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Yogaraj
3l year old male with history of ATT intake

Presented with history of bilateral visoal (oss ™ 2
days

Was referred from Aravindh eye hospital as

? €thambotol induced optic neoritis



o

HISTORY Of PRESENT ILLNH

(h
N
v

Patient has been having generalized itching and
(ymphadenopathy for past 6 months

One month back he was empirically started on anti
tobercolar therapy in a nearby PHC

After 20 days of ATT intake , he was referred to

department of Thoracic medicine GRH (Madorai as there
was no improvement in symptoms



In thoracic medicine ATT was stopped as TB was not

proven and they suggested FNAC of (ymphnode on
OP basis

7 days after stopping ATT patient developed
bilateral visual loss and he consoulted Aravindh eye
hospital from where patient was referred to GRH as ?
Ethambotol induced optic neoritis



No associated pain in the eye

No history of cough with expectoration , chest pain,
breathlessness

No history suggesting any other cranial nerve involuement

No history suggesting weakness or sensory impairment of
opperlimb or lowerlimb

History of low grade fever on and off for past 6 months



PAST HISTORY

No history of hypertension , diabetes mellitos ,
coronary artery disease

No history of polmonary tobercolosis

No history of similar illness in the past



PERSONAL HISTORY

Normal bowel and bladder habits

Smoker and alcoholic



ON EXAMINATION
GENERAL EXAMINATION

Pallor +

Generalized ([ymphadenopathy +
(cervical, axillary, ingoinal)

Scratch marks +

UITALS
BP - 120/ 80 mmHg

PR - 80 per min , regolar normal volome and character



SYSTEM EXAMINATION

CUS sl s2 +, no mormor
Respiratory system - b/l air entry +, NUBS+
P/A soft , no hepatospleenomegaly



Central nervous system

HMF - normal

Cranial nerves - optic nerve

Uisoal acquity - b/l absent light perception
Direct and consensoal light reflex absent

fondous examination - Roth spots , Flame
haemorrages



FONDOS




other cranial nerves

(otor system, sensory NORMAL

Cordination



PROUVISIONAL DIAGNOSIS

Retroboulbar neoritis - ? €thambotol indoced
Generalized (ymphadenopathy

? Tobercolosis ? Lymphoma



INUVESTIGATIONS

COMPLETE BLOOD COONT

Hb - 6.7

Total coont 15000 - 38 % eosnophils, 26 % neotrophils,
37 % lymphocytes

PCU - 20 %

Platelet count - 2.4 (akhs

€SR- 140 mmHg

Pereheral smear - Hypochromic microcytic anaemia with severe €osnophilia



RBS - 130

Orea - 42 mg/dl(

Creatinine - [.I mg/d(

LFT - S.Bi(-0.6 (.4/.2) OT/PT 38/42
Albomin/Globolin - 3.5/2.5

UDRL AND HIU NON REACTIVE

BONE MARROW EXAMINATION
Hypochromic microcytic anaemia with severe eosinophilia

No blast cells , No atypical cells



CHEST X RAY - normal
€CG - normal

OLTRASOOND ABDOMEN - mild hepatosplenomegaly
with mesenteric and para aortic l[ymphadenopathy

Role oot (ymphoproliferative disorder

Suggested excision biopsy of node



(YIRI BRAIN

There is evidence of thickening edema and
intra neoral bright signal involving both
optic nerves - Retroboulbar neoritis ? Toxic

No obvious demonstrable infarct ,
haemorrhage , SOL in Brain



OPTHALMOLOGY

Roth spots , Flame
haemorrages

Plan - fondos floorescent
Angiography

To obtain fitness for £FA



On day 3 of admission - patient developed weakness of both
lowerlimbs, difficolty in rolling over, weakness of left hand

Difficolty in breathing, dry cough

H/o tripping of toes and heaviness of both lowerlimbs
H/o difficolty in holding objects in (eft hand

He was able to vse his right vpperlimb as before

H/0 nombness upto upper chest

Band like sensation in upper chest

Orinary hesitancy

No history souggesting other cranial nerve involvement



O/€

Tachypnoeic

Respiratory rate - 28/min
Sp02 - 98%

Single breath count - 15



CENTRAL NERUOUS SYSTEM)
EXAMINATION

Higher mental fonctions - normal

Cranial nerves - normal except optic nerve

MOTOR SYSTEM EXAMINATION

IN TIN LI VT 4\ |\

TONE OF MOSCLES
BolkR of modele ~-normal ip-all G (i vibs

OPPE€R LIMB |[NORMAL NORMAL

LOWER INCREASED |INCREASED
LIMB




POWER Of MOSCLES

RIGHT LEFT
OPP€R LIMB SHOOLDER 5/5 5/5
€LBOW 5/5 5/5
WRIST 5/5 4/5
HAND GRIP NORMAL WEAK
LOWER LIMB 2/5 2/5




DEEP TENDON REFLEXES

RIGHT LEFT
OPPERLIMB BICEPS JERK NORMAL NORMAL
TRICEPS JERK | NORMAL NORMAL
SUPINATOR JERK | NORMAL NORMAL
FINGER FLEXION | NORMAL NORMAL
LOWERLIMB KNEE JERK BRISK BRISK
AINKCE JERR BRISK BRISK
SOPERFICIAL REFLEXES
CONJONCTIUAL NORMAL NORMAL
CORNEAL NORMAL NORMAL
ABDOMINAL ABSENT ABSENT
CREMASTERIC ABSENT ABSENT
DI ANTAR EXTENSOR EXTENCOR




SENSORY SYSTEM

All modalities of sensations are lost upto nipple
Sensory loss over medial aspect of hand and forearm
Spinal vibration lost upto C7

CEREBELLAR EXAMINATION

Opperlimb coordination normal

No nystagmos

No neck stiffness ,No spinal tenderness



ACOTE SPASTIC QOUADRIPARESIS WITH BILATERAL RETROBULBAR
NEORITIS

(MOTOR LEVEL - ABOVE Cé6 SENSORY LEVEL - BELOW C8
REFLEX LEVEL - BELOW T6 UERTEBRAL LEVEL-CS

? NEOROMVYELITIS OPTICA SPECTRO(Y) DISORDER ? SECONDARY
DEMVYELINATION

GENERALISED LYMPHADENOPATHY WITH €OSINOPHILIA
TO ROLE OOT LYMPHOPROLIFERATIVE DISORDER



NEOROLOGIST OPINION
OBTAINED

LONGITODINALY EXTENDING TRANSUERESE MVYELITIS WITH OPTIC NEORITIS
NEOROMVYELITIS OPTICA SPECTROU(Y) DISORDER
?SECONDARY DEMVYELINATION DOE TO LYMPHOMA

Advised
Inj. Methyl Prednisolone Igm in 500 ml NS over 3 hoors for 5 days

Inj. Ceftriaxone Igm IU BD
To Do

(MRI SPINE WITH BRAIN SCREENING
Lymphnode biopsy/ FNAC

ANA

LOMBAR PUNCTORE AFTER 5 DAYS



LY(MPHNODE BIOPSY DONE

Impression
[. Tissue eosinophilia

2. Lymphoproliferative disorder - probably Hodgkins
(ymphoma

Typical Reedsternberg cells coold not be demonstrated.

Suggested immonohistochemistry



IVIMONORISTOCHEMISTRY

CLINICAL DETAILS : Generalised Lymphadenopathy with mouscle weakness.
SITE : Cervical Lymph node.
(MORPHOLOGY:

Sections from (ymph node show effacement of
architectore with few sorviving follicles. Nodes show
involvement with Classical HodgRin (ymphoma with
mononoclear RS Cells.



IAC (MARKERS : RESOLT

CD 45 - Negative in RS cells

CD 3 - Stains background lymphocytes
CD 20 - Negative in RS cells

CD 15 - Negative

CD 30 - Positive in RS cells

IMPRESSION:
Classical Hodgkin Lymphoma
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THC Final Diagnosis Panel

immunohistochemisiry

LAB.NO.: OLLB H 3792/17

CLINICAL DETAILS : Generalised Lymphadenopathy with muscle weakness.
SITE : Lymph node.

SPECIMEN DETAILS :
Received two paraffin blocks No : 7932/17 A, B from G K Biopsy Centre Madurai for IHC.
IHC performed on formalin fixed paraffin embedded block number A.

MORPHOLOGY:
Sections from lymph node show effacement of architecture with few surriving follicles. Nodes show involvement with
Classical Hodgkin lymphoma with mononuclear RS Cells.

IHC MARKERS: | RESULT
CD45 Negative in RS cells
cD3 Stains background lymphocytes
CD20 Negative in RS calls
CD15 Negative
cD30 Positive in RS cells
IMPRESSION:

(lassical Hodgkin Lymphoma - Lymph node. Site ?



CSH ANALYSIS -

cell coont - 2 ([ymphocytes
protein - [Smg/d(
sogar- 4dmg/dl

ANA AND ANA PROFILE NEGATIVE



(VIRL SPINE WITH BRAE
SCREENING

T2 hyperintense (esion noted
from C U4 toT 7 (evel -

Al

s/o ? Demyelination

(IRA and (IRU NORMAL




FONDOS +LOOR!

ANGIOGRAPHY

cSC




ECHOCARDIOGRA(Y)

Normal chambers
Normal valves
No regional valve motion abnormality

No LU systolic dysfonction
No LU clot
LU €F 55%



HODGKINS LYMPHOMA
ACOUTE SPASTIC QUADRIPARESIS
BILATERAL RETROBULBAR NEURITIS

SECONDARY NEOROMVYELITIS OPTICA SPECTROM)
DISORDER

PARANEOPLASTIC DEMYELINATION



TREATMENT GIV:

M
Z

BacR rest
Nasal oxygen (sos)

Inj . Methyl prednisolone Ig in 500 mi NS over 3
hoors

Inj. Ceftriaxone | g iv BD
Inj. Ranitidine 50 mg IU BD



ONCOLOGY REVIEW DONE

Patient was transferred to medical oncology

Started on ABUD regimen



Patient regained vision
Is able to walk with out support

On oncology treatment and follow
0P



THANK YOO



