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To: "ROOT" <root@sctimst.ac.in>
Date: 07/10/2026 01:35 PM

Subject: CPC Clinical handout 07.10.2026

Dear All,

The next Wednesday CPC of the academic session will be held tomorrow, the October 07, 2026 at 08.00
hours (IST) in Lecture Theatre 1, Nehru Hospital, PGIMER, Chandigarh under the Chairmanship of Prof.
Sanjay Jain.

The session will also be available on the Webex platform. Kindly follow the link below to join.

https://pgitelemed.webex.com/pgitelemed/j.php?MTID=md00288711fdbf94321a0819943e426a2

In case you join in thru WebEX, kindly ensure that your microphone and camera are switched
off and PLEASE DO NOT SHARE YOUR SCREEN.

The Clinical handout of the case to be discussed is attached herewith.
The clinical aspect will be discussed by Dr. Vikas Suri, Department of Internal Medicine. Radiology will be
discussed by Dr. Nidhi Prabhakar and the autopsy pathology will be presented by Dr. Sunny Bhardwa;.

© All rights reserved with the Postgraduate Institute of Medical Education & Research, Chandigarh, India.
Any unauthorized use of the contents of the session, either video, audio or graphic, in whole or part of it will
amount to copyright violation. The distributed clinical content is anonymized and meant purely for
educational purposes.

Please do not reply to this eMail.

Yours sincerely,

Regional Resource Centre, North
Department of Telemedicine
PGIMER, Chandigarh


https://pgitelemed.webex.com/pgitelemed/j.php?MTID=md00288711fdbf94321a0819943e426a2

STAFF CPC (7.10.26)

5, 28M DOA: 3.0526 Clinician In charge: Prof. HS Kohli /Prof. Ashutosh Aggarwal
CR No-202505204991 | DOD: 6.05.26 Clinical Discussant: Dr. Vikas Suri
R/O Sirmaur, HP Total Stay-4 days Pathologist: Dr. Sunny Bharadwaj

Radiologist: Dr Nidhi Prabhakar

Background History
Admission PGI Nephrology (18/12/25 to 25/12/25)

Presenting complaints: Short febrile illness (3 days), Malena (2days), diarrhea (20days), anasarca {3 months)
No H/O decreased urine output but a positive H/O Raynaud’s phenomenon

Similar complaints for AFI/Abdominal pain/diarrhea in August 2025 which got relieved with medications
Examination: Pallor; Bilateral pedal edema/facial puffiness, No organomegaly and normal CVS/Respiratory/CNS
Date 181225 | 191225 | 20012725 | 22112725 | 24112725 | C3 mg/dl- 60.9 (90-180)
Hb (g/dl) 1.6 8.3 8.7 9.0 9.3 C4 mg/dl- 6.19 (10-40)
TLC 2780 3410 4300 3780 3410
DLC 6123091 | 81615 -Urine Routine Albumin 2+ Blood +
Platelets (10%/ L) 129 107 110 121 126 -Urinary Protein creatinine Ratio
Nat/K+ (mEqg/l) 13849 [ 13554 [ 13552 | 13641 | 13837 -Urine protein(mg/dl)-246
Urea/S.Cr. (mg/dl) 64114 | 62143 | 75138 | 144149 | 112145 | -Urine creatinine(mg/dl)-18.3

Bilirubin T/C (mg%) | 0.080.03 | 0.080.01 | 005004 | 008002 | 008003 | -Protein/Creatinine ratio- 13.44

S Protein T/A (gd) | 5.191.28 | 49/1.07 | 48412 | 4815 | 47163 | -24 urine protein-12.96g/TV

ALT/AST/ALP (UA) 284079 | 304388 | 2326487 | 3330/84 | 26/39.0/99

Ca+(mg/dl) 6.79 6.67 6.71 7.04 £.99 -DCT_-AnLi leG positive/Anti C3b-
PO4 (mg/dl) 481 573 6.51 Negative
CRP 610 755 1587 -HbsAg/lgM Anti HCV/HIV- Negative

Uric Acid/LDH(U/L) 0.45 -NCCT Chest-Normal

ANA-Positive/Nuclear/Fine speckled/Intensity-+++ to ++++

EliA dsDNA-Positive (19 Elia U/ml) MPO-0.5 U/ml  PR3-0.6 U/ml

Left Kidney Biopsy (19/12/26)- Each of the eight levels examined comprised a single linear core of renal cortex containing a
maximum of three glomeruli, 1 glomerulus showed cellular crescent,3 glomeruli showed mesangial matrix expansion,3 glomeruli
showed endocapillary hypercellularity,3 showed wire loop lesions,1 glomeruli showed ruptured bowmen’s capsule eliciting an
inflammatory response in the interstitium, No karyorthectic debris or fibrinoid necrosis or glomerular sclerosis. Moderate
inflammation in the interstitium composed of lymphocytes and plasma cells. Intersiitial fibrosis and tubular atrophy (10-15%).
Tubules showed moderate acute tubular injury with few showing RBC cast & pigment granular cast. Normal LM for arteries and
arterioles. No vasculitis is seen. DIF - 1272/25---1g( (2-3+), Clg (2+) kappa (2+) [gM (2+). C3 (3+) and lambda (2+) granular
positivity along the capillary wall. IgA, IeM- negative. EM- 786/25

Course & Management- During the initial period of admission, with a nephroticnephritic presentation and
hypocomplementemia, lupus nephritis versus C3 glomerulonephritis was considered. In view of the positive ANA, he was started
on prednisolone at 1 mg/kg/day. Renal biopsy subsequently revealed lupus nephritis, ISN/RPS Class IV + Class V, consistent
with mixed proliferative and membranous lupus nephritis. Mycophenolate mofetil (MMF) 500 mg twice daily was added. He
subsequently developed fever and cough, with right lower-zone infiltrates on chest radiography. He responded to intravenous
antibiotics, and MMF was withheld. He was discharged on prednisolone (Wysolone) 40 mg once daily, diuretics, telmisartan,

cotrimoxazole (Septran), fluconazole prophylaxis, and apixaban 2.5 mg twice daily.



Nephrology OPD Follow-ups

12/1/26-No fever, MMF 500 mg BD added.13/2/26-Mild increase in urea,24 hr urine protein-7.96g,C3114,C425,ant
dsDNA27.7-Dapaglifozin 10 mg added MMF increased to 1gBD. 17.4.26-diarrhea, 24 hr urine protein-1 dg normal TLC/RFT-
Wysolone tapered to 15 mg OD & rest including MMF continued

Present PGIMER Admission -Emergency (3.05.26-5.5.26)/RCU (5.5.26-6.5.26

Presenting Complaints

*  Loose stools_for 2 weeks- Initially 8-10 episodes/day- decreased to 4-5 episodes PTA, No Malena/blood//pain abdomen
Vomiting for 4-5/days- nonbilious non-bloodstained non projectile vomiting

¢ Shortness of breath 10 days-Gradually progressive (MMRC I-IV), not a/w chest pain nor any orthopnea /PND/Wheeze

¢ Fever for 2-3 days-One spike per day, not associated with chills and rigors
*  Decreased urine output for 1 day
*  H/o bluish discoloration of both hands for 10 days- present continuously
77 polyarthralgia knee/elbows for 7 days
s No H/O hemoptysis/bleeding/headache/hair loss/facial or pedal edema
»  Personal/Family History: No H/O DM/mo addictions nor any family history of similar illness.
»  Examination-Conscious, oriented, afebrile, PR 126/min, regular feeble/cold extremities, BP 96/60 mm of Hg, RR 30/min, Spo2
46% on room air, Cyanosis +; 77 Petechial rash over trunk and arms. CRT = 3 5, No Pallor/edema icterus/LAP
»  Respiratory: Bilateral crepitations, no bronchial breath sounds CVS- 51/82 normal, No added sounds
s Abdomen: Diffuse tenderness on deep palpation, no organomegaly, free fluid present/bowel sounds+
o CNS: EAV3M6(on admission), No focal neurclogical deficit
Investigations:
Date 03/5/26 4/5/26 6/5/26 Coagulogram 03/05/26
Hb g/dl 127 9.0 8.5 PT (sec) 131
TLC 3500 5300 400 PTIL (%) 87
Platelet (10°/L) 194 107 40 INR 1.15
DLC 96.7/ 2.0 93/3 81/16 APTT (sec) 339
Na+/K+ (mEg/l) 12329 128/3.81 127.2/4.29 | D Dimer -3290
Urea/Creatinine (mg/dl) 171/3.54 67.5/2.08 144/5.18 | -Amylase 108 mg/dl,
Bilirubin T/ C 0.142/0.075 0.32/0.2 0.309/0.179 | - CK -MB 8.6U/1 Myoglobin->500,
AST/ALT 34.4/21 127/46 410/184 | Tropl-0.05, BNP 470
Ca+/ PO4+ /Mg" (mg/dl) 7.94 6.62
Protein T/ Alb{g/dl) 4.92/2.62 19716 176/1.72m
CRP mg/L 8
Urine Routine Sugar +, Protein ++




Date T pC02 [ p02 | HCOX- Ec]m_ca rdiography 5/5/26-EF reduced 30-35%/No pericardial
effusion

03/05/26 7.206 | 8.2 828 |32 ECG-Sinus Tachycardia, Diffuse ST segment changes

03/05/26 7039 | 164 B5.7 | 43

04/05/26 7477 | 28.5 587 | 206 HIV/HbsAg/IgM anti HCV/-Non-Reactive

050526 RICU | 721 | 286 e | 117 Blood C/S (6.5.26/collected PM)- Acinetobacter bawmanni

050526 RICU | 7.08 |43 07, (Intermediate sensitive to colistin only)

Bedside POCUS-

o Chest- bilateral minimal pleural effusion. Bilateral B profile. Heart- EF 30-35% with no pericardial effusion. No DVT.
o 6.526-Global hypokinesia LY, RV appears dilated

Chest Xray PA

o 3/5/26-heterogencous opacities in right upper/middle/lower zone and lefi middle zone

USG W/A- 3/5/26- Right kidney 10.7 cm, left kidney 9.3 cm, bilateral raised renal echogenicity with maintained CMD. Liver
12,7, spleen 9.1 em. IVC 12mm and collapsable

HRCT Chest (5/5/26)- B/L areas of consolidation with surrounding GGO in all lung fields. Bilateral pleural effusion.

Course and management: A 28-year-old man with systemic lupus erythematosus (SLE) and ISN/RPS Class IV + V lupus
nephritis, receiving prednisolone 15 mg OD and mycophenolate mofetil (MMF) 1 ¢ BD, presented to the Emergency at PGIMER
with multiple episodes of loose stools and vomiting, breathlessness for 10 days, and decreased urine output for 1 day. At
presentation in the Emergency, he was hypoxic and hypotensive. He was initiated on oxygen supplementation, intravenous fluids,
and vasopressor support with norepinephrine. Chest radiography revealed bilateral homogeneous pulmonary opacities. In view of
suspected severe infection, intravenous piperacillin—tazobactam was initiated. However, over the subsequent 12 hours, his
hypoxia and hypotension progressively worsened, necessitating endotracheal intubation and mechanical ventilation. He
underwent one session of SLED for oliguric AKI with persistent metabolic acidosis. He was subsequently shifted to the
Respiratory Intensive Care Unit (RICU) on the evening of 5th May 2026 while requiring norepinephrine support. Point-of-care
ultrasound (POCUS) demonstrated global hypokinesia with an estimated left ventricular ejection fraction of 30-35%. CT of the
thorax showed extensive bilateral consolidation with ground-glass opacities and with bilateral pleural effusion. In view of a 4
g/dL fall in hemoglobin from baseline, CT findings suggestive bilateral opacities a possibility of diffuse alveolar hemorrhage
(DAH) along with SLE disease flare, and possible myocardial involvement was considered. Intravenous pulse
methylprednisolone and cyclophosphamide were administered.

Despite these measures, he developed progressive refractory shock requiring escalation to three vasopressors, accompanied by
worsening oliguria. A repeat complete blood count demonstrated severe neutropenia, with an absolute neutrophil count (ANC) of
300/uL. Despite aggressive supportive and immunosuppressive therapy, his condition continued to deteriorate. He developed
cardiac arrest at 8:00 AM on 6 May 2026. CPR was initiated immediately according to advanced cardiac life support (ACLS)
protocol. However, return of spontaneous eirculation could not be achieved, and he was declared deceased at 8:26 AM on 6 May
2026.

Units Final Diagnosis Systemic Lupus Erythematosus with Kidney: Lupus Nephritis: 4+ 5, Skin: Raynaud’s, Blood:
pancytopenia, Serology: ANA 3+, Diffuse Alveolar Hemorrhage, Shock-? Cardiogenic secondary to Myocarditis? lupus nephritis
flare



