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Physical Examination
GA: A young Thai male, looking chronically ill, flexion contracture all extremities
V/S: BT37.0°C PR90/min RR20/min BP 110/70 mmHg
HEENT: not pale, anicteric sclerae
Thyroid gland not enlarged

RS: normal chest contour, equal breath sound

CVS: PMI at 5th LICS, MCL; no LV/RV heaving, no thrill, normal $,&S,, no murmur
Abdomen: no distension, soft, liver and spleen can’t be palpated
Extremities: no pitting edema
Skin: no pressure sore, no hyperpigmentation of skin and mucosa
Lymph node: no lymphadenopathy
Neurological examination:
Consciousness: spontaneous eye opening, cannot follow command
CN: pupil 3 mm Rt = Lt, both reactive to light
Eye ground: right eye C:D 2:3, no papilledema A:V 2:3
left eye same
no facial palsy, no ptosis

EOM: Doll’s eye positive



Motor: tone: spastic all
power: grade |l all extremities
Reflex: triceps, biceps, brachioradialis 2+ both sides
knees, ankles 3+ both sides
Babinski’s sign: plantar flexion
Clonus: negative
Sensory: withdrawal response to deep pain stimulation all extremities
Cerebellar sign: can’t be evaluated
Frontal lobe sign: glabella, palmomental, suckling, snouting, rooting refex all positive
Meningeal sign: negative
Investigations
CBC: Hb 12.3 g%, Hct 36.5% (MCV 78 fL RDW 13.2%),
WBC 8,500 cells/mm’ (PMN 66%, L 18%, M 5.8%, E 7%), PIt. 188,000 cells/mm’
Fasting plasma glucose: 100 mg/dL
BUN 9 mg/dL, Cr 0.6 mg/dL
Ca 9.4 mg/dL (8.1-10.5), PO, 4.2 mg/dL (2.7-4.5)
LFT: TB 0.28 mg/dL, DB 0.09 mg/dL, AST 23 U/L, ALT 34 U/L,
ALP 88 IU, Albumin 4.2 g/dL, globulin 3.5 g/dL

Electrolytes: Na 139, K 4.9, CI 107, CO, 20 mEq/L

Anti-HIV: negative  VDRL: non-reactive

Morning cortisol 18.7 ug/dL

blood Lactate 1.6 mM/L (0.5-2.2) CSF lactate 2.5 mM/L (0.5-2.2)

Lumbar puncture: clear CSF, open pressure 20 cmH,O, closed pressure 14 cm H,O,
WBC 0, RBC 0, protein 84 mg/dL, sugar 43 mg/dL, blood sugar 97 mg/dL

CSF oligoclonal band: negative

UA: clear, no protein, no sugar, sp.gr 1.010, pH8.0, WBC 0-1/HPF, RBC 0/HPF

squamous epithelium 0-1/HPF



Nerve conduction velocity: normal

CXR

MRI brain




T2flair

Enlarged ventricles and cerebral cortical sulci, representing cerebral atrophy due to white
matter volume loss, more marked at the fronto-temporal lobes. Widening of subarachnoid
space around the brain stem and upper cervical cord is also seen.

Symmetrical abnormal signal intensities of cerebral white matter with involvement of
subcortical white matter are observed. The lesions are hypointense on T1W, hyperintense
onT2W and FLAIR images with no restricted diffusion or abnormal enhancement. No shift of

midline structure is seen.



Questions
1 what is/are the most likely diagnosis?

2 what is/are the investigation leading to the diagnosis?



