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Diagnostician: concealed identity
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Chief complaint:
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Present illness:
Previous status able to perform basic ADLs without limitation
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Aang: posterior vitritis
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Eye examination 159WeN11a0AFHUHITN 2

Eye Right Left
VA 20/25 20/25
AC cell 0.5+ 0.5+
Lens Clear Clear
C:D 0.5 0.5
Vitreous cell ~ No cell 2+
Vitreous haze  No haze Grade I

Imp: intermediate uveitis of left eye
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IHINY: panuveitis of both eyes (hilisreaziBeanansngiv)
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Physical examination:
HEENT: no pale conjunctiva, anicteric sclerae, no oral ulcer
Eye examination:
- VA: Right eye 20/30, Left eye 20/30-3
- No retinitis
Neurological examination:
Consciousness: alert, oriented to time/place/person

Cranial nerves: pupil 3 mm. react to light both eyes, full EOM

Motor power Right Left
Biceps v v
Triceps v
Brachioradialis v v
ECU/ECR v v
FCU/FCR v v
FDI v v
FPL I \Y%
Opponens pollicis II v
APB 111 \Y%
ADM 111 \Y%

(ullifl FUNNHANTIVIINY muscle strength of lower extremities)
Hoffmann sign neg neg
Right Benediction sign (claw hand)
Spurling test: negative, Axial compression test: negative
Gait spasticity of both legs, Babinski sign: plantar flexion of both feet, Clonus: negative of both feet
Decreased pinprick sensation at right median nerve distribution

Per rectal examination: normal sphincter tone



Investigation

Lumbar puncture: colorless CSF, open and closed pressure was not documented

WBC 13/mm’ (PMN 3%, Mono 97%), RBC 158/mm’, Protein 424, Glucose 88 mg/dL (Blood glucose
122 mg/dL)

CSF cytology: negative for malignant cell

Skin biopsy from left forearm: focal neutrophilic infiltrate with nuclear dust in upper dermis (positive
pathergy test)

liifina Investigation U 9

Cranial MRI

T2 FLAIR Tl TI+C DWI

T2 FLAIR Tl TI+C DWI



TI1+C GRE TI+C

T2/FLAIR hyperintensity at right cerebral peduncle, bilateral thalami, bilateral basal ganglia and
posterior limb of bilateral internal capsules

MRA & MRYV: normal

Electrodiagnosis (no official report)

Nerve conduction studies: decreased CMAP amplitudes at right median and ulnar nerve, slightly slow

NCVs at both median nerves (about 47 m/sec), no conduction block.

Electromyography: inadequate
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Physical examination:
Vital signs: BP 114/79 mmHg, PR 68 beats/min, RR 20 breaths/min, BT 36.6°C
Skin and appendages: no rash, no petechia, cushingoid face
HEENT: no pale conjunctiva, anicteric sclerae, painful aphthous ulcers at hard palate and buccal mucosa on
both sides

Cardiovascular system: pulse 2+ regular rhythm at all extremities, PMI at fifth intercostal space (ICS) at



midclavicular line (MCL), no heave/thrill, normal S1 & S2, no murmur

Respiratory system: no accessory muscle use, no abdominal paradox, trachea is in midline, normal BS equal
on both lungs, no adventitious sound

Abdomen: no distension, normoactive bowel sound, liver span 8 cm at right MCL, no palpable spleen, soft,
not tender, negative splenic dullness, no rebound tenderness, no guarding

Lymph node: no palpable superficial lymph node

Neurological examination:
Consciousness: alert, orientate to time/place/person
Speech: no dysarthria
Language: intact fluency, comprehension, repetition, and naming
Frontal lobe releasing sign: glabellar, grasping, palmomental, snouting reflexes were all negative
Parietal lobe signs:
No astereognosis, no graphesthesia
No Lt. hemi-neglect, no dressing apraxia, no constructional apraxia
No agraphia, no acalculia, no finger agnosia, no left-right neglection
No alexia, no prosopagnosia
Cranial nerves: VA left and right 20/40, RAPD negative, normal visual field by confrontation, pupils 3
mm react to light both eyes, midline resting eye position, full EOM, normal corneal reflex, no ptosis, no
nystagmus, normal strength of muscles of mastication, symmetrical nasolabial folds, normal hearing, no tongue
or uvula deviation.
Motor: no fasciculation, no pronator drift, motor power as followings:
thenar atrophy and Benediction sign was noted on the right hand

Both lower extremities were spastic

Motor power Rt. Lt.
Neck F/E V/V
Deltoid v
Biceps v+

Triceps v



Brachioradialis v

ECU 111

Finger extensors I
Pronator teres I v
FCR 111 v
APB I v
oP I v
FDP 1 &2 I v
FPL I \%
FCU m \%
FDP3 & 4 m \%
Dorsal interosseous I v
Palmar interosseous I v
ADM m \%
Lower extremities

[liopsoas v A"
Quadriceps v+ v
Adductor v+ A%
Gluteus medius and minimus v+ A%
Gluteus maximus v+ A%
Hamstring v+ v
Gastrocnemius A% v
TP \Y% A%
TA \% v
EHL \% v
PL and PB A% v

Deep tendon reflex: 2+ all
Babinski sign: dorsiflexion bilaterally, negative clonus

Sensation: decreased pinprick sensation at right hand up to above wrist, intact proprioception



throughout

Cerebellum: Finger to nose and heel to knee intact, no dysdiadochokinesia, no truncal ataxia
Laboratory investigations

CBC: Hb 13.0 g/dL, Hct 38.0%, WBC 7,700/mm’ (N 80.9%, L 14.7%) platelet 302,000/ mm’

PT 11.2/11.6 sec., PTT 17.1/25.5 sec.

UA: clear, sp.gr. 1.006, protein negative, glucose negative, nitrite negative, WBC 0 cell/mm’, RBC 0
cell/mm’

BUN 21 mg/dL, Cr 0.6 mg/dL, Na 133 mmol/L, K 4.3 mmol/L, CI 104 mmol/L, CO2 26 mmol/L,

Ca 7.6 (7.9) mg/dL, P 3.6 mg/dL, Mg 1.9 mmol/L

LFT: TB/DB 0.9/0.2 mg/dL, AST/ALT 15/25 U/L, ALP 43 U/L

CPK 35 U/L, LDH 244 U/L, ESR 6 mm/hr, CRP <0.3 mg/L
Serology

Anti-HIV: negative

HBsAg: negative, anti-HBs: positive, anti-HBc: negative

Anti-HCV: negative

VDRL: non-reactive

Antinuclear Ab: negative

ANCA: negative

CMV viral load: 47 copies/mL

Serum AQP4 IgG: negative

Lumbar puncture

CSF analysis: Colorless CSF, open pressure was not documented

Cell count & Cell differentiation: WBC 3/mm3, (mononuclear cell 100%), RBC 0/mm3, Glucose 97.3
mg, Protein 51.4 mg/dL; no cell on cytospin study; negative PCR results on meningitis/encephalitis panel;
negative PCR result on JC Virus; negative VDRL; pattern 2 of Oligoclonal bands; negative anti AQP4 and
anti-MOG IgG



Imaging

CXR

Cranial MRI

T2 FLAIR Tl TI+C DWI



TI1+C GRE TI+C

Confluent non-enhancing hyperintense T2/FLAIR areas involving white matter of bilateral
frontoparietal lobes (more on the left side), body of corpus callosum, left external capsule, bilateral posterior
limbs of internal capsules down to cerebral peduncles (more on the left side), showing mildly increased size of

the lesion in the right superior frontal gyrus and decreased size of the lesions in bilateral corticospinal tracts.
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Neurological examination:

Consciousness: alert, orientate to time/place/person

Speech: no dysarthria

Language: Intact fluency, comprehension, repetition, and naming

Frontal lobe releasing sign: glabellar, grasping, palmomental, snouting negative

Parietal lobe sign:
No astereognosis, no graphesthesia
No Lt. hemi-neglect, no dressing apraxia, no constructional apraxia
No agraphia, no acalculia, no finger agnosia, no left-right neglection
No alexia, no prosopagnosia

CN: pupil 3 mm. react to light both eyes, VA (on eyeglasses) Left 20/30-3 Right 20/30, RAPD

negative, normal visual field by confrontation, resting eye position midline, full EOM, normal corneal reflex,



no ptosis, no nystagmus, normal strength of muscles of mastication, symmetrical nasolabial folds, normal
hearing, no tongue or uvula deviation
Motor: No fasciculation, no pronator drift, motor power as followings:

Right hand thenar atrophy, Benediction Hand

Motor power

Neck F/E V/V
Rt. Lt.

Deltoid \4
Biceps v
Triceps v
Brachioradialis v
ECU v+ Vv
Finger extensors IvV+ v
Pronator teres IvV+ v
FCR v+ Vv
APB v v
oP v \Y%
FDP 1 &2 v \Y%
FPL v \Y%
FCU v \Y%
FDP3 & 4 v \Y%
Dorsal interosseous v v
Palmar interosseous v v
ADM v \%
Lower extremities
Iliopsoas v v
Quadriceps v v
Adductor v v
Gluteus medius and minimus v v



Gluteus maximus v v
Hamstring A" A"
Gastrocnemius v v
TP v v
TA v v
EHL \Y% v
PL and PB v v

Deep tendon reflex 2+ all
Babinski sign: Dorsiflexion bilaterally, Clonus negative
Sensation: Intact pinprick sensation and proprioception both sides

Cerebellum: finger to nose and heel to knee intact, no dysdiadochokinesia, no truncal ataxia
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Past history
No known underlying disease
Personal and Social History
No history of smoking/ alcohol drinking/ IVDU/ herbal used
No history of unsafe sex

No history of surgery



Family history

Not significant

Physical examination

General appearance: a Thai female, good consciousness and well-cooperation, BMI 20.7

Vital signs: BP 104/77, HR 64 beats/min, RR 18 beaths/min, mmHg, BT 36.1°C, Height 163 cm.,
weight 55 kg.

Skin and appendages: no malar rash, no discoid rash, no petechiae, no purpura, no ecchymosis, no
telangiectasia, no central nor peripheral cyanosis, no clubbing fingers, cushingoid appearance

HEENT: no pale conjunctivae, anicteric sclerae, intact ear drum, no ear discharge, no swelling or
erythema of turbinates, no oral ulcer, no OC/OHL, no thyroid gland enlargement.

Ophthalmoscopic examination

Eye RE LE

VA 20/32 20/25 PH 20/25

Tn 14 12

Lid: no lid swelling no lid swelling
no mass no mass

Conjunctiva:  No injected No injected

Cornea: Clear Clear

AC Deep, no cells  Deep, no cells

Pupil: Round, center Round, center

Lens: NS 0.5+ NS 0.5+

Fundus: C:DO0.3 C:D0.4

Pink, shape Pink, sharp
No disc swelling No disc swelling
A:V1:4 A:V1:4
No vitritis No vitritis
No perivascular sheathing No perivascular sheathing
Dull flat macula  Retinal pigment epithelium alteration at flat macula

no clumping vitreous, absence of dexamethasone vitreous implant



Ocular movements

Abduction full full
Adduction full full
Upgaze full full
Downgaze full full

Cardiovascular system: no JVP engorgement, PMI at fifth intercostal space (ICS) at midclavicular line
(MCL), no heave/thrill, normal S1 & S2, , no S3/S4 gallop, no loud P2, no murmur, no pericardial rub, no
distance heart sound.

Respiratory system: no accessory muscle use, normal thoracic contour, equal chest expansion, trachea
in midline, resonance on percussion, equal breath sounds, no adventitious sound.

Abdominal examination: no abdominal distension, normoactive bowel sound, soft, not tender, no
rebound/guarding, liver and spleen cannot be palpable, liver span 8 cm. at MCL, negative splenic dullness.

Extremities: no pitting edema, no arthritis, no joint deformities

Lymph node: no palpable superficial lymph nodes

Genitalia: no genital ulcer

Neurological examination:

- Consciousness: alert, orientated to time/place/person

- Speech: no dysarthria, intact fluency, comprehension, repetition, and naming

- CN : RAPD negative, normal visual field by confrontation, pupils 3 mm react to light both eyes,
midline resting eye position, full EOM, normal corneal reflex, no ptosis, no nystagmus, normal strength of
muscles of mastication, symmetrical nasolabial folds, normal hearing, no tongue or uvula deviation

- Motor: normal tone, no atrophy, no fasciculation, no pronator drift, motor power as follows:

Rt. Lt.
Neck F/E V/V
Shoulder abd/add HyIr - Iv/iv
Elbow F/E aviv - viav
Wrist F/E aviv - viav
Handgrip I IV

Hip F/E v - v/iv



3+ 3+

Knee F/E IV/IV+ V/V
Ankle DF/PF ViV VIV
EHL \Y% \Y%

Deep tendon reflex: As in stick figure

3+

Babinski: right dorsiflexion and left plantarflexion I, o
Sensation: intact pinprick sensation, and proprioceptive sensation of both sides
Cerebellum: finger to nose and heel to knee intact, no truncal ataxia, no dysdiadokokinesia
Stiff neck: negative
Investigations:
CBC: Hb 11.7 g/dL, Het 33.6%, MCV 90.8 fL, WBC 7,840/mm’ (N 71.9%, L 19.9%),
Platelet 191,000/mm’, INR 0.98, APTT 25.0/25.9 sec, reticulocyte count 0.075 x 10°/L
UA: yellow, hazy, sp.gr 1.009, pH 6.5, protein negative, glucose negative, nitrite negative,
WBC 0 cell/mm’, RBC 0 cell/mm’, squamous epithelium 0-1 cell/mm’
BUN 8 mg/dL, Cr 0.6 mg/dL, Na 140 mmol/L, K 3.8 mmol/L, CI 108 mmol/L, CO2 21 mmol/L,
Ca 8.8 mg/dL, PO4 4.1 mg/dL, Mg 0.87 mmol/L, LDH 205 U/L
LFT: TB 0.23 U/L, DB 0.10 U/L, AST 16 U/L, ALT 13 U/L, ALP 41 U/L

FT3 2.17 pg/mL, FT4 0.89 ng/dL, TSH 1.033 ulU/mL

LP for cytology study
WBC 28 cell/mm’, (N 7.2%, L 92.8%), glucose 53.9 mg/dL, (POCT glucose 108 mg/dL, protein 85.2
g/mL; no atypical cells on cytology and cytospin study, mildly increased mononuclear leukocytes), no clonal B

cell detected; lymphocyte gate 49%, CD5+/CD19- 90%, and CD19+/CD5- 2.8% on flow cytometry study

3+ 3+



Chest X-ray: no cardiomegaly, no pulmonary infiltration, no blunt costophrenic angle

no S
e

i

T-T change




Imaging

Cranial MRI

T2 FLAIR Tl TI+C DWI

T1+C GRE TI1+C

The study shows increases in number and extension of multiple hypoT1 hyperT2 lesions in bilateral
supratentorial brain and midbrain, involving cortex, white matter, and deep grey structures. These lesions show
perilesional edema, some with restricted diffusion, with enhancing lesions at left precuneus and right parietal
deep white matter. Small area of superficial siderosis at left precentral gyrus is seen. No hydrocephalus is

noted. No brain herniation is noted.



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

2. What is the most likely diagnosis?



