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Introduction

Acute nontraumatic exertional rhabdomyolysis may arise in
individuals with normal muscles when the energy supply to muscles
insufficiently meets demands [1]. This case report describes an
instance of exercise-induced rhabdomyolysis caused by an extreme
physical activity. The patient managed to make full recovery after a
period of outpatient treatment.

Case report

A 23-year-old male was admitted to the emergency department
with complaint of worsening lower limbs pain since a few hours ago.
No history of recent trauma was noted. He was healthy overall, and
his past medical history was unremarkable. On examination the patient
was agitated because of pain and mildly dehydrated. His blood pressure
was 115/65 mm Hg, pulse rate 106/min, respiratory rate 24/min, and
temperature 37.1°C. Evaluation of lower limbs revealed only mild
tender and tense calves. No difference between temperature and size of
legs was detected. Sensory and motor exam of four limbs was normal.

Blood investigations showed a total leukocyte count of 18000/mm’
(90.0% neutrophils), a hemoglobin level of 16.9 g/dL, and a platelets
number of 410000/pL. Other lab tests included blood urea nitrogen
44.5 mg/dl, serum creatinine 2.8 mg/dl, serum sodium 140 mmol/L
and potassium 3.7 mmol/L. Serum creatine phosphokinase (CPK) was
58000 U/L, Liver profile and coagulation studies were within normal
limits. The urine was mildly dark and the urine blood was +1 without
RBC. Limb x-ray investigation was unremarkable. Color doppler
sonography showed normal arterial and venous flow. The patient then
revealed several hours work in a warm and humid place.

The patient admitted to the emergency ward with diagnosis of
rhabdomyolysis and crystalloid and analgesic were administered.
Urinary output was recorded. Serial cpk was checked. The limb pain
was diminished, however after primary treatment for 6 hours, oliguria
occurred, as he had only 20cc urine. Hence, a vascular catheter inserted
and hemodialysis performed. After 3 times daily hemodialysis, serum
creatinine lowered and urine flow set in. Finally, the patient discharged
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home with normal BUN and creatinine values and no sequel after 5
days.

Discussion

The term rhabdomyolysis refers to disintegration of striated
muscle, which results in the release of muscular cell constituents into
the extracellular fluid and the circulation. Rapid diagnosis and proper
management are essential to prevent complication.

Clinically, creatine kinase is assayed in blood tests as a marker
of damage of CK-rich tissue such as in myocardial infarction (heart
attack), rhabdomyolysis (severe muscle breakdown), muscular
dystrophy, autoimmune myositides, and acute kidney injury.

Rhabdomyolysis is a condition in which skeletal muscle cells
break down, releasing intracellular proteins, including creatine kinase
and myoglobin, intravascularly. Clinical symptoms may include the
classical triad of muscle pain, weakness, and brown urine, but all of
these symptoms may not see in every patients.

Conclusion

In this case, we report a young patient who had only severe
muscular pain without significant weakness and dark urine. The
emergency physicians should be vigilant about that, so that late
diagnosis and treatment can lead to acute renal failure and its
complication.
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