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Abstract- A  70 years old man who was admitted to the hospital withknown case of pulmonary tuberculosis 

since 4 years and COPD since 2 years developed vomiting and hiccups since 8 days patient was apparently 

asymptomatic 15 days ago later on developed a bilateral pedal edema since 15 days insidious onset gradually 

progressed up to knee, facial puffiness can be seen, abdominal distension since 10 days insidious onset, urinary 

incontinence positive, shortness of breath since 8 days insidious onset gradually progressed from grade one and 

two relieved on taking rest associated with profuse sweating, altered sensorium since 4 days in the of decreased 

responsiveness not able to walk.. His final diagnosis was osmotic demyelination syndrome (ODS). We discuss 

the diagnostic and management challenges and the possible complications of this rare diagnosis. 

 

Keywords: Osmotic demyelination syndrome, extra pontine myelinolysis, central pontine myelinolysis, systemic 

lupus erythematosus. 

 

INTRODUCTION: 

        Osmotic demyelination syndrome (ODS), which includes extra pontine myelinolysis (EPM) and central pontine 

myelinolysis (CPM), is a rare neurological condition marked by disruption to the myelin sheath of brain cells brought 

on by quick changes in plasma osmotic pressure. The primary pathophysiology described is either a decreased 

neuroglial ability to adapt to significant changes in serum osmolarity or cellular edoema caused by variations in 

electrolyte forces results in compression and subsequent demyelination of fibre tracts, although it can occur in the 

presence of a variety of etiological factors. Studies using magnetic resonance imaging (MRI) estimate the incidence to 

be between 0.3% and 1.1% of hospital admissions. Up to 50% of ODS cases (20-56%) have CPM, while 23-52% of 

cases have myelinolysis in both locations and pure EPM is less prevalent (13-35% of cases) [1, 2]. 

 

CASE REPORT: 

A 70 years old male patient with a known case of pulmonary tuberculosis since 4 years and COPD since 2 years 

developed vomiting and hiccups since 8 days patient was apparently asymptomatic 15 days ago later on developed a 

bilateral pedal edema since 15 days insidious onset gradually progressed up to knee, facial puffiness can be seen, 

abdominal distension since 10 days insidious onset, urinary incontinence positive, shortness of breath since 8 days 

insidious onset gradually progressed from grade one and two relieved on taking rest associated with profuse sweating, 

altered sensorium since 4 days in the of decreased responsiveness not able to walk. While examination the patient was 

found to be drowsy, hypertensive (150/70 mmHg), respiratory system positive: bronchial artery embolization, 

bilateral wheeze positive all the other vitals were found to be stable. 

On laboratory investigation, serum creatinine levels were decreased, hyponatremia, hypokalaemia, hypercalcemia was 

found.  

Magnetic resonance imaging (MRI) of the brain showed subtle T2-weighted and fluid-attenuated inversion 

recovery hyper intensities noted in central pons. Based on the patient clinical presentation and diagnostic methods he 

was diagnosed with osmotic demyelination syndrome. 

His treatment procedure was started with nebulization with levosalbutamol 1.25mg along with ipratropium bromide 

0.5mg thrice a day patient was on Ryle’s tube feeding with 100ml milk and water and treatment was as follows (Table 

1): 

Table 1:  

DRUGS  PRESCRIBED GENERIC NAME  DOSE FREQUENCY ROUTE  OF 

ADMINISTRATION 

Syrup. Potchlor Potassium Chloride 10 ml TID Oral 

Inj. Furosemide Furosemide 40 mg BD IV 

Inj. Ondansetron Ondansetron 4 mg BD IV 
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Inj. Pantoprazole Pantoprazole 40 mg OD IV 

Inj. Augmentin Amoxicillin/potassi

um clavulanate 

1.2 mg BD IV 

Inj. MVT Multivitamin 1 Amp in 

100ml 

Normal 

Saline 

OD IV 

Nebulisation with Duolin, 

Budecort 

Levosalbutamol 

and Ipratropium, 

Budesonide 

- SOS  

Inj. Thiamine Vit.B1 100mg TID IV 

IVF 2 Normal Saline Normal Saline 100 ml OD IV 

 

DISCUSSION: 

Osmotic demyelination syndrome (ODS), which includes extra pontine and central pontine myelinolysis (CPM), is a 

rather uncommon disorder [3].Osmotic demyelination syndrome patients usually experience encephalopathy or 

convulsions. Mental status improves as norm natremia is restored and may revert to normal within 48–72 hours, but 

days later it rapidly deteriorates. Dysarthria, dysphagia, flaccid quadriparesis that progresses to spastic quadriparesis, 

and horizontal gaze paralysis are symptoms linked to CPM. Coma or delirium usually follow. Tremor, ataxia, and 

other movement abnormalities such as mutism, parkinsonism, dystonia, and catatonia are characteristics of 

EPM[4].SLE, hyperemesis gravidarum, anorexia nervosa, Wilson disease, severe burns, hyperphosphatemia and 

hypokalaemia, diabetes mellitus, renal failure, haemodialysis, and anorexia nervosa are only a few of the various 

correlations that have been documented[5].It is necessary to correlate radiological evaluation results with clinical 

findings. The gold standard imaging method for identifying ODS lesions is brain MRI. These comprise lesions that 

are hyperintense on T2-weighted and FLAIR images and hypointense on T1-weighted imaging. There is no contrast 

enhancement in the lesions. Each of these characteristics aligns with the results we saw in our instance. Lesions can 

sometimes emerge during MRI up to two weeks after the commencement of clinical changes. The timing of 

manifestation can also vary. Radiological results usually do not get better with time, even when the patient fully 

recovers clinically[6]. Supportive treatment can be provided[7]Individualised care is necessary when treating 

hyponatraemia. A hypo osmolar patient's neurologic condition, the degree and duration of their hyponatraemia, and 

other factors are taken into account when deciding on a course of treatment[8]. 
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