelets needing transfuslon of platelet concentrates due to
active bleeding (figure 1). Bleeding was settlad with the platelets
transfusion, On the 6th day of iliness patient was clinically stable
with no bleeding, rising platelet count of 30,000, He also had
reduced liver enzymes too.

Table 1. The blood Investigations changed with the time

PardrieLa) WAL Bay | Dy Day 3 Day 4ibay b
White cell count ful | B27S | 7930 | 953019300 | 5750
Hemuoglobin grdl | 425 [ 175 | 11,2 10:5] 10.4
Flatales count Ml | 2500022000 5000 300015000
Hematocrit v 36 )35 |32 | 324
AST UL | EFaR | 47181523 ) 503 [ 35

_ﬁ.l._T i UM | 2853 | 2234 (2174992 [ 36
Alkaline

Phosphatase WL | 1571 403 167
Billirubin Direct  |umolfL| 52 100 | 34
Ailfirubin Indirect umolfL| 44 62 | 198
Prothrombin timea INR 221 | 1.87 138 1.31
AFTT 57 66
Serum Amylase Ui | ;2 188

: r ="

Figure 1. Thromboefastogrom of the potient showlng no defect in
fibrinagen functions ar extrinsic ar intrinsic pathways of clatting.

Discussion
Anoregia, nausea vormiting lowes BMIwith desp jaundice
and non-lrregular hepatomegaly were the symptoms we neaded
to workout with, Aleoholie hepatitis, dengue fever and leptospirosis
i & background of CLCD were the Inidal diagnosis of interest,
But considering the-higher incldence of dengue and
leptospirosis (reference), co infeetion was also considered. Co

O sattieaton Medical Assticiation Vel 12

incidence of aloohalic hepatits with dengus andfor leptospirosis
wias enlertained, High AST/ALT ratlo |s abserved in dengue and
alcoholic hepatits which is not seen In leptospirosis. Significant
elevation in direct bilirubin fraction is seen in alcoholic hepatitis
and leptosplrosts but not In dengue [1,2] The AST levels of elght
thousarids s net compatible with alcoholic hepatitis which favored
dengue hepatitis, [schemic hepatitls or paracetamol toxicity.
Stable hemodynamic status was abserved during the phase of
transaminitls, does not favor ischemic hepatitls, [3.4] Viral
Hepatitis, Yellow fever and Denglie can havevery high transaminases
levels and amaong them Dengue |s the most likely to cause high
AST in relation to ALT.[5] Dengue Igh positivity . favored Lhe
diagnosis of dengue fever, The dengue Infection In this patient
who had already damaged liver with alcohel and malnourished
state (low BMI) leading to glutathione deficiency with poor
antioxidating caacity may have lead to acite severe liver damage
an this oecasion,

APatlent presented on Gth day of fever and developing
bleeding on 10th day of fever needs an explanation, Possibilites
could be patient still not going to a leak and developed bleeding
parely due o thrombocytopenia due to Dengue infection. Another
prasstbility Is patlent presented late after cricleal phasi: |= over
where we could not find the leak. Dengue fever patients usualby
et leaking and get into hemorragic manifestatians later on but
itis nota rule, On the other hand defective iver functions affecting
on coagulation cascade may also be a cause for the bleeding, But
ROTEM did not show fibrincgen defect or extrinsic or intrinsic
pathway defect to cause the bleeding. However other organ
involvement such as heart, brain and kidney was not seen
fortunately. High INR, APTT with thrombocylopenia may be:
explained with DIC, But blood picture did nat shaw fragmented
calls. High INR arsd AFTT with normal coagutation in ROTEM may
favor liver disease than DIC. Because liver disease causes defects
I coagutation as well as fibrinatysts which may balance the risk
af bleeding and thrombosis. A patient with liver disease may be
in a state of hyper coaguahle state or hemorrhagic state depending
an the patiern of Impalrment in coagulation cascade. Meither
risk of Bleeding nor thrombeosis may be increased due to
abinormalities in coagulation cascade in liver disease which is

ohserved In this case.
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Introduction

Permatomyosities sanidiopathicinllammatory myopaty
with characteristic cutaneous manifestations. This systemic
disorder most frequently affects the skin and muscles but also
affect thejoints, oesophagus, lungs. Incidence of DM and PM has
been estimated &1 20100 000annally, FM 2:1, Peak incidence
40-50yeras | Considered to be the result of a humoral attack
againstthe muscle capillaries and small arterloles Etlalogy urknown
. however ganetic immunciogic infectious and smironmental
factors have beéen Implicated. 25% assoclated with malignacy.
Reported malignancy lung, colon; prostate, breast, pancreatic,
cervical, haematological malignacy . Spentaneously remit in as
imary as 20% of alected patients, About 5% have a fulminant
progressive course with eventual death, However patlents who
survive the disease may experience residual weakness and
disability,

Most patients of D exhiblt both cutaneous and muscle
weakriess called dassic D, However, 3 subset of patients develops
characteristic skin findings of BM in the absance of muscle
symptoms. This group referred as clinically amyopathic

dermatomyasities (CADM) and contains both patients who lack
chinical findings of myosities out have evidence for myosites on
laboratary, radiologic or electrophysiologic studies | Hypomyopathic
M), and patients in'whorm all signs of muscle Involvemant are
abscent {Amyoparhic DM}, CADM accounts for 10:30% of GM
cases. CADN mipstly associated with malignancy and lung disease
than classlicOM '

Characteristic cutaneous findings include Heliotrope
polkiloderma (Shawl and V signs), Halster sign, Perl ungula
abnormalities, psorlasiform changes in scalp,

Weakness of the striated muscle of the upper one -third
of the oesophagus contributes to dysphasia,

Intestial lung disease occurs In approximartaty 405 of
patients with Ok ar Bl '

spontanecus pneumaomediastinum |s rare but serious
compication DM, Appraximately one -half of patients with DM
who develop @ preumemediastinm have amyotrophic DM

Case history

54 year old:gentleman from Meeravodai with no
sipnificant past medical history, has been admitted with he history
of facial rash for dweeks duration and difficulty in swallowing for
Tweak duration,




He inltially developed knee joint pain, after a week he
noted there was a rash developed over the face , anterinr neck,
B/L hand, extensor surace of the fare arm and palm, Itwas non
itchy and no varlation of color or siee with time,

He developed difficulty in swallowlng three weak after
the ansat of rash. 1Ewas mild symptoms and he managad 1o nave
meals, |t assoclated with refllux, There were no variation of
syrmptoms with solld / liguied diet

He had histary of loss of weight and loss ef apoetite for
tast & weeks, He lost araund 3kg within this period, He had
persistent BAL knee |oint pain but no swelling, Other joints are
normal

He had difficulty In breathing on exertlon and tiredness
for last 1 month, Mot associated with cough or sputum, He didn't
have history of muscle pain  No history of oral /genical ulcer . Mo
urethral discharge

Heis a fisherman, Marriad having 3 children,

Cn exarmination there was a viokel colour rashavar tha
face , anterior neck, B/L hand, back of the fore arm and palm,
There was a flne BA Inspiratory crackles aiong with coarse
crackles heard in lower zanes . Other examination fndings wera
normal,

Investigations reveled CRF 01, ESR 49, LGIE nosmal
functional symiptoms likely, Skin biopsy shown Phote sensitive

[ESPONSE

CK. 370-repeat CK-534.,

CEA 148.7 (=3 normal)

CA 125 9.5 { 0-35 noermal

CA99 & { 0-37 normal)

MECT B/L consalication noted and Preumo medistinum noted,

Picture 1

b

Discussion

This patient nitially present with Heliotrope rash, Gotton
sign, facial erythema, photo distributed poikiloderma (Shawl and
W signs}, psariasiform changesin scalp, This is the typleal distribution
af dermatomyosites. Subsequently patlent developed dysphagla

LIGH endescopy nol reseals amy abnarmalities. In dermatomyosities
weakness of T the strigted muscle the upper one third of the
cesaphagus contributes to dysphagla, We plan te do barlum
swallow and oesophageal manometry , but unfortunatesly patient
died before perfoming,

This patient had exertional SOBwith narmal inflammatary
makers and Haemaeglobin level. 20 ECHO was narmal. It might
b an early presentation of (LD, (ntestlal Jung disease 1s an
important comolication of this disorder, Ccourrence of ILD
associgted with rapidly progressive pulmaonary failure and death.,
DM having strong association with malignancy especially
adencoarcnoma ofing pancreas, bladder and stomadh. Qur patient
Inlial malignancy sereaning showed high level of CEA and CA19-9,

Treatment Tor CADM |5 challenging. Cutansous
manifestations ara often more resistant to theragy tan concomitant
muscle nvolvement. Use of immunosuppressive drugs Tor
cutanaaus DM for two consecutive manths or lenger within the
Mirst sl maonth of skin dicasse may prevent the developrment of
clinically significant myosities. Our patient we treated with
prednisclons , while e were Investigating the patient, he developed
respiratary fallure and pneumao mediatinum. We treated him in
medical ICU. But patient not responded to treatment and died.
Spontancous pneumomedlastinum is a rare but serlous
carnplication, Approximately ana hall of patient with DM ho
develop a pneurnomediastinum have amyopatic DM.

The presence o f dysphagia, respiratary muscle weskness,
intestinal lung disease and assoctated malignancy presict the
WOFSE DULCamE in this patient.

Conclusian

Dermatemyosites snould be conslderad In the alisences
of muscie involverment / abnormal muscle engymes wheneyer
the patients having other signs and symptoms, CADM Is not an
unicamman presentation of (.
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A young lady with Dengue Haemorrhagic Fever complicated with Diabetic Ketoacidosis,
myocarditis, severe acute kidney injury and acute fulminant hepatitis
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Dengue viris infection has became a major public health problem inSei Lanka for last 5 years. 17417 suspected cases
reported in 5 Lanka since 1st of [anuary 2020 to 15th of March, Dengue haemgrrhagic fever (DHF) is characterized by the
acute onset af high fever and |5 as_f._q_c.l_ared with slgns and symptoms similar to dengue fever (OF) In the early febrile phase.
Plasma [eakage s the hallmark of DH Fwhich atours soon after the gnd of the febrile phase.: Dengus fever (s rareky known Lo
calise diabietic kernacidosis (DKA) among disbetic patjents, We répart a case of 34 year old lady presanted with DHF complicated
with BKA; myocarditis, severe acute kidney Injury (4Kl and acute fulininant hepaﬁlﬁs.

Key words

Denpue Haemorrhagic fever (ODHF), Diabetic ketoacidosis
(DKA), Myocarditis, Acute kidney injury (AR, Acute fulminant
hepatitis

Introduction

Denglie fever is an acute febrile lliness caused by 4
serotypes of Dengue virps (DENYT, DENVZ, DENWE; and DENVE),
DHF is a life threatening complication of dengue charaderized
by high fever lasting 2-7 days, haemomhagic phenomena (inciuding
vascular leakage of plasmal, low numbers.of platelats and
somaetimes circulatory Tallure. The condition af some patlants
progresses to shock, This is known as dengue shock syndrame
(055}, which could be rapidly fatal if appropoate volume replacement
tharagy |5 not administerad promptly, Without proper reatment,
DHF case fatality rates can exceed 20%, With modern intensive
supportive therapy, it can be reduced to less than 1%2 Clinical
course of DHF i sterectypic and consists of three stapes; Febrlle
phase, Critical phase fleakage phase), Convalescent phase, Type
1 and TypeZ? diabetes mellitus increase risk of plasma leakage by
various mechanisms. During byperglyeaamia in dengue fevar,
uring output may not be a good gulde of the volume status of
the patient as the patient can be palyuric even during shock.
Acidosis may ba contributed both by the shock and ketanes and
may not reflectthe severity of shock. BHF with DIGA is a challenge
Lo treating physiclan regarding Tuld management.

Case Prosentation

A-34 year old mother of two dhildren presented with
fever for three days. difficulty in breathing for last one day,
arthralgia and myalgia, headache, nausea, reduced urine sutput
andintes-menstrial o, Therewas no abdominal pain, Shewas
diapnosed ro have Gestational Diabetes Mellitus (GDM] in her
last aregnancy and was not on regular fallow Up for her glycaemite
cantral, -

[ sxamiration she was obese, aletrile, dehydrated
and agitated, Her pulse rate was 126 bom, blood pressure was
11030 rmHE, respiratary rate was 43/min, breath sound reduzed
or her right lower zone suggestive of pleural effusion. Abdaminal
examination was normal,

i admission capillary blood sugar was 317 mgifdl and
urine Ketone body was positive, Sedside ultra sound scan revealed
right side plewral #ffusion. Dengue NS antigen was posiive,
Arterial biaod gas revealed pH of 7,28, bicarbanate of 9.dmimol/l,
Lactate of 8.9, Serum blechemistry showed Sadiurmof 132mimeli,
Fatassium of 2. 27mmael/], biscd urea Sdmpddl, serum creatining
of 2mgfdl, Serum Clutamic Pyruvic Transaminase (SGPT) aof
A144U7, Serum Glutamic Uxaloacetic Transaminase (SGOT) of
700U, serum albumin Z.6mgfdl, INR 2,47, Activated Partial
Thrambaoplastin Time was 33,7 Sec, serom corrected calcium was
TAmpedl, C-reactive pratein of ddmgfl, serum ferritin of 22000
ngfml, full Blood count as in the tabie,
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Intially wee have Lreated with normisl saline boluses and

insulin infusion. Hyperkataemia corrected with intravenous

calcium gluconate and insulin-dextrose infusion. DHF manitaring

chart started and hourly mnniwrlng dong. Then patient was:

transferret to intensive care unit. Fresh blood transfused early
in the phase of leaking: Central venaus catheter inserted by

consiltant anassthetist and fluid managemant given according

1o the cantral veneus pressure, Urine cutput was nil, Hyperkalsemia
and hyperglycaemia were carrected but the metabolic acidosis
was warsened even with bicarbonate Infusion. As her ferritin was
23000ng/ml we managed with Intravenous methy prednisolone
and ceftrigxone started empirically. Because of low platelst count
dialysis catheter inserted after Sunits of platelet transfusion.
Renal function was deteriorated and continuous renal reglacemant
therapy was givenwith the nephrologist opinion, N-acetyl cysteine
(NAC) infusior, started after gastroenterolagist opinion due o
worsaning of iver engymes and high INRL Then patient developed
distrass and electivaly Intubatad and ventilated 12 hours after
admission. After 36 hours af admission she went into cardiac
arrest even with cardlo pulmenary resuscitation unfortunarely
shie has passed away.

Discussion:

This is & case report of DHF with DKA, In DHE meticulous
fluid administration Is vital but in DKA we need more fluids to
correct dehydration. Actually itis a great challenge to a treating
physician. n this patient NS1 antigen was Initially positive and
following day dengue IgM and |26 were pesitive so fever days

may be Incorrect. A few cases of dengue [I_ln'ﬁ'ﬁ precipltating

diabetic ketoacidosis have been reparted in the literature, but

transient hyperglycaemia with ketosis and acidosis during dengue

‘wiraemia has not been reported |n the literature, One review
article concluded that those who reported diabetes were two

‘and haif times as likely to have dengue haemarrhagic fever3. Thi
physiopathology of dengus hasmerrhagic lever suggests
amplification of the iImmune response due to the presence of
heteratypic antibodies againsta serotype of the dengue virus at
the time of new infection4, Type 1 dinbetes mellitusis comimarily
assoclated with autalmmunity and the Immune system may be
persistently activated with signs ol inllammation in tissues and
vapillaries, and is more likely to lead to Inflammation and liberation
of pro-inflammatory cytokines in tissues, particularly in the
endothelum, which explains the higher risk of plasma leak in
dengue fevers, Type 2 diabetes meliitus is a metabollc disorder
that changes the-anatormecal and physiological integrity of the

‘endothelium due to a permanent inflamimatory condition caused

by activation of T-lw'lmur.ms.whlm leads to the release of pro-
Infarmmatary optokines such as gamma incerferon (I Fidy) and tumour
necrosls factor alpha (TNF-aj which increases the risk of DHF,
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Conclusions

Dengue virus Infection isa major health burden in Sri Lanka. DHF
i% a life threatening condition in dengue fever, DHF with DA S &
challenge to treating physician, Both typea 1 and type 2 dlabétes
Incraase the release of pro-nflammatary otokines and increase
the risk of plasma |eakage in dengue fever. Meticulous fluid
administration is vital, Eariy admission ard prompt hydration will

reduce the complications
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Intraduction

Preceding infections are the predominant trigger of
Guillain- Barré Syndrome (GBS).[1] Epstain-Barr virus, hepatitis
E virus, Mycoplasma prneumonia, varlcella-zoster virus (VEv), and
Zikawvirus have also been rafated to GBS, though the associated
clinical and elactrophysiological varlants are less well-defi ned [2]
WEV ts aneurotropic hurnan herpesvirus. Neurological complications
following primary chicken pox infection are exoremely rare (0,01
- 0.03%) [3). Guillain-Barre syndrome (GBS) is among the lzast
common {1:15000) complications of varicelta [ri] Here, we report
acaseof B2year-old Immunacompetsnt male with GRS preceded
Ly herpes zoster Infection,

Case Report
A B2epear-old male previowsly well patient except herpes zoster
ophithalmicus two weeks prior and past history of varicalla infection

presented with difficulty In walking for 3 days' duration which Is

progressive in nature. [twas foflowad by weak ness of both upper
limbs and respiratory muscles on the follawing day.
Patlent also had pain and tingling sensations In both

hands and feet, On examination, upper limb, having power 4/5

MAC {medical research councll) grading with lower limb of 345
ang respliratery musce involvernent, Deep tendon reflexes were-
absent and sansory examination was normai, A provisional
diagnosis of GBS was made. Nerve conduction study (NCS) study
was done which was suggestive of acute motor axonal neuropathy
(AMAaN] varlant, and the cerebrospinal Tl examination showesd
cytoprotein dissociation, which confirmed our diagnosis of GBS,
His fasting biood sugar was normal and retroviral studies wers
negative. His immunoglobulin levels were within the normal limit,
Varicella zoster DNA was found ta be posithve, Patient was started
on intravenous immusoglobulin (Vg and supportive treatrment
and the patient's condition Improved In due course of time,

Discussion

Patlent clinlcal features wera compatlble with diagnosls
of GHS Le, weakness, paresthesias, and diminished or absent
drep tendon refloxes, The VZV, is a rare antecedent Tor GBS anil
various cases with various pathegenic mechanisms have been
reported since antiguity, In o study carried out by Jacehs etal,[1]
iLwas found that enly ane case out of 154 could be attributed to
VZV, GBS followlng herpes zoster typically has a latent period of
two weeeks o two months, Shorter latent pariods, @s in this case,
are associted with more severe lliness,




Conclusion

Varlcella zaster Is associated with rare but dreaded

naurological complications. Yaricella is easy to diagnose with
typlcal rash and pain and [t should be treated with antiviral
immediately so gs to prevent of reduce such complications,
Furthermore, we should suspect the dreadec neurological

complications in immunocompetent asin this case.
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Introduction

Myopathy In hypothyraldism is obseeved in 30% ta 80%
2 and, It can be dividad into four subtypes: Heffrann syndrame,
Kocher-Debre Semelaigne syndrome. atrophic form and myasthenic
syndrome, Hoffmann's syndrome is a very rare form of myopathy
I ypothyraidism completely reversible with harmone replacement
therapy.

CASE PRESENTATION
A 25-year-old male presented with complaints of
progressive weakness in bilateral lower limbs with difficulty in

gztﬂﬁg_, up fram squatting position and climbing stairs, frequent

muscular cramps, stiffness and paln in muscles for tast 6 months -

that has severely affected his activities of dally living sa that he
had 10 quit his job, He also complained of forgetfulness, slawness
of activities, cold intoferance, reduced sweating, constipatton dry
skin, loss of hair and Impotence, Over the last 6 months he Fas

‘gained & Kg despite loss of appetite; There was no significant past

nredical Wistory, He is 8 non smoker and non alcoholic, There was
o family history of thyraid disorders or proximal muscle weakness.
[ examination, His helghtwas 151 Centimeters and weight was
T2 Kilogramns with a BMI of 32 Kgm, He had periorbital puffiness,
nen-pltting pgdﬁl edema, large wngue and enerallzed lchthyosls.
There was generalized yellowish tinge sparing sclera suggestive
of karotinemnla, There was no golter or vitiligo. He had a regular
prllse rate of S6/min and his blood pressure was 1300590 mm Hg,
Restal cardiovascular and respiratory system examination was
normal. Neuralogical evaluation showed bilateral proximal muscle
wieakness in lower s with grade 4 power and hypartrophy of
liateral calf muscles, (diameter was 3%cm when measured 10cm
below anterior tibial tuberosity) without any assodated tenderness,
Mo hypertrophy of thigh, arn, or any other muscle group wasnoted,
Thiere wis classical delayed refaration of hilateral ankie jerks.

Laboratary nvestigations reveated a T3 level of 0,11 ng/
mil (0.60- 1,87 ng/mi), T4 level of (L18 pg/dl (4,512 pg/di), and




Image 1: colf muscle hgpertrophy

TSH to e 150 plhfiml {0.3-5.5 plUdmi). Antl-thyroid peroxidase
{ant-TPO) anttbody was positive. CPK lovel was 8052 U/ (<170
Uty Serum lactate dehydrogenase (LOH) level was elevated at
1041 W/ (20-185 UA), Biood picturse revealed mild anemia, AST
was elevated to 147 LVL {0-37and ALT to 65 WAL (10-40), Blood
urea ani serum creatinive were normal, UFR was normal and
myoglobinuria was absent. Lipld profile evaluation showed
hypercholesternlemia. Total cholesterol was 400 mg/dl, with LOL
of 300mgfdl, HOL of 28 mg/dL and Triglycerides wera 180 mg/di
Electrocardiography (ECG) showed low-voltage complexsas and
sinis bradycardia, 20 echocardiography showed milld pericardiat
effusion with normal systolic and diastolic funttions. Nerve
conduetion study was normal, Electromyography showed small-
amplitude myagathic motor unit potential. Based on the abave
findings, o diagnosis of Hoffman's syndrome was made. The
patient was administered a starting dose of 100 pg/day of
levotiyroxine which was later escalated to 125 pg/day, Ezetimibe
Sma daily was started as a lpid lowering agent since statins could
trigger myasitis with the high CPE levels in aur patlant, Ona
rodting fallow-ugp after two months, his hypothyro d symptams
improved, T4 levels became normal. Weipht came down to 63
g prowdmal limb weakness disappeared and pseudo hypertrophy
of the calf muscles regressed, Total chalesteral, LDL and Trighycerides
became normal (200me dL, 137mgdd L 108 meldL respactively)

Discussion

The muscular hypertrophy with muscle stiffniess is
reported [nless than 10% af hypothyroid patients, Call muscies
{gastrocnemius) are almost always invelved, The thigh, arm
farearm muscles and tounge are Involved to a lesser extent.

Primary hypothyreidism accounts for 55% of the cases
of thyrold insufficlency, The maln eticlopy s Hashimeto's thyroiditis,
Similar presentation in children with cretinism is referred as
Kocher-Debré-Samélaipng syndrome but absence of painful
spasms differentiates [t fromits adult form, Hoffmann syndreme,

Calf muscle hypertrophy with weakness is also seen in
Duchenne and Becker muscle dystrophy, focal myosits, sarcald
granulornas, and amyloid daposits in moscles,

It has been postulated that the mechanisms involved
could Include an Ingraase in connactive tssue, Increase in size
andl the number of muscular fibers, and hyperraphy due to
accumulation of gycosamincglycan,

A study by Ruchata e al3 reported a negiative correlation
between the adipo ryakine |dsin and thyrold stmulating hermone
(TSH) levels and a positive correlation between irisin and free
rhyroxing levels. CK level was negatively correlated with irisin,
FTd.ard FT3 concentrations. A study by 2ybek-Koclk et ald reportzd
finding a loweer concentration of insin in assecation with prolonged
hypothyraldistn which might primarily resalt from prolonged
rmyopathy. Hoffrmann syndrome carries a favorable prognasis
once hormons replacement is instituted 2nd most of the symptoms
regrass slowly with time, Including the muscle enlargement as
was 1he case inour patlent,

Conclusions

Hypothyroldism s @ very common endocrine disease
and dinicians should be aware of this atypical and rare presentation
of hypothyroid disease spectrum. Inltial presentation with
myogathic manifestations can postulate dlagnostic dilemmas as
calf musde hypertrophy can also présent in other diseases, like
Duchenne and Becker's muscular dystrophy, smyloidosis, snd
Tocal myositis, Patlenta witl those conditions should be sceeened
with a simple thyroid profile befare making the diagnosis of a
more treatment resistant conditions. Hoffman syndrome represents
thase fevw forms of myopathy that compietaly reverse aon prompt
titeragy with levothyraxine and, hence, has a favorable outcome.

Consent
Wrien Infermed consent was obtained fromi the patiant

for publication of this case report and accompanying Images.
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Introduction

Blister beetle dermatitls which is also known as Pacdarus
derrsalitls of Dermatitis linearis | is a seasonal jrritant contact
dermalitls caused when beetles af genus Pacderus are crushed
on the skin, releasing bocly fluids that contaln veslcant pederin,
W raport this chikd due to its uncerimen but dramstic presentation
to both general paediatricians and practitioness neading high
degree suspicion and rapid recovery upon accurate diagnosis
and treatment.

Case History

Aosoven year old child presented with the history of
rapidiy evaldng blisters and crusted shin lesions atthe right elbow
for 5 days. Initlally, child was treated with topical antifungals and
oral @ntiblotics by Genaral Practitioner; however, lesions rapidly
progressed o jmvolve whole of right elbow withoutimprovement,
General examimation revealed both erosted and blistenng lesions,
kissing leslons and plagues with wall-defined elevated border
wver right anterior cubital fossa {figure), The leslions were palnful
and o other slmilar lesions were noticed. Thare wWers norecent
infections, allergies, or medication, Upon specific irquiry, parents
reported that beetles were seen in their home however, child
denied any direct contact with beetles thal were orushaed onskin,
The diagnosis of blister beetle dermabitls was clinically suspectad

and she recélved treatment with Potassium parmanganate
solution compresses, 1% hydrocortisene cream, toploal Framyoatin
Sulfate and systemic Flucloxacillin, Child revealed dramatic
recavery with disappearance of blisters and crusted lesions while
an treatment (figure; 21 Follow up in 1 week revealed complete
recovery. Health education has been arranged at public preventive
sectar level,

Flgure: 1 Blistering, crusted and kissing lesions

Figura: 2 While an treatiment




Discussion

Blister beatle dermatits affects the exposed areas of
the body with greater frequency. Face is the mast common sita
Irvolved although upper imbs and neck can be commonly lnvalved
« This child had dermatitis only on right upper limb, The lesians
of blister beetle dermatitls are erythematous and edematous
plagues with erusts, vecltles and biisters, The striking feature is
presence of "kissing lesions™, Reported complications Include
secondary infections, post-inflammatory pigmentation, and
extensive exfoliating and ulcerative desmatitis, Ocular and genital
inyolvemant is net uncammen and lesions can be triggered by
contact with contaminated fingers!,

Histopathological findings of bllster beetle dermalitis
include neutrophilic spanglosis and reticular degeneration of
epidarmis during arly phase followed by confluent epidermal
recrosis,

Although the reported case was an isolated event, blister
beetle dermatitis is known to cause seasonal outbreaks®, The
differential diagnosis includes allergle and Irritant contact
dermatitis!, herpes simplex and zoster, bullous impetigo and
phytophoto dermatitis . High degree of dinfcal suspicion based
an characteristic skin lesions, identification of the insect and
epidemiclogical features support accurate dlagnosis®,

Whitst bocal treatment including potassium permanganate
compresses and hydrocortisone can be used to trear milder
dermatitis, severe dermatitis needs treatment with oral
eorticastersids, Lasions usually improve in cne weeok with residual
exfollation and plgmentation.

Public haalth rmeasures are Important in prevention of
seasonal outbreaks. These include avoiding crushing of beetles
wn skin and removing them gently, avaldance of slecping under
florescent lights, use of nets for sleeping, regular sprays of msect
repellants and closing of windows before switching on lights
Inside the house.

Concluslon

Blister beetls dermatitis i a seasonal prablem, Early
ickerikification is crucial to treat and prevent complications, This
case repart might improve the knowledge and praciice ef medical
afficers whe may have never experienced this clinlcal presentation,
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Massive splenomegaly with splenic lymphoma: A Case Report

Dr Nishanthi V' Dr Sivansuthan §'
"Teaching hospital Jaffna,

Intraduction

Primary splere lymphama is a very unusual ety
According to guidelines diagnesis of Primary Splenic Lymphoma
should be madewhen the disease is confined (o spleen or at the
maost imvalves hilar lymph nodes with ne recurrence of disease
after splenectamy ., Herein, we present such an unusaal case of
lew grade b cell non hodgekin prirnary Splenic Lymphonia and
confirmed by immunohistochermistry in a patient presenting with
massivesplenomegaly snd hypersplenism.

Case Report

A 63-year-old male, complained of weight loss and
abdominal pain, He was afebrileand physical examination revealed
na palpabie peripheral lymphadenogathy. He had a profubarant
abdomen with a firm palpable spleen that extended below the
navel. Abdeminal ulrascnography and plan computed comogzaphy
scanning showed massive splanomeizaly, Blood axamination
revealed pancytopenia, Bloed picture showed peripheral
consumption of bloed cells, Liver and renal functions were within
riormal limits. Bone marrow aspiration and biopsy revealed
normocellular bone marrow, Therefore, elective splenectamy
was planned and performed, The operation progressed without
complications. The resected spleen wélghed 3.8 ks Tha cutsurface
was almast totally effaced by a huge greywhite homogenous
tumaor saft rubbery in consistency. Microscopy revealad diffuse
profiferation of monatanous population of farge neoplastic
lymphold cells.The tumeor cells were iImmunopasitive for 0 20
and immunenegative for T cell markers. The patient responded
wiell ta standard (Cyclophosphamide, Hydrdxydaunarublein,
Cncovin (vineristine), Prednisone or prednlsolone) reglimen and
i now irl full remission.

Discusslon

The localized indolent lyimphoma s expected to have
good prognasis despite the atsence of further Lreatment with
thematheragy. |n contrast, most cases of aggressive lymphama

Mgl Asaictiticn Vi

T e
A L .rl?\.;

e

show disease expansion and progression,? requiring |mmediate
chemotherapy, It Isspeculated that the high rate of perioperative
rmartatity i rasshwe splenomegaly could be due to rapld progression
of disease and such patients should be subjectod to less invasive
diagnostic methods and treated immediatety,

Splenic lymphaoma and splencmegaly secondary o
lymiphama or ather hematologieal malignancles are aften reporiocd
s a cause of hypecsplenism and the cytopenias resolved aftar
splenactomy in most cases.™ Therefore splenectomy is useful
rie only for diagnosts bul alse for raatment of the underlying
Feamatoioglc malignarcy.5 11 s an unusual case of primary splenis
lymphoma presenting with massive splenomegaly (3.8 kgl and
hyparsplenism,

conclusion

[t 45 evident in such a eritical clinlcal situation, cliniclan
should keep inmind splenectomy as an effective therapautic and
diggnostic method to prevent grave compiicatlons related to
disease (hypersplenism, splenic rupture).
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Abstract !

Melipdosis caused by Burkhloderia pssudomallel has recently gained Importance as &n emerging pathogen (n Sri
Lankaas Increasing number of cases reportad mmalnly fram the narth and east provinces of the country, It causes a wide spectrum
ol clinizal manifestations like pneumenia, sepricasmia, arthrits and abscess in multipie organs potentially mimicking other
infectlans like tuberculasis which |s much commoner I a country like 5 Lanka whers It is endemle. We destribe 8 54-year-ald
r‘I'IE-_‘iE nUrsing nf_ﬂ'r,er wiho presented with recurrent parotid swelling with Iympha_darmpathy-nhlt'h wias Initially ﬁl#gnuaad s
extrapulmanary tubereolosis, howevar poorly responding to standard antl tuberculous treatmient, Further investipations i=olated
B, pseudomallel from parotid abscess establishing the diagnosis of Mellodosis.

Kay words: Parotid abscess, Malioidesis, Tuberculosis

Introduction

Melinidosis is an infaction caused by Burkhlioderia
peseudomallel, & facultative gram negative organism, prewvioasly
known as Psesdomanas pseudamaliel (11 The Infection |5 usially
acouired by Inoculation or inhalation of soil and contaminated
water {2}, Therefore certain occupations like farmers, constructlon
wiorkers and milltary personnel are at higher risk of the disease,
Additionally, patients with diabetes, chronic lung, liver and rerzl
diseases are greatly susceptible for severa infection, Globally,
cases of Melloldosis have been reported most Trequentiy fram
Morthern Australia and Southeast Asian countries like Thailand,
Malay=ia and Viemam (3). However, [thas lately gained imgortance
a5 an emerging pathagen in Sn Lanka over last decade (21,

This Infection can Induce a wide spectrum of clinical
manifestations varying from acute to chronic invalving muliple
organs of the body (4). Theretore, mellaidosis can mimic many
other commuan infactions and often called 1ha greal mimickar,
Therefore it has a high tendency to be misdiagnased In clinical
practice leading to delayed institution of proper management
resulting a significantly Righ morbidity and martality (2, ).

Case presentation
A54 year old male nursing officer presented Initially to
National hospital- Kandy, Sri Lanka with left sided facial swelling

involving parctic region for ona month duration, He noticed that
thi swelling was gradually enlarging since beginning. However,
he denled associated pain, redness, fever or other constitutional
syimiptoms. Thers was ne facal weakness or ear discharges. His
past medical Mstory revealed hypertensian, dysiipidasmia and
type 2 diabetes mellitus reguiring Insulin therapy for tvelve years
with satisfactory disease control, There was na past history or
cantact histary of tuberculosis,

AR examination revealed minimally tender swalling
without ervihema or discrete mass io lefl parotid region, There
was no cervical or axiliary lymphadenopathy at initlal presentateon.
However, ne developed enlargad right sided cervical mph nodes
about 2 weoks latar,

Inltial Imvestigations revealed white cell count 3000 with
normal differential, haemoglobin 12.4 ghdl, platelets 3450004
mim, sedimentation rate 34 mm/hr, C-reactive protein 8 mghdl
{normal <10), Wrasound examination demonstrated localized
collectlon of pus In supearficial lobe of 2t paratid gland, However,
attempt far asplration of pus was unsuccessiul, due to small
coliection size, Purther svaluation with lymph node biopsy identified
suppurative grandlomatous inflammation suggestng tuberculosis.
Aspiratlan for ackd fast bacilli, tuberculeus culture and GeneXpert-
MTE/RIE test were negative, Moreover, chest radiograph and
Maritons test falled 1o reveal any abnarmality, Further investigations
including HIV serology, lactate dehydrogenase level (LDH) ANA
Toxaplasma antibodies, blood culiure, blood picture, serum

© torttcolia Medical Assoriattan Vol 12 £1) 2020 All rights reserved,



calelum, 24 hour urinary calcium excretion and echocardlography
wzre within narmal limis, Computerlzed tomagraphy of neck,
chist and sbdomen showed no evidence of Lymphorma, sarcoidosls
ar no any other abscess, However, he was commenced on
standard reghmen ol antiguberculous therapy consisting lsordazid,
rifampicinetharmbutol and pyrazinamide as a clinically diagnosed
casa of extrapulmaonary tuberculosis,

The fatkal swelling and bimph node enlargement graduatly
resolved over 2 weeks of anti-tuberculous treatment, However,
he presented again with recureence of ipsilateral palnful faclal
swelling assoclited with fever at two manth of antl-tubarcuious
treatment. & dinical examination revealed tender erythematosus
lumg localized to lefi parotd area suggesting a parotid abscess,
which was confirmed with ultrasound examination, Investigatlons
performed at current admission noted WBC- 5700, noutrophil
67%, sedimentation rate 40mm/hr and CRP- 5.1 mgfdl. The
ahscess was managed surgically with incsion and drainage, Pus
culture yield Burkhoideria pseddamallel. Serum melloidosis
antibody testing using indirect haemagglutination method was
reactivie with a time more than 11286, Togetherwith microbiclogical
and serological evide nce the diagnosis of maloldoss was made,
The anti-tuberculous therapy was withheld and he was trealed
with intravenous meropenem and oral co-trimoxazole according
to semsltivity pattern and made a marked clinical improvement,

Discussion

hefiniciosis is a disease with protean dinical manifestations
ranging from chronic localized infection to acute fulminant
sepilcasmiawith cisseminated infection fsading to Tormation of
abscess in multiple argans, Therefore It |s Trequantly bean
misdiagnosed and mistreated for other camman infactions in
tlinical practice. Hence, it is often called the greal mimicker (2,
5.

Fulmonary disease is cansldered the mast cammon
form of meliedaosis affecting appraximately hall of the cases (6],
Radiolaglesl sppearance of pulmonary melinidosis = nan-specific
anel often stmikar to findings of tuberculosis or commuinity aoqulred
preumonia {7h, Bue o serikingly similar clivical and radiological
manifestations, L is often difficult o differentiale mellodosis fram
other Infectlons like tuberculosis which s much commoner m
countries of Indian subcentinent including Se Larka. Vidylakshml
et al, published a repart lighlighting that a pumber of cases
treated as for luberculosis later diagnosed as mellodosis affecting
variousorgans includiong lung, jeincs, spine, lymph nodes, spleen
and pericardiom, (8), A report by PV Kingsley etal, stated tha
theyalume of melindosis cases expectad form Indlan subeontingnt
5 higher tyan reported, possibly due w ander-recagnition (2],

Cwr patient presented with recurrent parotid abscess
which was considerad as tuberculous in origin due to
histapathologleal evidence af suppurative granulamatous
Inflammation though micrebiologlcal proof wis unavallable
Thoigh microbiofogical identilcation of Mycobactesum lberlesis

bacilli s reguired for definitive disgnosis of tuberculosls, tls often
Impractical especially In cases of extrapulmaonary disease,
Histopathological evidence of granulomatous inflamemation aften
provides valuable supportive information for diagnesis of
extrapulmonany wherculosis. Therefore, it s commoen e emplrically
treal for tuberculosis-as clinically diagnosed cases In countres
lke Sil Lanka where It s endemic In sitbations where clinlcal
manifestations are compatible with tuberculosis feflowing exdusion
ol other possible astiologios, Howaver, itis not unusual that the
diapnasis of tuberculosis s revised due to poor dinleal response
and proper culprit s recognized later following further investigations.
Similar to our case, in the séries of 22 patlents reported by
Widyalakshmi et al, one case of parotid abscess melloidosis had
bean mistaken for wberculasls ().

Isalation of Burkhloderia pseudomallel s considarisd
as the ‘gold standard for diagnosis of meliodasis {2, 9), However,
culture aften takes time to yleld results and has low diagnostic
zensitivity (91 Though Burkhloderia pseudemaliel can beeasily
eudtured, [t ean be under-recognized and mistaken for Pseudomonas
spacies especiatly in non-endemic countries unless high degree
of suspicion ks rmaintalned {9, 10} Therefore, serobogleal markers
have recently gained popularity for expedition of diagnosls, (9,

Melloidosts has pregonderance for males, which could
be due to higher petential for exposure due to occupational and
recreational activitles, Peak incidence is betwean 40-60 years of
age, whare (he most cosmaorbidities develop, Dabeies mellitus
i cansidered as the most commion co-morbidity asscelated with
meliaidosis, though people with chironic lung, renal, lver diseases
and malignancies are athigher risk of acguiring the infection 2L

Age, male sex and long standing diabetes weee the
icdentifiable risk faclors n our patienl,

Acgulsition of Burkhloderia pseudomalliel through
inoculation or inhalation usually occurs following exposure to
soll and muddy surface water (2, Therefore, histony of high risk
et res should e elicited during chincal evaiuation ol suspsectsn
eases, But our patlent denjed any significant exposure to-such
ervronment, Howeser, It should he emphasised that the absenge
af exposure to soil or contaminated water ar avidence of portal
el entry vid the skin do not rule out the disease (2), Rarely cases
of bospatal and laboratory acquired melicidoss have been reporten
(11,12), Singe aur patlent was a nursing officer at a surgical warel,
healthrare acquired melioidosls should be considered due o the
absence of definite high risk exposure; though confirmation of
this hypathesis would be extremely difficult.

Conclusion

Melioldpsais = an infection with diverse clinical
manifestations mimicking many other cammen infoctions ke
tuberculosis espedally in countries where twiberculosts ik endemic;
Accurate differentiation will be lmited by limited reseurces and
expertse. Mellpdosls has recently being reported in increasing
incidence In S0 Lanka. Thesefare, high degrée of suspicon for
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rmieliodasis should be maintained during diagnastic evaluation
and follow up of unproven cases of tuberculous o avaid
ristiagnosts and mistreatrment.
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Introduction

DIfficult to treat asthima (DTA} s not ahways asthimia,
Some asthmatics who have been identified a second lung patholopy
alsa can have other causes for their treatment failures. Some
people who have been labeled a5 asthma or chronic alrway
disease or both need a sacand thought, Bven though ARP MIABEA
IS5 Mot uncammon Lo occur i€ is vary rarely we dlagnose [T dues @
lack of faciliies and lusy dinic schedules. We here repart a case
of ABPA who had post TB bronchieczasis finally re-writien her
diagnosis as ABPA In addition. That ended her TA clinic wisits
aftar treatmentwith sterolds and ant-fungals, We would ke to
emphasize the need for further investigations ot DTAs.

Keywords
Post TR brenchlectasis, and asthma and  Allergic
Bronchapulmonary aspergillosis.

Case history

Proviausly healthy fermale executive in banking sector
with two childran, was had developed cotgh with sputum, wheesing
and dysproea 15 years ago when she was 5 years old, She was
started treatment as bronchial asthma after disgnasts with diurmal
variation and peak llow variability testing, She was treated with
beta agonists and steroid inhalers, Inidally she respanded to the
treatment. Bul cough, wheezing and sputum production as well
a5 her lung functions wera deter|orated with FEVY of 64%, FEVT/
FVC ratio of 68% and PEFR of 26% af the predicted,

She did not have fover or other features of (nfections
Infthally. She was producing sputum every time which affected
her activities a year later. She was found to be positive for

© stsicaling Mecieab AsoraH Vol 12 (1) 2020 AILih seerved,

tuberculosis and treatment was initiated and completed,
Unfortunately har symptoms were not Improved aven after
sputum smears became negative, She was found to be having
bronchiectasls with the computed tomography. But she was
further treated as difficult Lo treat asthimea withaut a good response
for nearly for more than a decade. Her exercise saturations were
dropped dunng this tme period, She was atso reated Tor resprratony
tract infections with iontifled Bacterial isolations with Pseudomonas
infecticns for 3 times, Coliforms 3 times, Morasella 2 tines and
Klebsiclia once,

She was referred for us for management of difficult to
treat asthma, (DTA} We Inltally evalualad for co-marbiditlas,
treatment compliance and sterald resistance and thase wera
exelucled. Then invastigated for ABPM. Previous chest $-rays wire
riot avallable but old HRCT-chest film 10 vears ago reported as
ald Tubsrculosis changes. Patchy and most predeminantly
perlipheral bronchlectasis. Few bronchiokes with patchy consolidation
and tree in bud appearande. Focal pleural thickening in bilateral
dpices and In the chest wall, Absalute Eoslnophilic count was 910/
ul, skin prick test for aspergillus 3mm, candida 4mm, toml [gE
initlally was 586ng/ml and repeat test showed 1111 ngiml.
Asperglius fumigates 186 Inftially negative came as 2.59 kua/L
{eut off< 035),

She was started on prednisclone 30 mg dally for 14
days and tapered over 3 manths with traconazale 400mg for 16
weeks and 200mg for 16 weeks. She responded clinjcally in her
asthma-as weil as sputum production and her [gE levels came
e to IRERRMT N Bimonths,
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Figure 2. Flow volume foop showing chronfc ofrway obstriction

Figure 3. HRCT with peripheral ond central bornchiectotic
changes 12 years ago {obove) end now. (below)

Discussion

Worsening of asthma or difficult to control asthma
[OTA)Y Is a cammon presentation to madical clinics as well as to
resplratony dlinles. [1] Causes of OTA can be divided Inth real and
rion-real ebologies. Non-real causes are due to (1) wrong diagnosis
{2} Azzociated comorhidites that worsen bronchial asthma such
as chronic sinusitis, gastro-esophageal reflux disease, slesp apnea
syndrome etc.and more commonly missad (3} Poor compliance
with treatment, the presence of allergens at home or work, On
the tither hand steroid unresponsiveness, pseudo-stencld resistance
are also possible but rare, These patients are having persistent

syrmplorms despite high doses of inhaled sterolds and other
“nonsteroidal” asthma therapy, [2]

If vz exclude these conditions, we would be left with
Asthrma overlap syndrame, peripheral ronchiectasis or allergic
Branchopulmenary aspergliosis/mycosis (ABPA/ABPM). [3,4.5]
One entity of ABPA is severe asthma with fungal sensitization
whare the fungal infection s present Inthe patient for the condition
but diagnostic criterla are not fulfiiled for ARPA, [6] Allergic
branchopulmonary mycosis |5 included aspergillosis in it but
thove are many paticnts presented with fungi other than aspergilius

Eroawninside the lung, [7]

K.F, Hinson first deseribed allergic bronchopuimonary
aspergllosis (ABPA)IN 1952 [8] AHPA |5 4 conditlon caused by a
hypersensitivity reaction to Aspergillus fumigates antlgens
especially in susceptible hosts like those with asthma or cystic
finrosis due to repeated Inhalation of Aspergillus spores, Type |
hypersensitivity reactian Invalvernent is the maln pathology
responsibie bul both tyoe 1 and type IV hypersensilivicy reactions
have also been seen. A polyclonal antibady response leading to
elevated levels of total [gE, Af-lgE, and Af-1gG antibedies are seen
I the serum. Patients with HLA-DRZ and HLA-DRS genotypesare
at risk for ABPA, whife HLA-DO2 is protective apainst ARFA, Flve
stapes al ABFA have been describad: () @acute (1) remission, (1)
ewacorbation, () corticosteraid-depgendent asthma, (V) Horotic
lung disease. [9]

Several criterla bad been introduced In order to dlagnose
ABPA. First successful one was In 1977 called as Rosenberg-
Patterson Criteria which divided into major and minor criteria,
The major criterla consisted of patients diagnosed with asthma,
the presance of pulmonary opacities on chest radiographs,
Immeadiate cutaneous reactivity 2 Af, the serum IgE being more
than 1000 IWYmL, precipitating antibadies against AT, peripheral
blood eosinophilia, and central or peripheral bronchiectasis with
norimal tapering of distal bronchi, The minor criteria consisted
of finding golden brown sputum plugs in expectorant, a positive
putum culture for Asperglilus spedes, and a late (arthus-type)
skin reactivity to AT [10] The International Society for Human
Anirnal Mycology (ISHAM} working group in 2013 developed a
e crileria for ARPA. Dwas divided into predisposing conditions
lilke asthima or cystle fibresis. The next section was the obligatory
criteria whicn consisted of two paints, both of which need to be
present. They are an immediate cutaneous reactivity to AT or
elevated (gE lovels directed apainst Af, and elevaled total IgE levels
morg than 1000 IUfmL. The other criterio consisted of three
points, in which two of three must be present. They are the
presence of [2G antibodies against Af, the presence of pulmonary
opadtles on chest radiegraph, and lastly an ensinophil more than
500 cellsA)L In steroid nave patient. [11] Our patkent fulfilfed both
Rosenberg -Petterson and ISHAM riteria,

It can further be subdivided into three catergories
ABPA-S ABPA-seropositive; Patlents with asthrna that meet
minlmum requiréements of ABPA but da not have central or
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periphsral bronchiectasis ARPA-C B ARPA-central bronchiectasis;
Patlents who mieet the rinimurm ceiterla for ABPA and alsa have
centril bronchiectasls SAFS; severe asthma associated with fungal
sensitivity: Severe asthma (British Thoraeic Seciaty step 4 or
worse), Exclusion of ABPA { total 1gE <1000 (U/mL), Evidence af
sensitisation 1o one or more fungl, by skin prick testor RAST test

There arp faur goals of treatment [n ABPA, They are to
control symptaims of asthma or cystis fibrosis, (o prevent or treat
pulmonary exacerbations of ARPA, o reduce or remit pulmanary
Inflammation, and to reduce progression o end-stage flsrotle or
cavitary disease. But unfortunately, a delay in treatment for ABPA
can lead 1o complications like pulmonary fibrosis, bronchiectasis
with chronic sputum production, and severe persistent asthma
with loss of lung function, l}es-plhé the sub classificatlon of the
patient. the treatment doesn'tchange significantly. Corticosteralds
still remain the main drug therapy used for ABPA regardless af
chassification, [12)

Systemic glucacarticokds are the matnstay of tréatment
commaonly used, Oral Prediisalone Q.5mgdag dally for 14 days
converting ko every other day reglmen and further tapering over
3 months, Somée patients may need higher doses due to severity
of the asthma. [1 3] Although systemic sterolds dlong can be Used
for the treatment new guldelines recommend combination of
systemic steroids along with antl-fungals for better results, [14]
Itraconazole 200mg twice dally far 16 weeks and 100mg twice
dally for further 16 weeks is the usual dosage. [15] Use of
Itraconazole iz limited by issues of poor absorption and
binavailability, pharmacogenetic varlabllity In eytochrome FA50
enayane-mediated hepatic metaboli=m and toxicities . Theretare,
therapelitic drug manitering has been recommended; [16] Newer
aral triazoles with excellent ant-Aspergllius activity ivoriconazcle
and posaconazole) have also been reported as beneficial o e
treatment of ABPA, particulary in patients with CF, [17) Amphotaricin
A alsg hasbeen vsed for treatment, Dmalizumab, a monodonal
antibody against IgE, has been used in ABPA reatment. Reviews
of ABPA cages, including 17 bionchial asthima cases that wers
treated with omalizumab, have shown bepeficlal effects suchas
reduced symptoms, decreased exacerbation rates, and
corticasteroid-sparing #ffects. [18] Even though the role of total
anel specific IgE In monltoring treatment responses In ABPA
remains cjuestionatle, clinical response in addition to [pE levels
measurement {5 used to manitor the treatment suceess, [19]
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Abstract ;

Anti NMIDAR encephalitis s an autoimmune encephalitis, which Is caused by auto antibodies against N-methyl-D-
aspartate receptors, IL ks the commonest fype of autoimmine EntEphaJll.tiS and is mostly seen in young adults with & femals
predominance, The exact incidence of the &[%I_EEIE_E in unknown, However, according (0 pravious case feports and saries, it =
often ﬁﬂﬁdt_agnusaﬂ or_mder«dlagﬁnseﬁ thaballyas ﬁﬂk!;ashatlnﬁally. ' ' '

Al NMEAR Bhcephalits (s often associated with gvarian teratoma in females {52%), and characteristically presents
witit neuropsychiatric symproms, including change in behavior, psychosis, seleures, mimory and cagnityve deficlt, abrommal
movernents, dysautonomia and decraased level of consciousness, I1s mortallty Is around 579 iTlef untreated, Early treateent
with immuneotheragy-and eesection ef assoclated malignancy carries good prognosis:

Although there are many case reports publishad in other counitrles, very [éw rase reparts published fram SriLanka
up to date, The main reasan for that seem to be Lnder diaghasts and misdlaghasis of the syndrorme, The Indence o autaimmune
anephalltls in Se Lanka has bean postuiated byasiudy dane by T.Chang et al[9], bt the exact incidence or pravalence of anti
MMDAR encephalitlsin Sri Lanks is stlll unknown, It ralses the need for raporting of these cages.

We report this rare case of anti-NMDAR encephalitis from Kegalle, Srl Lanka, In a 13-year-old girl which was notassoclated

with malignancy and responded well ta lmmunatherapy,

Keywords
MGsE encephalitis, ovarian teratoma, immunotherapy,
plasma paresis,

Introduction

The predicied incldence of all types af encephalitis is
approximately 5 1o & cases per 100,000, and in 43 to 50% of the
cases, the cause s unldentified (1],

Infections dre the most fraquently recognized causes
af encephalitis, Howover, Inrecent years an inoreasing number
of non-infectious, mostly autoimmune, encephalilis cases have
besn reparted [2]. A study from a center that Is specifically
concerned with the epidemiclogy of encephalitis showed that
the frequency of the mast comman form of autaimmuna
encephalitis, the type with antibodies against the N-metiyl-0-
aspartate receptor (NMDAR), surpassed the frequency of arny

inclividual virat cause of encephalitis in young patlents [3]. And
in one retrospective study, anti-NM AR encephalits accountad
for 1% of all admissidns of young adu ks to an intensive care unic
t4].

Antl NMDAR encephalitis affects predominantly children
and young adults (median age, 21 years), with a female
predominance (4:1) that becomes less evident after the age of
a5 years, Further, antk-NMOAR encephalitis is often assodated
with ovarian teratoma In females (52%) 12 years or older, than
in males and younger females (5], Initally it was described as a
paraneoplastic syndrome affecting young women with ovarian
toratormas, but anti-NMOA-R encephalitis 1s also sssociated with
mediastinal teratomas, sex-cerd stramal tumeors, small-cell lung
cancer and testicular teratomas [S].

Theciassical presentation of this syndrome s & prodremal
phdse of fever and headache followed by prominant psychiatric
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ranifestations Including anxlety, agitation, halludinatians,
delusions, bizzare behavior, with neurological symptoms of
insomnia, memory deficin, seiures, dyskinesias, decres sed loval
of copstlousness, stupor with catalonia and redice speech ar
rnutism with autonomic instability (hypoventilatian, fluctuation
af blood pressures, tachyeardia, bradycardia and hypartharmia),
The diagnosis 15 based on the follawing erltera [6), A diagneosis
ol probable ant-NMDA receptor encephalliis (s made when all
of the following three criterfa have met. 1. Rapid onset (<3 months)
of at least four of the six following major groups of symploms:
Abnormal {psychiatric) behavlor or cognitive dysfunction, Speech
dlysfunciion, Selzures, Movernent disorder, dyskinesias, o righdity
abrormal postures, Decreased lavel of consclousness, Autonamic
dysfunction or central hypoventitation, 2. At least one of the
foliowing laboratory results: Abnarnmal EEG (focal or diffuse slow
or disorganized activity, epileptic activity, or extrerme delta brush)
ar CSF with pleacytosls or ollgeclonal bands, 3, Reasonable
exclusion of ather disorders: A diagnaosis of definite anti-NMDA
receptar encephalitis (s made with positive 1gG anti-Glud1
antibodies in the presence of one or mare of the six major groups
of symptoms described above, alter reasonable exclusion of
ather disorders.

Treatment recommendations are based on retrospective
series and expert opinion, because of the paucity of adequate
elinical trials to make safe recommendations, The curvant practice
inchudes immunotherapy and excision of the tumaor where relevant,
First line of iImrmunotherapy i glucocorticoids and iImemunoglobulins
ar plasima exchangs The second line of therapy includes riluximal
and-cyclophosphamicle.

According to a previeus study of 577 patients with anti-
MMDAR encephalitls, 53% of patients had improvement within 4
weeks of first ling therapy and 81% had partal recovery al 24
manths. The relapse rate was 12-35% and was usually associated
with discantinuation of immunatharagy. Thegredictors of good
out comes were early treatrment with immunotharapy and lack
af U admissian [5].

We report a case of ant-NMDAR encephalitls In 1 3-year-
ol girlwithaout ovarian ieratomawho respanded to immunotherapy
with MRS functional class of 0-2 an discharge

Case histary

A 3-vear-nled gied fromea rural area was referred by a
payihiatristwith a histary of confusion, auditory fallucinations,
reduced level of consclousnass and abnarmal mevements, She
was apparantly heaithy until 1 week prior to the admission. Initlal
symptoms were auditory Balludination, abnormal behavior and
agttatlon, Then abnormal orefackal and imb dyskinesla appeared
over a periat of one week and she gradually beeame mute, On
admission, she was in status epllepticus, On examination, she
was subcarschous (GCS al 10015, V=1, M-5, E<), febrile, tachycardic,
and catatonic, There wera dyskinetic movements involving her

left hand and orofadal reglon. The computerized tomography of

brain was narmal. Inflammatary markers were normal. C5F
analysis was normal including absent ollgoclonal bands and
negative viral serology for HSY, varicella, enterococcous and
Japanese gncephalitls. EEG showed diffuse theta acthvity sugpestive
of ercephalopathy, Eplleptiform discharges or delta brush activity
was not seen, The diggnoss of Ant-NMDA-R encephalitis was
conflrmee by detection of antlbodies agalnst MMDA recaptors (n
CSF. Ulera saund scan of the abdomenand palvis was normal,

She ywas pulsed with intravenous methyl prednisolone
on day two of admission together with antiepileptic drugs.
Autermiatizm and seliures periisted desplile treatment with sterold
and she underwent plasma paresis on day seven of admission.
Despite undergoing elght cycleés of therapeutic plasma paresis
her respoanse to treatment was poor, She responded well 1o
Intravenous Immunogiobulins which were subsequently stareed
and recovered within 4 weaks of immunotherapy.

The patient was managed In the Intensive care unlt
{ICU] with invasive ventilation and needed tracheostomy. She
was tared by a muitidisciplinary team and her ICU stay was
complicated by achest Infection with Adnetobacter, and tracheal
stenosis, She was discharged after 60days of hospital stay and
atthe time of discharge, the Barthel index was 14/20,

Discussion

Anti-NMOAR encephalitisisa rare type of autoimmng
encephalitis. In a normal sulbject NMDA-receptors are found in
thee entral nervous systemaynaptle iransmission, MR1 and MR2
subtypes of NMDA receptor bind 1o glyclne and glutamate
recpectively to ingeract with intracellular messangers and
locallzations, In patients with anti-MMDA-R encaphalits; aute
antibodies (gE) directed tawards the NR1also known as GluiT1)
of NMDA-receptars circulate within CSF [7), These receptors are
pradaminantly présent n the hippocampus and less in the
forehtain, spinal cord, basal panglia and cerebellum. These
antibodlies affect areas responsible for personality, memaory,
moverment and autonomic control, giving rise 1o syndrome of
personalily changes, cognitive impalrment, dyskinasias, bracy
arrhythimias and hypoventilation {10}

This case of anti-MMDAR encephatitis in 8 previously
healthy 13-year-old girl reveals many imporlant polnis of discussion,
With the availability of artibody esting, tis syndrome is increasingly
recodnied. According to ane study, [Ewas found in 208 of patients
with encephalitls In a tertary cara center [11]. And [t accounts
i B {5/7) of patiants who had "encephalitis of unknown origin’
In & single center retrospective study [12], Ithad been found that
autalmmune encephalitis accounts for 4.7 6% of patients presenting
with encephalitis in 5e Lanka 19].

The classical presentation of this sndrome s a prodromal
phase of fever, headache Tollowed by prominent psychiatric
manifestatlons ineluding ankiety, agitation, hallucinations,

dulusions, blzarre behavior, with neurological symptoms of
insormnia, memory defict seizures, dyskinesias, decreased lovel




of consdousness, stupor with catatomia, reduce speechdmutism
with autonomic instability (hypaventilation. fluctuation of bloed
pressures, tachycardia, bracycardia and hyperthermia) [6]. Patient
may present 1o a psychlatrist with psychesis as in our patient.
Therefore, a high index of suspidon is reguired to detect these
cases, Especially, when the patient is having psychasis with fever.
And having setzures during inltial phasse of iliness should raise
the suspician af NMDOAR encephalits over ether autalmmune
encephalitis. The majority of patients have had complex and
generalized selzures when compared o focal seizures in HSV
encephalltis [10). And it should always be indluded in the differentiad
diagrosis ol encephalits of unknown cause, Other differentlal
cliagnoses of viral encephalitis, bacterial meningitis, prion dlsease,
primary or secondary brain wmars, Hashimoto's encephalopatiy
and vasculitls should also be considered, which were negative in
oiir patient.

Diagnosis of anti-NMDAR encephalitis |s based on the
above clinlcal syndrame, supported by CSF lymphocytlc pleocytosis
or aligoclenal bands (CSF can be normal as well), FEG evidence
of eplleptic activity, Brain magnetic resonance imaging (MRI}
which is often normal or showing translent fluid attenuated
invarsion recovery (FLAIR) or contrast-enhancing abnormafities
In cartical {oraln, cerebellum} or subcortical (hppocampus, basal
gangia, white matter} reglens. While pesltron emission temography
{PET} showing a characteristlc ncreasa in the frontal-occipital
gradient of cerebral glucnse metabofism, which correlates with
disease severity (6] Andthe diagnosis s canfirmed by the presenca
of immunaglobulin (g6 antibodies) to GluM 1{NR1) subunit of tha
MM receptor in the cerebrospinal fluld or serum. Detection of
1gG antibodies against Glub 1 In CSF is highly specific and sensitve
for NMDAR encephalitis than sercm levels [12].

Our patient had a typlcal clinical presentation, other
supportive lnvestigation results together with antl NMOAR
antibodies In CS5F confirming the diagnosis of anti-MMOAR
encephalitis, The typical assodation of ovarian teratoma was not
faund in aur patient nelther viral serology, However, further
investigations to exclude parancaplastic syndrome |5 needed,
including cantrast enhanced computerized wmmagraphy (CECT)
af the abdamen and pelvis,

There dre no randomized data on treatment and it is
an individuallzed therapy according to the observational studies,
According to expert opinion and observational data treatment
includes Intravenous methylprednisclone and either
immunoglohulin or plasma exchanga. The difference in efficacy
between iImmunoglobulin and plasma exchange is sull unknown
[6). Thersfore, she was empirically treated with intravenais
methylprednizalone 1g dally on second day of admission for five
days after excluding infection. She had continuous seizures with
detarlaration of consdousness, On day 8 we offerad her plasma
michange every other day for 8 cycles, However, the response
was poor and intravencus iImmunoglobulin 420meke per day
for five days was given after 8 cycles of plasma exchange. She

improved gradually over 46 diays of 12U stay with supporive care,
We offered har multidisciplinany care consisting of physician,
neurologist, (ntensivist, psychiatrist, microbiologist, virologist,
transfusion physiclan, ENT surgeon, nutritionlst, physiotherapist,
nursing staffand other supparting staff. Our patient had significant
recovery (MRS-2) on discharge at 8 weeks as expected from
previous data,

Although rare, ant NMDA receptor encephalitis neads
i be consldered In young patients with encephalitis, Especlally
where the psychiatric manifestations and seizures accurring in
early phase of the |liness. And it is not always assoclated with
malignancy. Dagnasis and maragement require multidisciplinary
approach. Early treatment carries good prognosis. Delay in
immunatherapy and prolang ICU stay are poor prognostic factors
as described abeve,
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Abstract :

Primary hyperparathyroldisim (PHPT) Is mest often due to parathyroid adenomas, The symptems of hyperparathysoldism
Are mosty due o the effects u:ﬁF.hyparcalcemka: This patient presented to us with intractable vomitng for 2 months which weas:
liffleult to coptral with antemetics, Following surgery har serum calgiim levels canme back to nofmal and har vomiting also
settled completely. However, 3 patient with hypercaloemis to present with intfactable vomiting s an uncommen presentation.

Keywords
Intractable yomiting, hypercalcemia, primary
hyperparathyroidism, parathyrod adenomea

introduction

PHPT can be dus (o a solitary parathyroid adenama
(850, peneralized hyperplasia of the parathyroid [15%) er a
parathyrofd carcinama (5%). While majority of parathyroid
praliferative disorders present with sporadic disease, the possibility
of multiple endocrine neoplasia type 1 or type 24 syndremes
should shaays be kept inmind. Familial hypocalcuric hypercatcermia
and Lithium induced hypercalcernia are the other cauzses for
ralsed serum calcium with ratsed parathyroid Bormans,

Among patients with hypercalcemla, PHPT accounts
fior 5714 and malignancy for 31% among ambulatary patients, (1)
However, malignancy accounts for majority of the hypercalcemnic
patients among in-hospital patlents, (1) The rermalning cases of
high calcium are coused by many different conditions including
vitarnin D related problems, disorders associated with rapid bene
turnover, granulomatous conditions, thiazides or renal fallure,
i1) althowgh nypercalcemia is a recognized cause for vormiting,
patleniswith iﬁw parathyraidism pressnting with the predominant
complaln of '.r.l:lrl‘rltl.ng Is something uncammin,

Case Presentation

Thie A6 years ald previcusly healthy house wile presented
with the complain of intraciable vomiting since 2 months, Vormiting
was insidious in orsel @nd the frequency ol vomiting has gradually
increased to oné twa episodes for a day over the first two weeks
and was continuing sa far, Patient was inttally managed as havng
a gastroenteritis, but has not responded to the medicine given.
Pesplie been on regular antiemetics, her vomiting has never been
uncter control. She also complained of a mild epigastric burning
pain. She did not complainof vartipo, tinnitus or reduced hearing,
There was no camplain of headache alse, She was opening her
paowval regllarly,

She was averagely bullt and appeared dehydratad.
Thers was no paplledama, She was hemadynamically stable and
rest of her exarmnation was unremarkable,

Her hemagiobin level was B 7gfdl. Anemia work-up was
suggestive of anemia of chronic disease. Thyroid functions, liver
functions and repal functions all were normal, CRP count was
<Zrmgredl, Urine full report revealed 6 te 7 red blood cells and only
7t 2 puss cells. The urine culture also did not show any growth,
Serurm albumin level was 4, 3g/dl. ABG did not show any acid base
dlsturbance,

Upper gastrointestingl endoscopy was arranged due
T the predominant complaln of vomiting which was normal
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Serum Calclum level was 13.06mp/dl. Repeated serum calefum
Ievels on the subsequent days were 14.8g/d] and 12.95/dl. Her
intact parathyroid hormone lbevel was 160pgdml. Inorganic
phosphate was reduced to 1.7mg/dl. 24-hour urlne calelum
excretlon was estimated as 252mg, Urine calclum to creatinine
ratio was 0,92 which showed an increased urinary calclum
excrotion. The laboratory investigations ware campatible with
the diagnosis of primary hyperparathyroldism, Vitamin © level
wias 40,08 ng/ml which was normal,

CECT showed a right side paratracheal mass at the
level of the thyroid gland, Uitrasound of the neck did not shaow
any thyrold enlargement. CECT abdormen also showed bilateral
naon abstructive remal caleull but did not shaw any pancrestic
calcification. 99m-Tc sestamibd scan showed an increased uplake
in Lree region of the right inferior lobe of the thyroid bed suggestive
of a parathyroid adenoma.

Further te tha irmaging, timor markings such as CA-125
and carcinoembryonic antigens were done which ware normal.
Clotting profile was normal with INR af 1.07 and an APTT ol
¥saconds, Her 20 Echo was normal, Howewver, the ECG showed
asinus bradycardia, X rays of the hands and skull were performed
which showed osteolytic lesions. Dexa scan of the distal one thirg
of the hands was done which showed a T score of =31 and a #
score of 2.2

Hyperealcenmia was rmanaged with hydration, Intravenous
Laslx and Intravenous Pamidronate, A 1.2 cm slzed parathyroid
adenama was removed and the disgnosis of parathyrold adenoma
was histologically confirmed, The tumor cells were
immunohistachemically poslive for parathyroid bonmone. Serum
calcium levels were monitored post operatively which remained

i the normal rangae, Her vomiting which did nat respond Lo the
antiemetics gradually settled when caldum levels came back o
normal,

Discussion

Irv o patient who presented with 2 months of vomiting,
vestlbular pathology, ralsed intracranial pressure and
gastrointestinal obstruction were unlikely according to the clinical
findings. A diagnosis of vomiting induced by hypercaloemia due
1o PHPT was made, Hyperparathyroidism increase serum calcium
by accelerating bone resorption, Increasing Intestinal absorption
of calcium and decreased renal calcium excretion,

Vomiting due to hypercalcemials mediated via a direct
effect of caldurm on the gastrointestinal system as well as due to
its central effects, (3) Cytoplasmic calcium will release ametic
rediatars at the brain stem emelle locl Cytoplasmie calefum will
also release emetlc medlatars in the gastrointestinal tract that
will stimulate chemareceptors that are located in the intestinal
wall and the corresponding signaling _pﬂthway to the vomiting
center. Cytoplasmic calcium concentration s a dominant factar
In vomiting Induction since It deétermings the amount of
neurotransmitter release couplad with receptor activation as well
85 post receptor activation, [2)

Acid reflux is sean in 62% of parathyreid patients. (3)
calcium rauses increased acid production and it can be so severe
that it causes ulcers that can bleed, The prevalence of vomiting
among parathyroid patients has nol bean studied previously
though there ara reported cases wha have presented with
intractatle vomiting.

Conclusion

Patients with PHPT could present with predominant
pastrointestinal symptoms, However, the diagnosis of PHPT could
easily be missed because the gastrointestinal manifestations are
often cverlooked and therefore, serum calcum levels must be
included in the routine workup for abdaminal symptoms,
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Abstract
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autoimmune
dHaidy who

presented with severe autolmmune hasmelyticanemia assoclatad with non-respiratory tfmh!}mplaﬁma Infqﬁtim.ﬁi'm rnadg
uneventful recovery with antiblotics, intravenous immunoglabulins and short course steroid,
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Introduction

Mycoplasma pneumonia Is a commuon respiratory
pathogen responsible for a variaty of infectious manifestations,
ranging fromupper airway infiection to severe atypical preunyonia,
Extrapulmonary presentations associated with infection by
Mycopasma Preumaniag include hematological, dermatological,
neuralogical, musculoskeletal, renal, cardiac and gastrointestinal
manifestations. Hematological complication includes hermolytic
anemia, thrombocytopenia, thrombotic thrombocytopanic
purpura, and hemaphagooytosis and s releted to cross-resction
of antibadles, We report a case of severe aursimmung hemalytlc
anemia due to Mycoplasma pneumoniae infection without

respiratory tract involvament.,

Case History

A 3d-ypear-old woman presented with a history of fever
of 3 days duration assodiatad with chills, exertional tiredress and
undue fatigability. She had no salient lindings en history or clinical
examination suggestive of respiratary lower infectlon or cardiac
pathalogy. She was dizgnosed with hypothyroidism and
dyslipidemia 5 years aga and has been on regular clinle follow
Up, she had been treated with oral steroid for blopsy proven
minimal change nephrotic syndrome in 2012 for Gmonth daratken
and achieved complate remission,

On admission, she was pale and icteric. Her vitas were
stable excepl high grade fever and lachycardia, Rest of the clinical
examination was unremarkable, Her initlal blood investigations
revealed a haemaoglozin of 5.72/dl with nermacytic nonmochromic
Indlees; high reticulogyte Index, unconjugated hyparbilirubinamia
{140umol/L) and high LDH (890L/L), She was Inltally treated with
fesrunties of warmed packed cell transfusions along with antibictics
imeropenam and clarithromycing,

Further evaliation confirmed the diagnoss of autolmmune
rermolytic anemia as evidenced by positive direct antiglobulin
test for £3d and |gG and highly positive cold agglutination titer.
Subsequently, she was imbated with three days course of IV
mmuneglobulin and short course of oral steralds,

AL the meantime, she underyent extensive evaluation
1o dentify the cause for her autoimmune haemolytic anagmia
and found ta raising titer of Mycoplsma pneumaniae lgh antibady
from 1180 on day & to 1640 on day 1ReF <1,40),

Other possible infective eticlogies were excluded by
testing antibody to EBV, CMV, Hepatitis C, Hepatitis B, and HIV
and VORL, Antinuclear antibody, rheumatold factor and anti-CCP
antibody were negative. Her Chest X-ray-and HRCT chest didn't
reveal any lung kesions suggestive of pulmonary involvement,

She started to show clinical Impravement after few days
of treatment and she was sent home on day 14 witha haemoglobin
of 8.8adL.,



Cin review at two weeks, she was asymptomatic with normal vitals
and laboratony resulzs,

Discussion

The diagnosis of autoimmune hemolytic anemia is
usually established based on evidence of hemolysis and positive
DAT and spherocytosls may be present as a result of cell infury,

In 50-70% of Mycoplasma pneumonia infections, hemolysis
occurs due to cold reactive antibodies 120 and cold 2gglutinins
are formed against erythrocyte 1 antigen. The majority of
erythrocyte destruction takes place extravascularly as complermem
coated erythrocyles are phagocytosed by retlcular endothelial
eoils.1,3

Post Mycoplasma pneumoniae pnevsmonia assecated
hasmalytic anemla is usdally self-limiting and most patients
recover with supportive care3,5 Antiblotics are likely to be limited
value; howewver, treatment of undertying mycaplasma infection
has been associated with more rapid resolution of the hemalytic
process, 5,6 Cold avoldance and bload transfusions by using In-
line blood warmer at 37°C could be beneficial to reduce the risk
of transfuslon related hemaolysis 6,7

The use af Intravenaus immunoglobulin has been
priwen to be benaficial in inhibiting the process of hemolysis urtl|
spontaneos antibody dearance occurs 8 Cortlensteroids, alkylating
agants, azathloprine, Interferon, and purine nuclesside analogs
are widely used for reatment of primary cold agelutinin disease 6
Corticosteroids, cytotoxlc drugs, and plasmapheresis are of
fuestionable value in secondary disease but may be attempted
inrefractory cases.5:

There are several case reports hias been published with
rare presentations of Mycoplasma preumaontae infection Inchuding
thrombotic events, renal involvement ete, 1,2 Our case is also
one of the rare presentation of Mycoplasma pneumaniae infaction
assoclated cold antibody hemolytic anemia without clinical and
radiological evidence of pulmonary involvement,

Conclusion

Mycoptasma pneumoniae infection is known o cause
wide varlety of complications. Cold antibady hemalytlc anemia
I= the cormmonest complication and treatment of this condition
needs supportive care and sntibiotics. IV immunoglobulin has
proven value on hemolysis but cortlcosterolds, plasmapheresis
and cytotexic drugs are of doubtful value, but may be tried in
refractory cases,
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Glanzmann's thrombasthenia Is a very rare, autosermal recessive bleeding disarder characterized by & severe reduction
of platelet aggregation which predisposes a patient for potentlally lite-threatening hleeding episodes; We describe a case of

'pu:iﬁﬂpam_ps_hré_gnanim_ﬁ:h‘hh Amulti-diseiplinary care mathod was usad to plan a care plan for the petl-operative management

with optimal outeomes,
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Dsfundtion, Cesarean Section, HLA matched platelets transfusion.,

Introduction

A Swiss pediatrician Dr Glanzmann first described
thrombasthenia in 1918, when he abserved purpuric bleeding in
patients with normal platelet counts, it has the prevalence of less
than 1 in 1,000,000, The Incidance Is mare I families with
consanguinity and predominates among certain ethnlc groups
such as Arab popuiations, Jerdanian normadic tribes, irag) |ews,
French gypsies, and Individuals from southem India [1],

Case History

A 26-year-old primigravida followed Lo the obstetsic
unit with the collaboration of haematology tear, She developed
prolonged bleeding following a minar injury when she was a
ore-year-gld. However, the diagnosis of Glanzmann's
thrombasthenia was arrived at her 15-year age following
menorrhagia. The anti-platelet antibodies ta GP l1o-lila were
negative,

Thie contest pregransy was uncomplicated. She remained
narmotensive, and the fetus grown appropnately for its gestational
age. She was admitted at 38 weaks of gestation for confinement,
We plannetl elect e capsarean section under general anesthesla

In a multidisciplinary giscussion invalving obstetriclan,
Hazmatologlst and Anaesthetlst. The patient's HLA-matched
platelets were prepared. She was transfused with one adult unit
of BLA-matched platelets 30 minutes prior 1¢ the cagsarean
section, She was administraied 10 units of oxytocin and 1 gm
tranexamic acld Intravenously scon afier the baby was barn,
Intranperative estimated Blood loss was 150-200 ml. Further, @
400 me of misoprostal was administrated rectally. We obsenved
fer In the intensive care unlt for 48 hours, She remained stable
post-operatively, We also observed the baby for hleeding
manifestation in the neonatal care unit for 72 hours, We discharged
hoth mother and taby on fifth post- operative day (n a stable
condition with oral tranexamic acid for two weeks to the rmother.

Discussion

Glanzman's throrbasthenlais a congenical bleeding
diserder, It s an autasomal recessive disordar characterized by
asevers reductlon in or absence of platelet aggregation because
of qualitative or quantirative defect of platelet receptor GPIB/Na
racplred for platelet aggregation. The gene for GPI—lla is carrled
an chramosome 17 In humans so it affects men and women
equialby. At the present Hime, 38 mutatons in GPlb and 25 mutations
i GRIa have been recordead,

© Gorticalon Medial Assagiation Vol 42 (1) 2020 Al rghts reserved,



The disease can be dassified: type 1 (Individ uals have
less than 5% of normal GP [Ib-1a levels), type 2 (10-20% of normial
GP |I-lika levels) and type 3 (levels of GP I-la are normal bug
there is functional Inactivity). [1,2]

Affectzd patients often present with symptomes in their
Infancy and childhood with prolonged bleeding following an
episode al minimal bruising. The mast commen manifestations
are mucocutanecus such as eplstaxis, purpura, ginglval bleeding
and menaorrhagla (3], Even though, gastrointestinal, Intracranial
and genitourinary tracts bleeding are fewer common sites of
hieeding [5], the death following bleeding s about 5-10%; Mostly
because of severs unprovoked |ntracranial or gastrointestinal
bieeding [4].

As it does not affect fertillty in a woman with this
conditlan, the pregnancy is nat uncammaon, but an association
is rara. Parturition with this condition poses a risk of severe sarly
and delayed postpartum haemorrhage and may occur up ta 20
days following delivery [5]. Severe postpartum hasmorrhage has
been treated effectively using large doses of uterstonic,
plasmapheresis fallowed by platelet transfuslons and recambinarit
factor Vila [6.7].

The main fetal risk anses from the presence of matarnal
HP#A antibodies to platelet glycoproteins, cassically lib-llla in
Glanzmann thrembasthenia Antlbodies are likely to develop
during exposure of fetal platelets, Maternal antibodies can eross
the placenta, causing fetal thrombocytopenia, with a risk of
subseguent feal inracranial baermorrhage,

Letieee et al. published a case serles of elght women
with type 1 Glangmann thrombasthenia and GF [Ib-1la antibodies,
Of the sight babies, wo died in utero secondary to intracranial
haemorrhage, When an atfected patient with Glanzmann
thrambasthenta develops any bleeding eplsade, the goal of
treatment is to control bleeding apisodes; |t describes several
reatments modalities,

Platelet tronsfusion 15 the Nrst ineof standard thecapy, Howevear,
approximately 15-30% of patlents become reflfactery to platelet
transiusion or develops antibodies to GPib-1lla and/or HLA
antibodies [B].

Foctor VIl to treat blecding eplsodes and for the prevention ol
bleeding during surgery or Invashve pracedures in patlents with
Glanzmann's thromiasthenia with antibpdies to GPHb~-lla and/
ar HLA, and with past ar present refractoriness Lo platelet
transfusions,

Desmopressin (DDAVP) may shorten bleeding time in patients
with type 2 anly, but there is no notable clinfcal efficacy.

Oral contraceprives can regularize menstrual cydes and reduce
hleading,

Plasmapheresis, using Protein-A sephorose Lo restors platelet

efficiency, has been used to remove antibodies in these patients.
It Is, however, only available in & few specialists’ centers and s
Incarmgruaus with rautine care, It is labor Intenshe and reguires
adequate venous access., tis noteffective in active bleeding [10].

Other Treatments

Compression, gelatine spange or gauze, antifibrinabylic
agents such as tranexamic acld ar topical thrombln can control
blerding episodes [11].

In conclusion

managernent of Glanzmann thrombasthenla cormglicating
pregnancy ghies sig;nir'.lé:ant challenges for bath the mother and
fetus. The multidisciplinary team consisting Obstatrician,
Hasmatologist and Anaesthetic |s essentlal to ensure optimal
pregnany autcome,
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Intraduction

In female newborns, ovarlan cysts are the most freguent
type of abdominal tumor (1), Its prevalence rate is 1 In 2,500
births. The pathophysiology of ovarian cysts is unknown, They
could result from the functional anomaly followlng excessive
stimulation of the fetal ovaries by placental and maternal hormnes.
Fetal and maternal ovarlan cysts may co-existand might have a
simitar hormonal aetiology (2). The decrease of hormonal
stimulation after delivary may lead to spontaneous resolution of
the cyst. They are comman In maternal diseases complicated
pregnanclies such as maternal diabetes, pre-eclampsia, or rhesus
isalmmunization. [t can also occur I an abnarmal development
because of the disruption of vasculartzation in the primitive gonid,
fetal bypothyraidism, congenital adrenal hyperplasia, and mutation
of the G protein a-subunit (3), Renal cyst, hydronephrosis,
mesenteric cyst, lver, and splenic cyst are the differential diagnosis
of abdaminal cysts In the fetus,

Case report

She Is a 25-year-old pregnant mother on her secand
pregnancy and her first pregnancy was uncomplicated restited
In nermal vaginal delivery. The booking visit was at & weeks of
pestational age, She underwent ulrrasound investigation at 10
and 18 weeks of gestation, There were no abnor mallties in those
Wi scan reperts. Then, she was followed up ina community clinic
and re-visited for consultant assessment at 36 weeks of gestational
age, The ultrasound scan at 36 weeks suggested a septate oyst
6,2 £ . em within the fetal abdamen. We assumed the origin
of thecyst to be from the ovarny, Therswere na other sbnarmatitios
detected on ultrasound. This pregnancy was otherwlse
uncomplicated. .
She had a normal vaginal delivery at 40 woeks of gestation. There
were no Intrapartum problems, The baby girl and birth weight
wits 2.9 kg, The Apgar was 910010, We found the baby to have
aseprate cystmeasuring the size of ¥ x 6.9 5.8 &m on the second
post-natal day ultrasound scan. It extends from the pelvis Lo the
left hypochondrium,
She underwerit left ovarian cystectomy on 10/3/2015, During the
surgical procedure, a large unilocular cyst was noted ocoupying




the peritoneal caving. A yellow cystic structure ansing from the
left ovary was seen. The cyst had straw colour fluld, The
histopathalogical repart concluded a serous cystadenoma of the
lift cwvary, Ointhe Teh day after surgery, the newborn was discharped
with a good postoperative course, The child is five years old and
dlalng well with no cancern far her prowth,

Discussion

The fetal ovarian oysts are mosthy diagnased during the
third trimester, especially after 28Bweeks’ gestation (1,2). We
diagnosed this Index case on |15 36 weeks of gesiational age. A
sonegraphic clue for the diagnosis of fetal ovarlfan cysts, termed
as “daughter cyst sign”, was reporied. Thore was & single, round,
anechogenic structure next to the oyst within the fetal ovarian
cyst wall. This feature confirmed the ovarian orlgin of the cyst
with & sensitivity of 824 and specificity of 1006 (4],

Under the literature, the resorted case shows that
current antenatal ultrasound provided & sutficent diagnosis of
ovarian cyst. The fetal ovarian cysts can undergo various
complications such as rupture, haemorrhage, compression of
other viscera and ovarian worsion. Fortunately, the reported case
fetus has de-'ﬁelap-ed nang af these complications,

B tiinical maragement differs among different centers,
C}rs[-;‘.-i;}iraﬂﬂﬂ during the antenatal or postnatal period and
monitoring with or without surgery are acceptable aiternatives,
A simple oysts regness sperianeoushy than comgalex oysts, conservative
approaches wilh regular momboring are recammendsad (5], Some
study suggests conservative management for many cysts regardless
of their sondgraphic appearance (&), Dimitraki et al, (7) suggested
traatment of symptomatic cysts or cysts with & diamaeter af =5
cmowhileh do not regress ar enlarge, whéreas anather feport
suggested neonatal surgeny with complex cysts regardiess of size
or imsimple cysts larger than 20 mm in diameter (8),

We managed this case surgically because of sevars
abdorminal distension, 20 days after delivery. Surgical methods
are laparoscopy or laparotomy depending on the experience of
the surgeon and the facilities availabile. Two-port [aparoscopy is
cosmétically prefarable and allows Tar gulcker recavary (9) 1t
carried ovarian cystectomy through a Plfannenstiel incision out
in the current case because of is largersize,

Cwvarlan cysts are mast often functlanal and benign
tumours,: A review of the fiterature reveals that 85:90% of fetal
ocwvarian masses are cystic and folliculsr or futsinic origins and
10-15% are organic [3% carcinomas and 7-712% represented by
teratamas and mucinous and serous cystadenomas] {105

The histopathological report is serous cystadenoma af
the left ovary, Mode of dellvery is based on abstetric Indleation;
not-affected by pranatal diagnosis of an ovarian cyst. Howevar,
waginal defivery Is recommanded (1),

This case was also delleored vaginally, Lang-term the
outcome of childran with ovarian cysts dizgnosed prenatally is
limited. & higher rate of ovarian loss was noted in children whose

prenatal ultrasound showed a sitmple ovarian cyst that became
cornplex in postratal scans, Long-term pelvic ultrasound follow-
up ta monitar the Integrity of pelvic argans is recommended (3 2),
This reported case child Had been fallowed up until 5 yaars and
she is faund to have no ovarian cysts,

Conclusion

Prenatal ovarian Cysts are most often simple follleular
cysls, They are alrmost dbways Lnitataral and almest newer associated
with malignancy, Managemeant of the newborn Includes the
accurate post-natal diagnosis, exclusion of associated conditions,
post-natal Imaging with ultrasound abdamen and the surgical
managemant depending on the size af the cyst.
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Abstract

‘u’alprnatﬁ s an ;nﬁepllapth: drug which Is :t:mmunl:.i Used fl,'.!f the tmhtrn:m afﬁ:m{ gen&ralilecl qﬂdp@y and muacl
disorders, Valproate is ane nfﬂmsafﬁtr-tﬁrsuhn antiepilegtic drug, hu: fike any other drug. hasmuupte idiosyneratic and dose

refated side effects.

‘We have reparted a case of a 41-years-old female of idiopathic generalized epllepsy developed valproate Induced
nan-hepatic hyperammeonaemic encephalopathy during her treatment, Yalproate was withheld immediately, and her symptoms

resolved after 48 to 72 hotrs:
Keyweords: Valproate and generallzed aplleps.

Introduction

Valproate |s genarally used in epllepsy and psychlatric
disorders, Hyperammonaemic encephalopathy is a rare adverse
effect of valproate. Possibile differentials in a patient with acume
oF subacute onset altered mental status on valproate could be
drug overdose, valproate induced hegatic encephalopathy (VHE}
and hyperammanemiz In the absence of lver fallure alse known
as valproate induced non-hepatlc hyperammonaemic
encephalopathy (VWHE) Here we report a case of WNHE.

Casi History

Mrs; K471 year old mother of 3 children with [diopathic
penaraiized epilepsy from childhood with a very poor socio
econamical background and history of poor drug compliance,
admitced by feld midwife dus o failure s thrive of her 2 manth
old baby. While she is in the pasdiatric ward, she teveloped
recurrent generalized tonle dlonle selzure, The paediatric team
referred the patient to a neurslogiet and starled sodium valproats
in an incremental dose and added lamotrigine as she showed
poar respanse o initial rreatmeant. She was seizure ree and
asymptamatic after three days. The fallowing day she became
drawesy-and was partially following verbal commands only With
GCS of araund 10015, Few Higher mental functions wers not
assessible, Pupils were egual mid-dilated sluggishly reactive Lo
ligne, Shewas moving here all four limbs, Plantares were bilateral

extensor. Rest of systemic examination was normal. Repeat
complate full Hood count, lvar function tests, renal function tests,
serum electralytes and non-contrast computed tomography wera
normal. She maintained euglycemia throughout the admission.
FEG revealad diffuse slowing but ne eplleptiform discharges. Her
blood valpreate drug bevels could net be parfonmed as it was not
routinely available in our hospital.her blood ammonia level wers
in high side. In the presence of normal lver engymas and the
sarum bilirubin levels and hyperammonaemia a diagnosis of
vlproate induced non-hapatic yperammaonemic encephalopathy
was made (0 dinical background and with avallable laboratory
investigations. Valproate was withheld and phenytain seadium
wias started. In addition, syrup lactulose 3o (through Masogastric
tube) every eight hourly was given. Her symptoms resolved
completely aftar 72 hours, She was discharged with phenytain
soadium and larnatrigine.

Discussion

Walproate |5 assoclated with many neuralogical adverse
effects such as headache, unsteadiness, dizziness, blurred visian
and tremor being the most common, Yalproate frequently cause
lpht asymptormatic intrease in blood ammonia bevels. Symptomatic
hyperammonemia in patients on valproate could be due to
hepatotoxicity (VHE, incidence 1 0 20,000) and rarely
Fyperarmmongmia with normal liver functions tests (VNHEN 1)
VWMHE Is characterized by acute or subacute onset of impalread
cognition, drowsiness, disturbed sleep-wake cycle and |oss of

© Burticolon Meditof Association Vol 12 () 2020 AlLKghs reserved.



appetite. It is an idiosyncratic reaction and does not correlate
with serum valprodte levels, In most of cases of VWHE valproate
fevels are found within normal range [2], The pathoplysiclogy
biehind WMHE is inhibition of metabolism of ammmonia which is
retabalized Into urea through Kreb-Henselelt urea cycle in liver.
Carbamyl phosphate synthetase | (CPS () emgyme (s rate [miting
erzyme In urea cycle and requires N-acetylglutamate for s
activation, Valproate when metabollzed bymltﬁ:hnndﬂain:ldatiun
in liver produces propionyl Co-A and valproy Co-Awhich inhibits
M-acetylglutamate and leads to reduced activity of CP5 1 hence
raised ammania levels. Also, valproate Inhibits fatty acid beta
axldation in mitechondriz espedally in the presence of l-carnitine
deficiency which results in decreased production of acetyl Co-A
which acts as substrate for N-acetylglutamate, Deficiency of
M-acetylglutamati reduces CPS | activity thus ammonia metabolism
(3], Risk factors far YNHE are polypharmacy (leading to drug
Interactions eg lamotriginein our patient we have suspicton that
lamotrgine played rale of Increasing ammaonia levels ), poor
nutritional state, L-carnitine defiglency, febrile state, Inher|ted
susceptibllity and urea cycle disorders. Dlagnosls is made by
temporal ralationship Le, that onset of encephalopathy after
adminlstration of valproate and resolution after its withdrawal,
EEG shows diffuse slowing with predominant theta or defta waves,

Triphasic wave's also known as metabiolic waves can
alsa be seen I some patients, EEG must be done in these patlents
to ruteoul non-comulsive statss eplleptios as setzure threshold
is reduced inthese patients[4]. Bload ammenla lavels shoult be
assessed in every patient on valproate wha develops alterad
mental status, increased setizure frequency with normal valproate
limypls,

Treatrmentls supponthe. Valproate should be discontinue,
L-carniting supplementation may attenuate ammonia leeels,
aspecially In patlents with poer nuiritional stales. Recommended
dose of L-carnitine 15 100 mgdkg IV over 30 minutes followed by
15 mgfieg IV given every four to sl hoorly [5] butin eur clinical
set up wa don't have this drug.

Cancluslon
Ir this case report, we can conclude thal YRHE shald
b considered (n @ patient who develops new anset altered

sensoriumwhile being treated with valproate when lver functions
are normal and elevated serum ammonla levels, We suspect VINHE
pravaked Inour patient by lamatrigine and poor nueritlonal state,
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Abstract;

Euub @Mﬁ»mﬁmwﬂmmn I Sel t,anlm. Thire have been na studies reported In children n Eastern pmfma

mwmmww Jresented

with d-mfw severe ntl.#ulafn and arthritls for seven (7) :tags, and a fash which mm In lower

limbs anid pmgms«edmwhulg body over 3 days. As! the child did not respond to routine treatment, & provisionsl disgnosis of
serub typ_l}unwus made and he was treated with dowyeycline white walting the seralegy repart which ultimately confirmed the

diagnosis of Sceub typhus,
Keywords: Scrub typhus, Proleng fever, Rickeltsioses, Arthritis,

Introduction

Scrubpyphus is an acute febrile iliness caused by Crientia
tsutsugamushi which is also previously known as Rickettska (1),
Seruib typhus s widely dispersed in Asia [1.2), 50l Lanka s descriteed
as ane of the risk arcas for scrub typhuos (3). Or SA Kularatne
reported the first case of scrub typhus in central province of 5
Lanka (3}, Typhus-like fever had also been reportad In many parts
of Sl Lanka (3] We repor] an adalescent boy from rural area of
Batticaloa district, presented with serolopy positive scrub typhus
and responded to doxycycline dramatically. This is the first child
reported in Balticalea,

Case History

A3 year old boy residing inVerukal, Batticaloa District,
was transferred from the local hespital Tor further evaluation of
prolonged fever. He had high grade, intermittent fever with chills
and rigor far 7 days. Child had been active and weall In-between
Fever. The fever did not respond completely to paracetamal and
routine antiblotlcs. [t was associated with frontal headache which
was maderate in severity, not asseciated with positions of the
head, He also had arthritls of bilateral ankle joints which in turn
lead todifficulty inwalking He did not travel recently or bath In
river, Moraayver, he reported that he geveloped a rash In lower
limbs on fourth day of lliness, which later progressed to trunk,

and then to whole body. Rest of the systemic review was
wnremarkabe.

Cin exami nation, chilcwas febrile (38-39C), I but active
and alert in between febrile episode, pink, not ckeric and no
lymphadenopathy, There were no features of meningism or
altered level of sensorium. There was a macular papular
erythematous rash all over the body, but there was no eschar in
the hedy. He had mild swelling of bilateral knee jaints, Rest of
the system axamination had been normal.

Full blend count revealed high white blood count with
normal differentiads (WHEC -13660 N-63% L Z8-%), Flatelet count
and hemoglobin wera within normal fimits. But inflammatory
markers were high (CRP-145 mgrL, ESR- 30mimd 15t hour), Blood
picture revealed faatures of bacterial infecton with lefl shifc,
Lumber puncture revealed protein a0mg/dl; polymarpns -2 eumim;
lyrmphocytas 22 curmm, Gram stain of Ceratirospinal Auld (CSF)
did mot show organisms, Blood culture, uring culture and C5F
culture revealed no bacterlal pathogen. Liver and renal functions
wizre within narmal limits; Sernlogy for Lepiospira, Epstein bar
virus and mycoplagma had been negative. Chest x-ray was normal.
Ulerasaund abdomen and Echocardiogram were narmal, Mantous
test had been within normal limit (<10mm.

Child was trested infdally as meningitis with intravenous
cefotaxime for 7 days after an oral antibiotic for 5 days in the
local hospital. Further, child was added orsl clarithrarmyein with
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Intravenous antlibiotics, As there was no response to conventional
treatment, he was clinlcally suspected ta have scrub typhis aned
started doxyiycline, He showed dramatic response and fover
settled within 24 hours of daxyeyeline, While treating with
dowyeycline, Serology for rickettsia became posltive for 1gG and
I He wias completed Tdays course and discharged with clinic
fellow up arrangerment, Hewas reviewed inone week in the clinic
with complete recovery,

Dlscussion

Sorub fyphus s an acute febrile iiness caused by Orientia
sutsugamushi. It is an obligate Intracellular gram-negative
bacterium that exists in trambiculld mites, the primary vector
which feed on rodents that act as reservairs for this agent, Orientia
tsutsugamushi s transmitled ta humans malnly thraugh the bits
af ar Infected chigger, the larval stage of the mite. The bacterla
proliferate at the site of bite and form a characrerlstic skin lesion
lnown as an eschar (1),

Although serolegle surveys supgest that as many. as
one fourth of cases of scrub typhus might ocour In children, very
few reparts of childhood scrub typhus are available in the medical
literature (2), There was a study done in Sri Lanka that reported
children with age ranged from 1 to 11 years and there were 63%
maleand 38% female children {4). The reparted child was also
rmale, but 13y=ars old,

Afteran ncubation period of 6-21 days, clinical festures
start to appear, Clinical case definition |5 based on the presence
of fever for more than five days, asseciated skin rash and rapid
defervescence with ananti-rickettsial antibiotic. The presenca of
eschar Facllivates the garly clinlcal diagnasis of the infactian,
However, a lower prevalence of eschar 5@ knewn phenomenan
in patients with scrub typhus in South Asia, especially those who
are dark skinnad and children (5), This charadteristic feature has
heen described In previous studies as well (2,3), It [s usually
detecied by a medical person, and not by the patient, This
adalescent boy did nat have an eschar, The symptoms of high
fever (407 Chwath chills, headache, cutaneods rash, lymphadenopathy,
cough, myalgia, and anorexia oceur (1, 5) The describad potient
had high spiking fever, rash, myalgla, artheitls, and severe headache.
Mast patients are well between febrile episodes and this is a
striking feature (2) which was simitarly observed In our child.
There are complications such as meningitis and pneumonitis
foltowing scrub typhus that have been reported, Gur child was
free fram these complications as we treated the child clintcaily
beforewe received positive seralogy report.

Clinical diagnosis is the maln weapon 1o suspect and
start the trsabment in the presence of eschar, A& oschar is notcommon
In children, Investigations have a role, The Well-Fellx test, which
is cormmonly used in Sri Lanka, is non-specific and not useful in
miaking a diagnasis of scrub typhus. Indivect florescant antibady
assay (IFA} which is the more acourate method of diagnosing
ricketisia infecton s available only ata few centers in St Lanka (4,

The recommended treatment include chloramphenicol,
azithiromycin and doxycyeline (61, The reported case was treated
(ollowing clinical diagnosis while waiting the antibody assay which
confirmed the diagnosis. Although he was commenced
clarithromycin with the susplclon of possibility of coexdsting
mycoplasma infection and alsa this Is also a recommendad drug
Tor serubs typhus, this child had poor response (o treatment, Since
the patient started to deteriorate and ill, he was treated with oral
doxyeycline for 7days with the clinkcal diagnosis. He respondad
wll within a day.

Concluslon

Although Typhus Is falrly comman n eiher parts of the
country, this is the first paedlatric case during our experlence in
Eastern Provinee, Early elinlcal dizgriosis helped us (o treat this
case without complicatlons like acute kidney injury, hepatits,
acute resplratory distress syndrome (ARDS), meninpeencephallts,
myccarditis, and septic shock, We always suspect scrub typhus
a5 a differential diagnosis of a child who has prolong fever and rash,
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CASE REPORT

A case of Sheehan’s syndrome presenting as cardiac tamponade
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Sheehan's syndrome [sa rare cause of hypopituitarism, which is characterized by pituitary 'r'n:u'fﬁr,hm:r dhuse o fschemic pituitary
ﬂwﬂuﬁermelntrapmumwﬁwnum hemarrhage f1]. |t u!.uaprrudm:smmrsﬁfpmpartummeﬂurdmﬁuﬁuns
oeeur in 30-370 of cases of hypﬂﬂ'ﬁrrﬂl:.ﬂsmm Ta:gtpum-ardral nl'ﬁ.imn muﬂrwgtampmadefsrarﬁi reparted asthe presenting
cnmﬁji‘mﬂun tﬂﬂ. And secondary hypathyroidism is less common compared to pﬂmary hypothyroidism [6], We report this
rarer case of hypopliuitarism secondary 10 Sheehan syridmmepr&aenung_m Eardléc tampanade, We report a S8-year-old sel
Lankan tady whio presented with progressive breathlessness, hypatension and hypothyreidism, Echocardiography mséaiiéa
targe pericardiat effusion with early features of cardiac tamporiade. There was a history of intraparturm hemorrhage faﬁmﬂng;
hier dth childbirth, eighteen years ago. Her hormanal profile revealed low levels of gonadotrophing, thyratrophin, cortisol and
thyraxin. Her cardiac functions reverted ta normal aﬁa-rnp!ummtmnrapy with glucacorticolds and levothyroxine. Pericardial
effusion gradually resolved without a surgical intervention, |t is impertant to have a high index of dlinical suspicion when there

fs cardiat tamponade with bradytardia, We could save her ife by imely diagriosis and approptiate treatrment.

Keywords: Sheshan's syndrome, Hypopituitarism, Cardiac
tamponade

Introduction

Shieehan syndrome is 2 rare cause of hypopituitarism,
which is characenized by pitUltary nsufficenoy dues wischemic pitdtary
necrosis after severe Intrapactum or postpartum hamorrhage 11

Lethargy, amenorrhea and fallure of lactation are the
usual presenting features of Sheehan syndrome [3]. Cardiac
imvalvement in Sheehan syndrorme is rare. Although pericardial
effusions occur in 30-37% of cases of hypothyroidism, large
pericardial effusion causing tamponade is rarely reparted as the
presanting complication [2,6], And secondary hypothyroidism is
less common comparad to primary hypothyraldisen (6], Therefore,
hypopltuitarksen presenting as cardiac tamponade |s a rarer
presentation according to the licerature,

Cardize tamponade, which is a medical emergency
requires urgent perlcardiocentasis, If left untreated It is rapldly
and universatly fatal, [7]

We report this patient, diagnosed as Sheehan's syndrome
18 years postpartum, who presented with cardiac tampanade.
Cardiac functions reverted to normal after replacement therapy
with glucocorticoids and levothyroxine,

Case Histary

4 58-year-cld female patient presented with progressive
shoriness of breath, Mtz and orthopnea; She had history of
Intrapartum bleeding 18 years ago when she delivered her fourth
child, On examinaticn she was tachypneic and dyspneic. The
pulse rate was 64/min and blood pressure was1 00/70mmHg, She
had light brinun facial pigmentation and coarse face with madarosis.
Alzo generalized cdema with dry skin was apparent.

Further investipations revesled TSH : 0.08miLml (0.4~
4), frea T3- 0.26pg/d| {2-4.4pg/mi), free T4 : 0.02ng/d| (0.9-1.7ng/
di), cortlsel ;113 (at 9am 138-535nmol/L}, FSH : 12.9miU/ml
{25.8-134.8rmiLml) . LH : 3.3mILfml (7.7-58.5milUiml), prolactin
$10.6mIUAL (1 B2-498mi /LY. Chest X-ray showed cardiomegaly,

1.1 CXR-PA view un admissién ﬁhm'u'lng mrn:llumega!y
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1.2 Twe dirmensional echocardiographic view of heart on admission
showing large pericardial effusion (2.65cm) with right atrlal and
right ventricular collapse during diastole,

Electracardiography showed lowvoltage QRS comphexes,
Echocardiography reveated a large pericardial effusion with righs
atrial and right ventricutar collapse during diastode, The diagnesis of
Sheehan syncrome with Impending cardiac tamponade was mads,

1.1 CXR-FA wlew on admission showing cardiomegaly

Thaugh there was right atrial and right ventricular collapse on
echocardiography, draltage of perlcardial fiuid was not performed
s the patient was hemodynamically stabile,

> ancalon Meslcat Assaiiion Vo 1211 2020 Al lehts reserved

she improved remarkably after replacement therapy with
Blucocorticaids and levathyroxing, Her cardiac functlon reverted

to normal with gradual resalution of the pericardial effusion
without any surgkcal interveantion,

|4 Past treatrment CAR-PA view - on day 10 of admission, showing
signiflcant reduction In pericardial effushon,

Riscussion

Sheehan syndrome is a rare cause of hypopltuitarem
in madern days because of advanced obstetrical practices, The
prevalence of the disease |s sbout 2.5%-4% . according to some
studies [8].

Actording to a retrospective study done in Indla using
recards of 1714 patlents with Sheehan syndrome; age at diagnosts
Wwas 52,1012, Tyears and mean aga st the fast defivery was
Fd.44/-h.5years, The period of delay in diagnosiz was
19,7 +-10.2years [9].

Sheahan syridrome is the dinical syndrome that ocours
dueto hypapliultarism caused by anterior pitultary cell necrosis
following postpartum hemorrhage. The majority of patients
rermain asymptomatic far manths o years [1],

The commonest manifestation of Sheehan syndromea
is agalactorchea, Other features include amenorrhea,
oligomenorrhes, hot flushes, reduce lbido, symptams of
hypothyroidism and adrenal Insufficlency (3],

Crur patient presented with cardiac tamponade secondary
to hypothyroldism, adrenal insufficiency and hypogonadism
features, She has bean asymptomatic for 18 years followlng
postpartum hemarrhage. Her main symploms were hypot e old
leatures lopether with pericardial effusion and cardiac tamponade,

Although pericardial effustons ocour in 30-37% of cases
of hypathyreicisrm, largs pericardial effusion causing tamponads
is rarely reparted as the presenting compllcation [2,6], And
secondary hypathyroldism is less common compared to primary
hypothyraidism [6). Therefore, wpopllultarism presenting as
cardiac tamponade s & rarer presentation accerding o the
litesature, Perlcardiocentests with a pig tadl calhetar was the
mainstay af treatment for tamponade in each casa. Cardlac
tarmponade is a medlcal emergency, which need rapitd diagnosks
and treatment to presvent deati,



Our paclent had features of tardiat amponade, but with bradycardia
which pointed towards a concurrent hvpothyroid state, We
suspected hypopituitarism secondary Lo possible Sheehan
syndrame as the cause for the pericardial effusion, Cardiac
tamponade was confirmed by a 20 echocardiography, And
hormaone profile conflrmed the hypopituitarism. MRI brain was
planned and awalting the report.

Although the definitive treatment for cardiac tamponade
is urgent pericardiocentesis, we kept the patient Under abservation
as she was hemadynamically stable. We offered her hormaone
replacement therapy with initial doses of Intravenous hydrocortisons
frllawed by oral hydrocortisone and levothyrosine, Sha improved
gradually, both dinically and biochernically. Pericardial effusion
resolved completely after 3 manths of aral hormone therapy
without surgical interventlons,

Therefore, It is evident that cardiac tamponade or
pericardial efMiusion may be the first manifestation of undiagrosed
Snechan's syndrome na menepausal fermale, And |t should be
diagnosed timely where the proper therapy with hormane
replacement can be initiated and the conditian can be managed
medically without surglcal interventions.
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PICTURE GALLERY FOR BMA

Picture gallery of cutaneous larva migrans
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Introduction

Cutanecus larva migrans (CLM) results from penatration of the
hurran skin by parasitic larvaae from domestic caning, bowine and
fellne hasts especially in tropical and sublropical countries.
Hookworms of dogs and cats, such as Ancylestama canipum and
A, braziliense, are the typical causative agents in Seilanka, Itcan
inevate any parts of the bady, Most of the tima, It can easlly be
diagnosed by its typical clinlcal manifestation of an ltchy,
erythematous, linear or serpigineus, and dermatitis tract. It as
a good response to oral albendazole for 4 1o ?days (1,2).There Figure-5: Figure-6:

were number of children referred to our clinic without diagnosls Lesion at the dorsum of hand — Interdigital space of the ool
and irmproper reatmaernt. This picture gallery had been prepared
from patlents whao attended to the clinle over the past 2 yesrs,

Conclusion

Cutaneous larva migrans  affects any parts of the body due 1o
comntamination with infected soil, Diapnosis i mainly based on
clinical features, Perlodic deworming of domestic animals might
eradicate the disease in hurmans,
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Fgura-1: Fipure-2:
Lesfon at the back of the chest Lesion at the buttock
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Flglre-3: Flaure-4;
Lesion of the foot Lesion of Buttock and anus
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