From: "ROOT" <root@sctimst.ac.in>
To: "ROOT" <root@sctimst.ac.in>
Date: 25/08/2026 08:04 AM
Subject: Student CPC

Greetings from AIIMS, Rishikesh!!

The next student CPC is scheduled on Aug 24, 2026, in the CPD Hall, AlIMS, Rishikesh, from 8:00 AM to 9:00 AM.
You can also join online through the following Webex link:

Meeting link
https://aiimsrishikesh.webex.com/aiimsrishikesh/j.php?MTID=mc44d0e830a4de4f8f64af4d4c2deade?

Monday, Aug 24, 2026 | 8:00 AM | (UTC+05:30) Chennai, Kolkata, Mumbai, New Delhi

Meeting number: 2515 209 5835
Meeting password: 240826

The Clinical handout of the case to be discussed is attached herewith.

Thanks & Regards,

Regional Resource Centre

Dept of Telemedicine and Biomedical Informatics
AlIMS Rishikesh


https://aiimsrishikesh.webex.com/aiimsrishikesh/j.php?MTID=mc44d0e830a4de4f8f64af4d4c2dea4e7

STUDENT CPC— 10/8/2026 — DEPARTMENT OF MEDICAL GASTRO, ANMS RISHIKESH

Mame : Mrs. X | Age-42 | Gender-Male | CR Mo- 20220070476
DOA: 13/05/2026 | DOD: 16/05/2026 |
Clinician in-charge : DR. ITISH PATNAIK Clinical Discussant: Dr SARTHAK
CPC DISCUSSION THEME Chelastatic jaundice in & patient with IBD-UC and
P5C
Background History

= 2017: Diagnosed with IBD) — ulcerative colitis and started on oral mesalamine.

* During evaluation, cholestatic jaundice was noted; ERCP with plastic CED
stent placement was performed, after which jaundice resolved (initially
considered choledocholithiazis).

+ Continued oral mesalamine for 1-2 years and subsequently stopped treatment
while asymptomatic until 2022

= 2022: Recurrent biliary pain; evaloated outside and diagnosed with
choledocholithiazizs. ERCP with CBD clearance and stent placement was
performed; cholecystectomy was advised.

= At AIIMS, MECPERECP with cholansiogram showed irregularity of
BHD/LHD and intrahepatic biliary radicles without dominant strictore;
impression was PSC without dominant stricture. UDCA was started.

History of Present Illness

+ No history of blood transfiusion, cola-coloured wrine, abdominal lump,
vomiting of stale food, high-risk sexual behaviour or IV drug abuse.

* Prior biliary instrumentation as described above; no prior surgery.

* No abdominal distension, pedal edema altered behaviour, melena joint pain,
red eyes, sloin rash oral uleers, photosensitivity, night blindness, bony pain
easy bruizing, gait difficulty or peripheral neuropathic symptoms.

+ Bowel habit: currently 1-2 stools/day, Bristol type 3—4; bladder habits and
slesp-wake cycle normal.

* Family history: father had pulmonary tuberculosis 1 year previcusly and
completed ATT.

Summary

43-vear-cld male patient with IED-ulcerative colitis diagnosed since 2017 and
primary sclerozsing cholangitiz diagnosed in 2022, with prior biliary
instrumentation, presented with cholestatic jaundice for 2% months associated
with loss of appetite and weight loss. Wo other major constitutional symptoms or
documented micro/macro-nutrient deficiency. ECOG performance status 1.

Syndromic Diagnosis
* Extrahepatic biliary obstruction.
* Malignant > benign
* Past history of biliary instromentation.




* No history suggestive of cholangitis or gastric outlet obstruction.
* Backeround of IBD-ulcerative colitiz with PSC.
+ ECOG performance status 1.
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Examination

* General: conscious and oriented; BP 114/72 mmHg pulse 92/min, SpO: 08%,
temperature 92 6°F_ ER. 16/min.

* Ieterus and prade 2 clubbing prezent. o pallor, cyanosis or lymphadenopathy.

* Weight 48.8 kg; height 143 cm; BMI 17.7 kg/m?; MUAC 23 em.

+ Abdomen: left lobe of liver palpable in epigastrivm, irregular margin, firm,
smooth and non-tender. Spleen palpable 3 fingerbreadths below left costal
margin; smooth, well-defined and non-tender with palpable splenic notch,
Liver span 16 cm. No shifting dullness or abnormal mass.

* DRE: no growth palpable.

* RBespiratory, cardiovascular and CNS  examinations were otherwise

unremarkable.



Investigations — Liver Function Tests

Parameter | 29/07/22] 12/11/22] 17/03/26 | 16/04/26 | 03/05/26 | 13/05/26
oT 34 23 76 66 64 52

PT 37 32 16 35 34 25
AIP/GGT  |265- |120- |620/158 | 758218 £90/340
Totalidirect  |2.51/2.1 | 1.40/0.8 | 5.46/28 |3.042.0 |3.01/19 |4.84140
bilirubin 1 5 g 4 9 1
Protein/Albumi | 383533 16 155 |378530 70345 |6.126 [738532
n 3 1

PT/INR 13/1.07 é?"l"'l'“ 1512 15213

Investigations — Hematology and Tumour Markers

Parameter 20/07/22 [17/03/26 | 16/04/26 |03/05/26 |13/05/26
Hb 133 1308|107 |106 |12
WEBC 7630 |10730 |4320  |s820  |7390
Platelet 2431 |236L |182L |187L |189L
CB;E?”& 201087 |15.6/0.61|19.2/0.58|10/0.4
Nat K 13841 |136/4.1 |135/474 |142/41 |138/4.1
CEA 2 (N<10)

CA 100 12
(WN=3T)
Colonoscopy

Patchy loss of vascular pattern in rectum, sipmoid colon, descending colon and
transverse colon. Impression: IBD-UC-E3, in endoscopic remission.

MRCP Abdomen (17/04/2026)

+ Liver normal in size (~15.6 cm) with mild nodular margins and volume
redistribution.

* Moderate intrahepatic biliary duct dilatation.

+ Diffuge narrowing of CBD (~2.4 mm) with multifocal strictures and alternating
dilated segments in CHD and intrshepatic ducts, producing a beaded
appearance suggestive of P3C.



+ [ll-defined enhancing soft-tizsue thickening at the hepatic hilum causing abrupt
narrowing of the primary biliary confluence, non-visualization of proximal
left hepatic duct and extension aleng CBD.

PET-CT (23/04/2026)

* Chest: FDG-avid necrotic mediastinal and bilateral hilar lymphadenopathy
involving pretracheal, paratracheal, AP window, prevascular, precarinal,
subearinal,  bilateral  hilar,  supradiaphragmatic/pericardiac,  posterior
mediastinal =and lower parsesophageal stations. Largest subearinal
conglomerate 4.7 « 3.0 = 1.7 cm; SUVmax 4.5,

+ Abdomen: hepatosplenomegaly (liver 18 cm, spleen 18 cm). IHBED with
prieumobilia and dilatation of right and left hepatic ducts.

» Ili-defined mildly FDG-avid infiltrative lesion at the biliary confluence
wvolving right and left hepatic ducts, proximal CBD and cystic duct
(SUVmax 6.3), with multiple FDG-avid hepatic lesions in both lobes.

+ Multiple nen-FDG-avid to mildly FDG-avid abdominal Iymph nodes at porta
hepatis, periportal, peripancreatic, parasortic, retrocaval, paracaval,
gastrohepatic, perigastric, pericholecystic, mesenteric and bilateral external
iliac stations.

EUS with FNB

= hMultiple mediastinal Iymph nodes at stations 9, 8, 4, 3 and 6, ranging from 3—
23 mm; some were matted and one had a necrotic centre,

* FNE cbtained from the largest mediastinal Iymph node.

* Hilar region showed multiple lymph nodes causing compression of the CBD
and portal vein

+ Pancreas was normal; no liver S0L seen. CBD and pancreatic duct were
normal.

» Impression: generalized lymphadencopathy; hilar lymph nodes with CBD
compression; possibility of TB or lymphoma.

HPE Report (15/05/2026)

* Features of necrotizing granulomatous inflammation.
* AFE stain negative.

+ CENAAT for tizsue positive.

+ Fungal culture negative.

THANK YOU



