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PATIENT PROFILE

85Y/o0 ¢

Alert

T/P/R=35.8/69/17; BP = 135/76mmHg
# 4 i 77 - diarrhea %% » BEf0 4
Triage = 3

PRESENT ILLNESS

C.C: DIARRHEA * 1WK

Watery diarrhea V-2

3~4 times/day . . .
] 3 No urine incontinence;
2HAGRAF - p 4 -

£5 o RRR ()
recent abx (-); tenesmus (#);
N/V (-); anorexia (+);

No abd. pain;

no similar episode;

progressive numbness
+ weakness over bil.
“below thigh”

in 1 month

£ i71-2days # /2 #_t bicycle

No problem in defecation;

PAST HISTORY

NKDA

HTN (+);

gout hx (+) — r 72 £
abd. op. hx (-);

PHYSICAL EXAMINATION

Clear consciousness Ext.: freely
HENNT: not icteric Abd.: soft;
Chest: BoS: normo~hyper;

Bil. Clear BS; RHBs;

IMPRESSION

Diarrhea with leg weakness
r/o electrolites imbalance
r/o T-spine myelopathy




X-RAY (KUB)

INITIAL ORDER

day 1, 08:00 Day 1 08:35

NPO X-ray: T&L-spine AP+Lat.
KUB #ALT, T-bil.

CBC, D/C, Pit Bedside echo
Consult neuro.

Panel I

VBG (6)

F/S (95)

N/S run 60mL/hr

X-RAY (T-SPINE)
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LAB DATA . EB(Z/PIM&IH/D I
- \WBC 53 X1000/ul

RBC 4.56
;‘Sf PROGRESS NOTE, DAY 1, 09:29
77 fl
25.4 pg
33 % FHfFHema. Dr.;8 JyEiE2 (. 'HTN &Gout) ;
143 % . . . o
G <1000/l Denied medication other than our hospital;
1 month ago fell down with buttock contusion;
B Through this month, bil. Legs same parethesia &weakness
;ti::md [P 61-80 Imp: neuropathy, cause?
Lymphocyte  38.70% 1328 Bed side echo
P P P Tonocyte 10.30% 4-10
2 T Eosinophil  4.10% 03 = No obv. GB stone; No echo Murphy’ s sign;
Glucose 93 mg/dL Basophil 0.90% 02
e ; =L’ tkidney stone; bil. Kidney atrophy;
 Atypical y 3 y phy;
COTAST 31205 UL e %

| Band v = No obv. AUR;

BUN é mg/dL Metamyelocyte %
Creatinine 2.1—2.1 mg/dL Myelocyte
140 m— Promyelocyte

. Blast %

5 meq/L Nucleated RBC /100WBC




DAY 1, 10:30 NEURO. &2 &

Drugs: colchicine intermittent use.

200512~200909:FF 41 (FRRESKIZ)
200909~: Htophi painT-colchicine 1# tid (EFHIZ)
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| DAY110:41 |
DAY 1 10:41

CK, LDH, GPT, Lactate, iCa, P, Mg, Cortisol, thyroid function
PT, APTT
Lumbar puncture:
= Routine
-protein, Glucose
= Lactate
= Cryptococcus
= Gram stain
= Culture
ndian ink

B culture
Brain CT w/o contrast

fFREC

Day 1, 11: 35

=EKG

=THBP (#146/67; £161/77)
Day 1, 11:41

= L 45519:40

= #EC
Day 1, 15:00

= #neuro 4

= On foley

= Record I/O q8h

= IVF: NS+NaHCO; 3amp run 80mL/hr

DAY 1, 17:40 ADMISSION

Imp:
r/o colchicine-induced myopathy&neuropathy

r/o AIDP

DISCUSSION:
APPROACHES TO (BIL.) WEAKNESS

Approach to the adult patient with the complaint of
weakness

Objective muscle weakness

2 gravis (warse with exertion
ralysis
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QUESTIONS TO

Which limbs are involved?
Is there sensory involvement? if so,is a scasory level deficit su
Is there bladder involvement?
Does weakness primarily involve proximal/distal muscles?
Are there bulbar sign

Does the degree of weakness fluctuate?

OLCEICINIE
POISONING

COLCHICINE

mainly for the treatment and prevention of gout
narrow therapeutic index
w/o clear-cut distinction between
Nontoxic
Toxic

lethal dose

metabolized by the liver
enterohepatic re-circulation

excreted by the kidneys

C & TOXIC

acute gout — 1.2 mg/day
gout prophylaxis — 0.5-0.6 mg/day
3~4 times a week
acute ingestions > 0.5 mg/kg — High fatality rate
The lowest reported lethal doses of oral colchicine

— 7-26 mg




chronic colchicine neuromyopathy
daily low-dose colchicine (0.5~1 mg/day)
for months to years
(case report) myopathy occurred within 2wks of
starting colchicine therapy (0.6 mg tid)

INTERACTI

CYP3A4 & P-glycoprotein inhibitors — [colchicine] T
clarithromycin, erythromycin
Ketoconazole
Cyclosporine ( transplant recipients )

grapefruit juice

Co-administration w/ statins
— risk of myopathy?

TABLE. STAGES OF COL...

Complication

® Gl symptoms
" \o
= Lo

Il (1-7 days)

(1-2 weeks)

Unknown pathogenesis
typically present with

proximal muscle weakne
often more prominent in the lower than upper extremities

[CK] almost always elevated (10~2C

DIAGNOSIS

History
typical toxidrome
Gastroenteritis
Hypotension
lactic acidosis

prerenal azotemia

DC colchicine
gastric lavage (<60 min)
activated charcoal
Supportive treatments
GCSE, if necessary







