
PMH: DM, HTN, HLD, 
COVID-19: critically ill, 
intubated at the MICU. 
Complicated by 
transaminitis ALT 123, AST 
75, TB 9, AlkP 631. MRI 
showed diffuse biliary 
enhancement c/w 
cholangitis and 
splenomegaly no cirrhosis.  
ANA + 1/320, Neg ASMA, 
AMA, IgG subsets p and c 
ANCA
Meds: Canagliflozin, 
Lantus, Losartan, 
Amlodipine

Fam Hx: Colon 
cancer in his 
father.

Health-Related 
Behaviors: No 
EtOH, tabaco, 
animal 
exposure. 

Allergies: None

CC:  Abdominal distension and shortness of 
breath
 
HPI:  74 y/o male with PMH of DM, HTN and 
COVID 19 infx 1 year prior p/w 2 weeks of 
abdominal distention and SOB. First noticed 
these symptoms 1 month prior, but they 
worsened the last 2 weeks. Persistent yellow 
color in his skin since his COVID infection, but 
states he never followed up w/ his physician. 
Also notes a left toe injury after a fall in the 
bathroom 2 weeks ago that has not resolved.
ROS: No fever, chills, night sweats, weight loss. 
No abdominal pain, n/v, no cough or wheezing. 
No hematuria, dysuria.

Vitals: T: 37.1 C HR: 83 BP: 155/69 RR: 19 SpO
2
: 91 -> 97 W/ 2L

Exam:
Gen: Appears uncomfortable but no acute distress. Oriented.
HEENT: Icteric sclera, no conjunctival pallor.
CV: Normal rate and rhythm. S1, S2 present. 
Pulm: Breath sounds clear b/l. No respiratory distress, no accessory muscle use.
Abd: Distended w/ fluid wave. Soft, no tenderness. No rebound or guarding. 
Extremities/Skin: Warm, well perfused. Dry gangrene of the left 2nd toe. B/l 
pitting edema up the knees. Jaundice.

Notable Labs & Imaging:
Hematology: 
WBC: 21 (78% neutrophils ANC 17.9, 6% lymphocytes, 9% monocytes) Hgb: 8.1 
(baseline 7-9) MCV 109 Plt: 59 000

Chemistry:
Na: 141 K: 3.2 Cl: 104 CO2: 20 BUN: 16 Cr: 1.07 
AST: 58 ALT: 38 Alk-P: 596 T. Bili: 8.6 Albumin: 2.6 
INR: 1.36 CRP: 50, BNP: 1419. Vit B12, folate and TSH wnl.
Paracentesis by IR: 7.5 L removed

- Albumin: 1.0, Glucose: 251, LDH: 80, TP: 2.0, Peritoneal fluid culture 
negative

- SAAG=1.6
Podiatry consulted for tx of L foot gangrene: cultures were obtained and 
vancomycin + ctx were started. 
Neg ANA, ASMA, ANCA, IgG, anti-LKM.
Imaging:
RUQ Ultrasound: moderate ascites.
CT Abdomen: intrahepatic biliary dilation, common biliary duct wnl. 
MRCP: Multifocal biliary strictures and segmental bedded appearance. 
XRay of L foot: no osteomyelitis. Found to have L SFA and underwent 
amputation.Blood cultures: GBS. Completed 14 days of CTX.
Final Dx: 2ry Sclerosing Cholangitis. 

Problem Representation: 74M w/ persistent jaundice after COVID 
cholangiopathy 1 year ago p/w 2 weeks of abd distention and SOB. 

Teaching Points (Seyma Yildirim⭐):
SOB: heart - lung - blood - other
Abdominal distension: liquid (ascites, hemoperitoneum) - gas (constipation, 
ileus) - solid (organomegaly, malignancy,  pregnancy → pressure on diaphragm 
→  SOB), other (abd. wall weakness)
→ Jaundice prioritizes ascites as a possible cause for abd. distension!
Wound-healing impairment: Inflammation, Vascular (arterial or venous 
insufficiency)/Neurological deficit, pressure on wound? 
=>Immunocompromised? → Cause of possible bacteremia?
Postobstructive causes of liver failure: Budd-Chiari, constrictive pericarditis
Splenomegaly+Covid: HLH, autoimmune inflammatory-mediated (e.g. AIHA)
Hypoxemia in liver dz: Ascites mediated  hydrothorax, pulm. edema, 
hepatopulm. syndrome, clot, portopulm. HTN,  Impact on diaphragm, 
atelectasis → SOB
Ascites+Jaundice: direct or indirect & intra- or extrahepatic?
Portal HTN: cirrhosis, schistosomiasis, intrahepatic cholestasis

●  Is it due to cirrhosis (e.g. thrombopenia) or without cirrhosis?
Macrocytic  anemia: meds, alcohol, cirrhosis, liver dz, megaloblastic (B12, 
Folate acid-deficiency)
SAAG: >1.1 with protein <2.5 →  hepatic cause of portal HTN (resistance in 
portal veins) ; BNP elevation alludes to cardiac involvement (e.g. 
hemochromatosis)
Gangrene: dry (art. Insuff., acute thrombus (e.g. cardiac) or wet ?
⚠Consider a rare side-effect of SGLT2-inhibitors: Fournier gangrene
Multifocal biliary strictures: ischemic biliopathy, autoimmune (PSC), 
Cholangiocarcinoma
PSC associated w/ IBD: esp. Ulcerative colitis 
Approach to the case: Osteomyelitis (immunocompromised (DMT2) →  wound 
→  bacteremia (e.g. Strep)), Post-Covid: SSC as a late complication (esp. 
critically ill-patients!)
SSC: Causes e.g. obstruction, ischemia (shock!), critical-ill dz; the Common-bile 
duct is often spared; chief complaints: fatigue+pruritus
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