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PARTICULARS OF THE PATIENT :  

• Name : Rony Islam 

• Age: 33 years 

• Sex: Male 

• Religion: Islam 

• Occupation: Factory worker  

• Address: Mirpur, Kushtia 

• Date of admission: 15/11/2025 

• Date of examination: 15/11/2025 



1) Progressive weakness of all limbs for 6 

months.  

2) Generalised body ache for 6 month.  

 

CHIEF COMPLAINTS 



HISTORY OF PRESENT ILLNESS: 

 According to the statement of the patient, 

he was reasonably well 6 month back. Then he 

developed progressive weakness in all 4 limbs. 

Initially he developed weakness in  lower limbs 

then subsequently involved upper limbs, 

hampering his day-to-day activities. He felt 

difficulty in climbing stair, rising from sitting 

position, combing his hair and changing clothes.  

  



 Weakness was gradual in onset and 

progressive and persistent in nature. On further 

query he stated that Weakness is not associated 

with tingling and numbness in limbs, no diurnal 

variation, not related to any food intake or 

exposure to cold or exercise.  
 



 He also developed generalized body 

ache for the same duration, more marked in 

the arms and thigh, which was gradual in 

onset, persistent and progressive, cramping 

in nature, moderate in intensity, mildly 

relieved by rest. 



 He also complained of occasional low-

grade fever, unintentional weight loss 

evidenced by loosening of clothes -without 

any history of excessive thirst, sweating or 

urination and fatigue. There is no history of 

tremor and palpitation. 

 He did not give any history of joint pain 

,skin rash, oral ulcer, cough or SOB and no 

history of drooping of eyelid, double vision, 

skin tightening, dry eyes and mouth. 

 



 He visited many physician and was 

prescribed some medication that initially 

relieved  his symptoms but now for last 

couple of weeks his symptoms reappeared 

and he got admitted in Kushtia Medical 

College & Hospital. 

  

 His bowel and bladder habit is normal. 



No significant  medical and surgical illness. No history 

of any endocrine disorder. 

 

 

 

 

HISTORY OF PAST ILLNESS: 

No history of taking herbal and homeopathic drug or 

any statin or steroid. 

He took pregabalin and Multi Vitamin, PPI, NSAID, 

Calcium. 
 

DRUG AND TREATMENT HISTORY: 



Personal History: 

He is  smoker, non alcoholic, no history of IV drug 

abuse or extra marital sexual exposure. 

Family History : 

There is no positive family history of such type of 

illness. 

Occupational History: 

Factory worker (He used to polish aluminum sheets of 

pressure cooker) 

He comes from a middle-income family and drinks 

arsenic free water and use sanitary latrine. 



Immunization history: 

He is vaccinated as per EPI schedule and 

vaccinated against COVID 19. 

Travel History: 

 Not significant. 



GENERAL EXAMINATION: 

• Appearance: Ill-looking 

• Body built: Average 

• Decubitus: Lying 

• Co-operation: Co-operative 

• Nutritional status: Below 

average 

• Anemia: absent 

• Jaundice: Absent 

• Cyanosis: Absent 

• Clubbing: Absent 

• Koilonychia: Absent 

• Leuconychia: Absent 

 



• Edema: Absent 

• Dehydration: Absent 

• Neck vein: Not engorged 

• Thyroid: Not enlarged 

• Skin condition: Normal 

• Bony tenderness: Absent  

• BP: 110/70 mm Hg 

• Pulse: 80 b/min 

• Respiratory rate: 16 

breaths/min 

• Temperature-Normal 



Systemic Examination 



Musculoskeletal system examination: 

1. Look: 

Visible muscle wasting found over the shoulder and hip region. 

No visible deformity 

Skin condition over the bone and joint are normal 

2. Feel: 

Temperature normal 

No joint crepitus 

Muscle tenderness : grade 1  

 



3. Move: 

Limited active movement and passive movement of joint is 

normal 

Examination of  spine: Normal 

Gower sign: Cannot be elicited.  

Grip myotonia: Absent. 

Percussion myotonia : Absent. 



Nervous system examination: 
 

1. Higher psychic function: 

 Consciousness level: Conscious 

 Orientation: Well oriented 

 Intelligence: Normal 

 Memory: Intact 

 Speech: Normal 

 

2. Cranial nerve examination : Normal 

Fundoscopy : NAD 



3.MOTOR SYSTEM EXAMINATION 

Upper 

Limb 

Bulk Tone Power Reflex 

Right Mildly 

Reduced 

proximally 

Normal Decreased 

(2/5) 

All reflexes 

are Preserved 

Left Mildly 

Reduced 

Proximally 

Normal Decreased

(2/5) 

All reflexes 

are Preserved 



3.MOTOR SYSTEM EXAMINATION  

Lower 

Limb 

Bulk Tone Power Reflex 

Right 

 

Mildly 

Reduced 

proximally 

Normal 

 

Decreased(2/5) 

 

All reflexes are 

Preserved 

Left 

 

Mildly 

Reduced 

proximally 

Normal Decreased(2/5) 

 

All reflexes are 

Preserved 

 



4. Sensory system examination: Normal 

 

5.Cerebellar function examination: 

• Nystagmus – absent.  

• Speech Pattern – Normal 

• Other examination - Cannot be elicited.  

 



SALIENT FEATURES: 

 Rony Islam , 33 years of age male, smoker, non 

alcoholic ,normotensive, non-diabetic patient hailing 

from Mirpur, Kushtia got himself admitted to Kushtia 

Sadar hospital with the complaints of Progressive  

weakness of all limbs for 6 months and generalized 

body ache for the same duration. 

 



 The  weakness initially developed in the 

lowers limbs and it subsequently involved the 

upper limbs, hampering his day-to-day activities. 

He felt difficulty in climbing stairs, rising from 

sitting position, combing his hair and changing 

cloths. Weakness was gradual in onset, progressive 

and persistent in nature. 



 Weakness was not associated with tingling 

and numbness  sensation in limbs, no diurnal 

variation, not related to any food intake or 

exposure to cold or exercise. 

 He also developed generalized body ache 

that is more marked in the arms and thigh, which 

was gradual on onset, persistent and progressive, 

cramping in nature, moderate in intensity, mildly 

relieved by rest. 



He also complained of occasional low-grade fever, weight 

loss and fatigue.  

 

He did not give any history of joint pain ,skin rash, oral 

ulcer, cough or SOB and no history of drooping of eyelid, 

double vision, skin tightening, dry eyes and mouth. 

 

He visited many physician and was prescribed some 

medication that initially relieved his symptoms. But now for 

last couple of weeks his symptoms reappear and he got 

admitted in our medicine unit. 

 

His bowel and bladder habit is normal. 

 



On general examination he is ill looking ,but 

cooperative, nutritional status is below 

average.  

 

All the Vital signs are normal 



On musculoskeletal system examination there is visible muscle 

wasting over the shoulder and hip joint, limitation present in active 

movement and passive movement of all joints were normal. There 

is grade 1 muscle tenderness on proximal muscles. 

 

Examination of the spine is normal. 

 

Gower sign cannot be elicited  

 

Grip myotonia and percussion myotonia is absent. 



On nervous system examination, 

The patient is conscious, well oriented and speech is 

normal.  

Cranial nerve examination revealed no abnormality. 



On motor system examination of the upper 

and lower limbs, the bulk of the muscles are 

symmetrically proximally mildly reduced, the 

muscles are normal and the power is also 

decreased (2/5). All the reflexes are preserved 

in both limb. 

 



Sensory system examination is normal and no 

nystagmus or speech abnormality and other 

cerebellar function test could not be carried out. 

 

Other systemic examination revealed no 

abnormality. 

 

 



WHAT CAN BE THE PROVISIONAL 
DIAGNOSIS? 



Polymyositis 

PROVISIONAL DIAGNOSIS  



DIFFERENTIAL DIAGNOSIS  

1. Limb girdle myopathy 

2. Motor neuron disease (PMA) 

3. Paraneoplastic myopathy 

4. Chronic inflammatory demyelinating 
polyneuropathy 



INVESTIGATIONS PERFORMED 

















CHEST X-RAY 









Polymyositis 

FINAL DIAGNOSIS 



TREATMENT OPTIONS 

1. First-line treatment 

• Oral glucocorticoids are the main initial therapy 

Prednisolone 1 mg/kg/day 

• In severe cases (respiratory or swallowing muscle 

weakness): 

 IV methylprednisolone 1 g/day for 3 days 

• Steroid should be tapered If the patient responds well: 

• Steroid should be reduced by ~25% per month 

• Target maintenance dose: 5–7.5 mg/day 

 

 



2. Steroid-sparing immunosuppressive agents  

     Can be used when 

• Steroids are insufficient 

• To reduce long-term steroid side effects 

    Common options: 

• Methotrexate (MTX) 

• Azathioprine 

• Mycophenolate mofetil (MMF) 

• Ciclosporin 

3. Refractory disease 

• Rituximab 

• Intravenous Immunoglobulin (IVIg) 

 



TREATMENT GIVEN 

1. Patient is counseled and educated regarding the 
course and management of the disease. 

2. Immunosuppressant: 

• Oral Glucocorticoid. (Prednisolone 60 mg daily) 

• Azathioprine. (50 mg daily)  

3. Calcium Supplement 

4. Physiotherapy 

5. Follow up 

 

 




