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The electrophysiologic evidence showed mildly reduced CMAP response at
proximal region, no significant abnormal late response of bilateral tibial nerves, normal
late response in peroneal, median and ulnar nerves, normal motor & sensory nerve
conduction study of peripheral nerves in hands and legs. The needle EMG showed
complete loss MUAP recruitment in left deltoid, EDC, EIP muscles, partial loss
MUAP-+II/IV in left ECR muscle and sign of membrane instability in triceps brachii:C7
radial nerve, FCU:C8 ulnar, FCR:C6 median nerve. The most likely mononeuritis: left
axillary, radial nerve at forearm region, mild left C7 radiculopathy
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Physical Examination

GA: A Thai male, acutely ill, fully conscious
V/S: BT36.0°C PR 80 /min
RR 16 /min BP 130/85 mmHg

Skin: no abnormal skin lesion



HEENT: not pale, mildly icteric sclerae, no cervical and axillary lymphadenopathy,

no OC, no OHL

RS: normal chest contour, no adventitious sound

CVS: regular rhythm, normal S,,S,,, no murmur, PMI at 5th ICS & MCL

Abdomen: no distension, normoactive bowel sound, soft, not tender, liver palpable

2 cm. below right costal margin; sharp edge, no ascites, no chronic liver stigmata

Extremities: no pitting edema

Neurological examination:

Consciousness : orientated to time, place and person

CN: pupils 3 mm. reactive to light both eyes, no facial weakness

other cranial nerves: normal

Motor:

Power: Right upper extremity and both lower extremities: grade V/V all

Left upper extremity as follows:
=> deltoid m.
—> rhomboid m.
- infraspinatus m.
- supraspinatus m.
- pectoris major m.
- biceps/triceps m.
—> brachioradialis m.

grade |
grade IV
grade 0
grade Il
grade Il
grade IV/IV

grade IV

—> extensor digitorum m. grade |l

= 1%, 2™ flexor digitorum profundus m.

3" flexor digitorum profundus m.

9 lumbricoidis m.

grade |l

grade 0/0

grade IV



- interosseous m. grade Il

Reflex:

1+ 2+

1+ 1+

Babinski’'s sign: plantar response
Clonus: negative both
Sensory: intact both pin prick and propioception
Meningeal sign: negative
Cerebellar signs: normal
ANS: normal anal sphincter tone
Investigations
CBC: Hb 14.4 g% Hct 43.5% (MCV 93 fL RDW 12.6%)
WBC 6,660 cells/mm’ (PMN 46%, L 40%, M 7%, E 7%)
PIt. 259,000 cells/mm’
Random blood sugar 102 mg/dL
BUN 13 Cr 0.7 mg/dL
LFT: TB 1.89 mg/dL DB 0.96 mg/dL AST 155 u/mL ALT 795 u/mL
ALP 284 IU Albumin 3.7 g/dL globulin 3.0 g/dL
Coagulogram: PT over 10.7 sec INR 0.9 aPTT 23.9 sec
Electrolytes: Na 139 K4.4 Cl98 CO, 28
CRP 8.86 (<5 mg/dL)



CSF : clear
OP 16 cm.H,O0 CP 15cm.H,0
Cell count : RBC 0, WBC 28 (L 100% )
protein 53.1 mg/dL sugar 61 mg/mL
Gram’s stain : no bacteria
Bacterial culture: no growth
Serology:
Anti-HIV : non reactive
HBSAQ : negative anti HBc : negative anti HBs : negative
Anti-HCV : negative
Anti-HAV : negative
CMV IgM : negative
EBV IgM : negative EBV (EBNA) IgG : positive
ANA < 1:80 (<80)
Rheumatoid factor <9.5 (<15)
CH50 32.2 (19-40 U/mL), C3 135 (76-171 mg/mL)

CXR : as shown




MRI cervical spine:

The study reveals normal lordotic alignment of cervical spines. Decreased signal
intensity on T2WI of C4/5, C5/6 and C6/7 intervertebral discs are noted, representing
degenerative change. No abnormal marrow signal intensity of cervical spine is

observed. The cervical spinal cord shows normal contour and signal intensity without



abnormal enhancement. Mild posterior central bulging of C4/5 and C5/6 intervertebral
discs, causing anterior indentation to thecal sac without nerve root compression are
noted. Circumferential bulging of C6/7 disc, causing anterior indentation to thecal sac
and narrowed neural foramina with compression upon bilateral C7 nerve root are
observed. The visualized paraspinal muscles appear within normal limits. The measured
AP-diameter of spinal canal is about 14 mm. (C3/4 level), 14 mm. (C4/5 level), 14 mm.
(C5/6 level), 12 mm. (C6/7 level) and 14 mm. (C7/T1 level).
Impression: Degenerative change of C4/5, C5/6 and C6/7 intervertebral discs.
Circumferential bulging of C6/7 disc, causing anterior indentation to thecal
sac and narrowed neural foramina with compression upon bilateral C7 nerve roots.
Mild posterior central bulging of C4/5 and C5/6 intervertebral discs,
causing anterior indentation to thecal sac without nerve root compression.

No demonstrable abnormality of cervical spinal cord.

1. What are the diagnostic investigations leading to final diagnosis?

2. What is the most likely diagnosis?



