                                                                      SICK LEAVE
SUMMARY: This 34 year old gentleman, without any previous co morbidities, presented at MH MHOW on 11 june 2013 with history of fever and vomiting of 3 days duration. There were no localising signs on initial examination. He was started empirically on ceftriaxone and artensuate. He developed alterd sensorium on 16 june 2013 in the form of irrelevant talk. There was no neurological deficit on examination. CSF studies had 3 lymphocytes with protein of 350 mg% and sugar of 42 mg% with corresponding blood sugar of 92mg%. He was started on ATT (HRZS) and acyclovir and antibiotics. MRI Brain revealed diffuse meningeal enhancement on post contrast study along with basal exudates. He continued to have fever and vomiting despite treatment and had one episode of GTCS on 21 june 2013 and was managed with phenytoin. His sensorium worsened progressively thereafter and was found to have anisocoria and nuchal rigidity. He was started on cerebral decongestants and was transferred to AHRR on 22 june. Clinically he was febrile and had stable vitals with pallor. Chest, CVS and Abdomen examination was normal. On CNS examination, his GCS was E2 V1 M5. Anisocoria was present with papilledema along with flaccid quadreparesis. Power in upper limbs was grade 4 and lower limbs was grade 0. There was generalised hyporeflexia and plantars were mute bilaterally. Sensory level was T3. Neck rigidity was present with tenderness in the cervical region. NCCT Head had diffuse cerebral edema. blood inv had huponatremai. MRI brain had hyperintensities seen in the sulcal spaces of the cerebral hemispheres on FLAIR images. Left hippocampal hyperintensities on T2 FLAIR images. There was meningeal enhancement on contrast images. MRI spine had hyperintensities in central cord in cervical spine on T2 with mild enhancement along anterior aspect of cord in cervical region. CECT chest/abdomen was s/o paralytic ileus. NCS was normal. CSF on 26 june 2103 had 30000 RBCs, 900 WBCs, protein of 128 mg%, glucose of 20 with random  sugar of 134 mg%. He was managed with ATT and steroids along with broad spectrum antibiotics and acyclovir was stopped. His sensorium started improving gradually but the weakness progressed along with increase in neck pain and power in both UL and LL became grade 0 with level at T3. In view of cervical cord edema and progressive quadriparesis he was given a pulse of MPS for 5 days and he was continued on high dose dexamethasone. He also has persistant hyponatremia which was diagnosed as cerebral salt wasting syndrome and managed with oral salt and fludrocortisone. He responded well to treatment and showed gradual improvement. He had regained power in b/l UL to grade 2 however, the hypotonia and a reflexia persisted and sensory level was at T6. He was treated in this hospital till 31 august 2013 and was sent to INHS kalyani for in hospital convalescence. After reporting back after sick leave, he showed significant improvement in both the upper limbs power such that he was able to lift the upper limbs upto shoulder level and flex at elbow level however he was unable to form a grip. He had no improvements in the lower limbs. No recurrence of seizure and fever. His last review was sone in jan 2015. At that time, his power in both the upper limbs had improved however, some weakness was present distally. Power in both the lower limbs was grade 0. He received a total of 18 months of ATT. His antiepileptics were tapered and stopped during last review and he was sent to INHS Kalyani for convalescence. He developed grade IV bed sores and was transferred to CH(EC) for RSC advise in june 2015. At the time of admission, he had fever. Urine culture was s/o pseudomonas. Wound culture was s/o proteus. He was managed on appropriate antibiotics. He was thereby transferred to AHRR for RSC and Neurology review.
During last review, he was managed jointly by RSC and neurology teams. He was put on VAC dressings initially and on 15 september, he underwent debridement of the bed sores and SSG cover under sedation. He was then transferred back in neurology ward on 24 September and underwent regular dressing after that. Patient had uneasy sensations in the legs and tablet ropark and tablet pregabalin was added. He also complained of burning sensation in the back and his pregabalin dose was increased and tryptomer was added.
He was afebrile and was sent on sick leave for a period of 8 weeks. He was sent to INHS Kalyani for a period of in hospital convalescence.
He then reported back after sick leave and reported significant improvement in his bed sores. However, neurologically he remains to be the same. He developed scrotal abcess during his hospital stay with was treated by the urologist with complete recovery without any residual signs of inflammation.
He was again sent on sick leave for 4 weeks and reviewed in AHRR thereafter. He was again managed jointly by RSC and neurology teams. His MRI of the gluteal region was done at this review which was s/o soft tissue involvement without any osteomyelitis.
ON EXAMINATION: conscious, oriented and afebrile, BP 110/70, PR 78/min, RR 16/min, No pallor, icterus, clubbing, cyanosis, lymphadenopathy
CVS/ Chest/ PA- Normal	
Neurological examination- HMF normal, all CN normal, B/L fundus normal, normal bulk and tone was decreased in all 4 limbs, power at upper limb at shoulder joint grade 4, at elbow joint for biceps grade 4 and triceps grade 2, grip was loose. Power in lower limbs grade 0. DTJ biceps jerk, triceps jerk 1+, jerks absent at lower limbs, B/L plantars mute, abdominals absent, sensory level T6.
INVESTIGATIONS DONE: Hematological and biochemical profile normal.
DIAGNOSIS: TUBERCULAR CERVICAL MYELITIS
                        GRADE III BED SORES
RECOMMENDATIONS: 
                                              To be sent on sick leave for 4 weeks and then to report to AHRR
                                             Tab Shelcal 500 mg BD
                                             Tab Methylcobal 1500 mcg OD
                                             Tab Pregabalin 225 mg in morning and 225 mg in evening
                                             Tab Ropark 0.5 mg BD
                                             Tab Duloxetin 20 mg HS
                                              Tab Oxcarbazepine 150 mg BD
                                       

