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PARTICULARSOF THEPATIEN T

Name                           :   Mrs. X

Age                        : 26 Years 

Sex                         : Female 

Address                 :  Mirbag 

Marital Status               :   Married

Occupation                   :  Housewife 

Religion                           : Islam

Date of  admission     : 01-03-2025

Date of examination  : 02-03-2025 



CHIEF COMPLAINTS

ÅFever for  3 months

ÅPalpitation for the same duration

ÅWeight loss for the same duration

 



HISTORYOFTHEPRESENTINGILLNESS

According to the statementof the patient,shewas reasonably

well 3 monthsback. Thenshedevelopedfever which was low

grade, intermittent in nature, and the highest recorded

temperaturewas100°F. Feverwasnot associatedwith chills and

rigorsandtherewasno historyof eveningriseof temperatureor

nightsweat.



For the last 3 months,shedevelopedpalpitationswhich was
gradual in onset, aggravatedafter exertion and persisted
even at rest. It was not associatedwith any chest pain,
shortnessof breath,dizzinessor syncope.

On query, shegavehistory of bilateral upper limb pain for 3
months,especiallyin both the forearmand hand,which was
gradual in onset, aching in nature, non-radiating, present
mostof the time, andaggravatedby doinganykind of work,
like combing,dishwashingandrelievedby rest.



Shealsocomplainedof anorexiaandshementionedthatshelost 10

kg of weightin 3 monthswhichwasunintentional.

She denied any cough, joint pain, oral ulcer, discolorationof

fingers on cold exposure,skin rash,abdominalpain , headache,

convulsion, miscarriageandbleedingfrom anysite.

Herbowelandbladderhabitswerenormal.



With these complaints she sought multiple medical
consultationsand extensiveprimary investigations. On the
basisof positiveMT test( 22mm) shewasstartedon anti-TB
from outside9 daysbackwithoutminimal improvement.



History of past illness:

She had no significant past history of illness



Family history :

No history of similar illness in her family

Married for 03years.



Socio-economichistor y: 

Came from a middle-class family and lived in a Pacca house.                                                                          

Personal history: 

She was  non-smoker and she was non alcoholic. 

She had no known exposure to TB patient. 

She practices safe sexual intercourse.



Drug history:

She took various antibiotics and paracetamol for her fever. For the 

last 9 days she was on anti-tubercular chemotherapy.

Menstrual history: 

She had normal menstrual flow and regular menstrual period with 

LMP was 22.02.2025.



Allergy history: 

She was not allergic to any food or medication. 

History of Immunization :

She was immunized as per EPI schedule and she received 
two dose of  Covid-19 vaccination. 



GENERALEXAMINATION

A ppearance   :  Ill looking

Body-built      : Be low   Average

Decubitus          : On Choice

Co-operation    : Co-operative 

Anemia              : (+)

Jaundice         : Absent

Cyanosis:Absent

Pigmentation: Absent

Nutritional status(BMI ):

Height: 1.52 meter

Weight: 40 kg  

BMI:17.31kg/m2



BP         : 120/90 mmHg 

in right arm and 110/80 

mm Hg in Left arm

Pulse      : 112 beats/min, 

regular, high volume 

and all the peripheral 

pulse were present

Temperature : 99

RR:  16 breaths/minute

JVP: Not raised

Clubbing:  Absent 

O2 Saturation: 95% in room air

Visible pulsation was seen in the 

right carotid area

Skin condition: No ulcer, no skin rash 

but there was induration over the volar 

aspect of left forearm



Koilonychia      : Absent 

Leukonychia     : Absent 

Edema               : Absent 

Dehydration      : Absent 

Bony tenderness: Absent 

Lymph Node and Thyroid gland: Not palpable





SYSTEMIC EXAMINATION



CARDIOVASCULAR SYSTEM

Inspection:

Visible pulsationwasseenin theright carotidarea(DancingCarotid
pulse-CorriganôsSign)

Palpation:

Apex beat was present in the left 5th intercostal space,shifted
laterally,10 cm from the midline andforceful in nature. Therewas
nopalpableP2 orA2. No tendernesswasfoundin thecarotidarea.



Auscultation : 

First and second heart sound were normal in all four cardiac 
auscultatory areas.

High pitched, blowing early diastolic murmur in the left
lower parasternalarea,bestheardwith thepatientsitting and
bendingforwardandbreathholdafterexpiration.



RESPIRATORY SYSTEM

Inspection : 

Chest was normal in shape, respiratory rate and pattern was normal, no 
scar mark was present. 

Palpation :

Trachea was central in position; chest expansibility and vocal fremitus   

were normal.

Percussion : 

Resonant over both lung fields. 



Auscultation :

Breath sound       : Vesicular with no added sound.

Vocal resonance  : Normal



OTHER SYSTEMIC EXAMINATION

Revealed no abnormalities



SALIENT FEATURE

Mrs. X ,26-years old normotensive, non-diabetic, Muslim housewife,  

hailing from Mirbag admitted into Ad-Din Medical College Hospital 

on 01-03-2025 with the complaints of fever which was low grade,

intermittentin nature,andthe highestrecordedtemperaturewas100ÁF.

Feverwasnot associatedwith chills andrigorsandtherewasno history

of eveningriseof temperatureandnightsweat.



For the last 3 months,shealsocomplainedof palpitationswhich was
gradualin onset,aggravatedafterexertionandpersistedevenat rest. It
wasnot associatedwith anychestpain,shortnessof breath,dizziness,
headacheor syncope.

On query, shegavehistory of bilateral upper limb pain for 3 months,
especiallyin both the forearmandhand,which wasgradualin onset,
aching in nature, non-radiating, present most of the time, and
aggravatedby doinganykind of work, like combing,dishwashingand
relievedby rest.



She also complained of anorexia and she mentioned that she lost 10 

kg weight in 3 months which was unintentional .

She deniedany cough , joint pain, oral ulcer, discolorationof

fingers on cold exposure,skin rash,abdominalpain, headache,

convulsion, miscarriageandbleedingfrom anysite.



With this complaintsshe soughtmultiple medical consultationsand

extensiveprimary investigations. On the basis of positive MT test

(22mm) she was startedanti-TB from outside9 days back without

minimal improvement.



She did not haveany significant past illness and history of significant

illness in the family. She had no known exposureto TB patient. She

practicedsafesexualintercourse. On generalexamination,patientwasill

looking , mildly anemic,BMI is 17.31kg/m2, pulse was 112 beats/min

whichwasof highvolumeandall theperipheralpulseswerepresentandthere

wasno radio-radialor radio-femoraldelay. Her BPwas120/90 mmHg in

right armand110/85mmHg in left arm.



Her O2 Saturationwas 95% in room air and Respiratoryrate was 16

breath/min. Temperaturewas99 F andJVP wasnot raised. Therewasno

edema,cyanosis,clubbing,lymph nodeenlargementandpigmentation.

On cardiovascularsystemexamination,visible pulsationwas seenin the

right carotidareawhich wasnon-tender. Apex beatwaspresentin the left

5th intercostalspace,shiftedlaterally,10 cm from the midline andforceful

in nature. Therewas no palpableP2 or A2. First and secondheartsound

werenormalin all theareas.



High pitched, blowing early diastolic murmur in the left lower
parasternalarea, best heard with the patient sitting and bending
forwardandbreathholdafterexpiration.

Othersystemicexaminationrevealednoabnormalities.



Infective endocarditis 

PROVISIONAL DIAGNOSIS



DIFFERENTIAL DIAGNOSIS 

ÅTuberculosis

ÅVasculitis



INVESTIGATION PROFILE 



CBC 03-03-25

Hb% 10.2 g/dl

WBC 15.62*10^3/ul

Neutrophil 75%

Lymphocyte 20%

RBC 4.65 million/L 

MCV 74.4fl

MCH 21.9pg

ESR 126 mm in 1st hour



Result Ref value

S. creatinine 0.54 0.3-1.50mg/dl

ALT 10 U/L Upto 31U/L

ALP 16 U/L Upto 117U/L

TSH 0.930 mIU/ml 0.35-5.5 mIU/ml

FT4 1.17 ng/dl 0.7-2.0 ng/dl



Result Ref value

CRP 39 mg/L <0.5mg/L

ASO titre 60 IU/ml 13.3-63.9 IU/ml

Anti CCP 7.49 IU/ml <20 IU/ml

ANA Not detected

S. Uric acid 4.5 mg/dl 2.4-5.7 mg/dl

LDH 243 U/L 230-460 U/L



Results Ref Value

TPHA Negative

Blood culture

 (2 samples from 2 

different site)

Negative

Quantiferon TB 

Gold Test

Positive



Urine R/M/E 

pH 7.0

Epithelial cells 2-3/HPF

RBC Nil/HPF

pus cell 1-2/HPF

Protein Nil

Sugar Nil

RBC Cast Nil

WBC Cast Nil 



Chest Xray P/A view

Mediastinal widening



ECG



HRCT CHEST

No Lung parenchymal lesion

No Mediastinal lymphadenopathy



Echocardiography(Color Doppler)

Aortic root is dilated

Moderate to severe aortic regurgitation

No evidence of vegetation or thrombus

No regional wall motion abnormality is 
detected

Good LV systolic function with LVEF: 
64%



CT ANGIOGRAM OF BOTH UPPER LIMB



CT ANGIOGRAM OF BOTH UPPER LIMB

Irregular narrowing and dilatation in both common carotid 
artery.

Mild aneurysmal dilatation of the brachiocephalic trunk and 
right proximal subclavian artery



CT AORTOGRAM



CT AORTOGRAM

Aortic arch aneurysm (diameter 53 mm) having no
thrombus.

Diffuse atheroscleroticdiseasedinvolving arch,Descending
ThoracicAorta andAbdominalaortacausingmild (20-25%)
luminalnarrowing.



Takayasu Arteritis with Latent Tuberculosis

CONFIRMATORY DIAGNOSIS 





Treatment

Tab2FDC( IsoniazidandRifampicin)3+0+0 for 3 Months

TabPyridoxine(20mg) 0+1+0 for 3 months

Tab Prednisolone(20mg) 1+1+0 for 2 monthsand to be tapered

overnext6 months

CapOmeprazole(20mg) 1+0+1



Tab Azathioprine50 mg 0+0+1 for 7 days and then 1+0+1 ï
continue

TabEcospirin75mg0+1+0- continue

Along with the medical treatment, patient is advisedto consult
with cardiothoracicsurgeonfor the managementof aortic root
dilatation
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Name                            :     Mr. X

Age                       : 31 Years 

Sex                        : Male 

Address                :  Jashore

Marital Status               :   Married

Occupation                   : Immigrant worker

Religion                            : Islam

Date of  admission    : 25.05-2024

Date of examination : 26.05.2024



ÅDifficulty in swallowing for 2 days

ÅChange in voice  for  same duration 

ÅFever  for  1 day 

ÅCough for same duration 

 



According to the statement of the patient, he was reasonably well 2 

days back. Then he developed difficulty in swallowing which was  

sudden in onset, progressive in nature and related to both solid and 

liquid food. It was associated with choking and nasal regurgitation 

and  not associated with throat pain, chest pain or heart burn.



He also noticed change in voice for same duration which was 

sudden in onset, persistent and nasal in nature associated with 

difficulty in swallowing.

 

He  also gave history of fever for 1 day which washigh grade,

intermittent in nature, highest recorded temperature was 102ÁF. 

Fever was not associated with chills and rigors and relieved by

takingparacetamol



He also complaints of cough for same duration which was 

progressively increasing productive in nature with purulent sputum 

not mixed with blood and  was aggravated by taking each meal.

There was no history of weight loss, tingling & numbness of the 

limbs, abdominal pain, vomiting, feeling of food stuck in the throat, 

neck stiffness ,headache, blurring of vision, double vision, dimness of 

vision,  sphincter disturbances,  weakness in the arms and limbs, joint 

pain & rash.



He had history of road traffic accident 2 months back on abroad 

where CT scan of brain revealed Multiple skull vault, basal skull, 

facial bone fractures and acute intracranial bleeds with 

generalized cerebral edema and slightly smaller left temporal 

acute extradural bleed.

  



He was admitted in the ICU and underwent Bifrontal 
decompressive craniectomy  and evacuation of EDH.

Subsequently he developed severe shortness of breath and CT  
scan of Chest revealed
 
1.Left segmental descending pulmonary artery  
   thromboembolism.
 2.left mild pleural effusion. 



He was started treatment with Dabigatran.

Patient was shifted from Malaysia to Bangladesh and got  
admitted in the ICU of AWMCH. Here he was treated 
conservatively and discharged on request after 7 days with NG 
tube in situ   with  minimal improvement of the symptoms. 
Unfortunately, anti-coagulant  was accidentally missed during 
discharge. 

He has no history of DM,HTN, Bronchial Asthma 



Drug history:

He took paracetamol for fever .

Family history :

No history of significant illness in his family.



Socio-economichistory: 
Comes from a middle-class family .                                                                         

Personal history: 

 He was a non-smoker and non alcoholic. 

 He had no known exposure to TB patient. 



Allergic history: 

He was not allergic to any food or medication. 

History of Immunization: 

He was immunized as per EPI schedule and he received two 

dose of  Covid-19 vaccination. 



A ppearance :  Ill looking

Body-built    :   Below average (weight :51kg, height 1.7m, 
BMI:17.64kg/m2)

Decubitus       : On choice

Co-operation : Co-operative

Anemia : Absent 

Jaundice       :  Absent

Cyanosis      : Absent



Koilonychia      : Absent 

Leukonychia     : Absent 

Edema               : Absent 

Dehydration     : Absent 

Clubbing           :Absent

Bony tenderness: Absent 

Lymph Node and Thyroid gland: Not palpable



BP          :120/80mmHg

Pulse      :110bpm

Temperature: 101

Respiratory rate: 18 breath/min

Spo2: 95% in RA

JVP   : Not raised

Skin condition : No pigmentation and skin rash 





Inspection : 

Shape of the chest- Normal 

Respiratory rate - 18 breath/min 

No scar mark/ visible pulsation  was present. 

Palpation :

Trachea was central in position, 

Chest expansibility ïReduced on right side.

Vocal fremitus ïIncreased over the 1st -4th ICS on same side



Percussion    : Dull on the 1st -4th ICS on right chest.  

Auscultation :

Breath Sound :Bronchial over 1st to 4th ICS on right chest 

anteriorly 

Vocal resonance: Increased over the same area

There was a fine inspiratory crepitation present over the same 

area                       



Higher Cerebral Function:  

Orientation :The patient was conscious , oriented

Speech :  low pitched, nasal voice

Memory : Intact

Localized cortical function: Normal

 





IX & X nerve examination: Uvula was deviated to left 
side 

 





XI nerve examination: Wasting of the trapezius muscle and lateral 

winging of scapula to the right side .

Rest of the cranial nerves including fundoscopy were normal.





Motor system: No motor deficit

Involuntary Movement: Absent 

Sensory System: Intact

Signs of meningeal irritation: Absent



Others systemic examination revealed no  

abnormalities.



Mr. X 31-years old normotensive, non-diabetic, Muslim hailing 

from Jashore admitted into Ad-Din Medical College Hospital on 

25-05-2024 with the complaints of difficulty in swallowing for 2 

days which was  sudden in onset, progressive in nature  and 

related to both solid and liquid food. It  was associated with 

choking and nasal regurgitation and  not associated with throat 

pain ,chest pain or heart burn.

.



He also noticed change in voice for same duration which was sudden 

in onset, persistent and nasal in nature associated with difficulty in 

swallowing .

He  also gave history of fever  for 1 day which was high grade, 

intermittent in nature, highest recorded temperature was 102ÁF. Fever 

was not associated with chills and rigors and relieved by taking 

paracetamol and there was no history of evening rise of temperature



He also complaints of cough for same duration which was 

progressive  & productive in nature with purulent sputum not 

mixed with blood. It was aggravated after each meal He had 

history of road traffic accident 2 months back on abroad . He had 

multiple skull fracture with intracranial bleeding, left temporal 

extra dural bleed.



He was admitted in the ICU and underwent Bifrontal 

Decompressive Craniectomy and evacuation of EDH. Later he 

developed left segmental descending pulmonary artery 

thromboembolism and started oral anticoagulation with dabigatran. 

On general examination, patient was ill  looking, cachexic, pulse was 

110 b/m , BP 120/90 mmHg. His O2 Saturation was 95% in room 

air and Respiratory rate was 18 bpm. 



On Respiratory system examination, chest expansibility was 

reduced on right side, vocal fremitus  increased over  1st -4th ICS 

on same side. Percussion note was dull on the 1st to 4th ICS on 

same area. Breath sound was bronchial over right  1st to 4th  ICS 

anteriorly  ,vocal resonance was increased over same area .There 

was a fine inspiratory crepitation present over the same area.                        



On Neurological examination, the patient was conscious , 

oriented ,speech was low pitched along with nasal voice. IX & X 

cranial nerve examination showed ,uvula deviated to the left side 

from the midline. XI  nerve examination showed wasting of the 

trapezius muscle and lateral winging of scapula to the right side. 

Rest of the Cranial nerves were intact .



Aspiration Pneumonia(right) with Brainstem Stroke



ÅViral encephalitis

ÅVasculitis

ÅGBS





CBC 25-05-24

Hb 10.3 gm/dl

WBC 14.2*10^3/ul

Neutrophil 80%

Lymphocyte 15%

MCV 84.8fl

MCH 26.1pg

Platelet 317*10^3/ul

ESR 111mm in 1st hour



Test Result Ref value

S. creatinine 0.53mg/dl 0.3-1.50mg/dl

CRP 102.3mg/L <5mg/L



S. Electrolyte Result Ref value

Na+ 136mmol/L 135-145mmol/L

K+ 4.63mmol/L 3.5-5.1mmol/L

Cl- 91 mmol/L 98-107mmol/L

HCO3- 26.4mmol/L 22-29mmol/L



Chest X ray revealed  

inhomogenous opacity 

with air bronchogram 

in the right upper and 

middle zone. 







CSF examination Result Normal range

Appearance clear Clear  

Protein 34.35mg/dl 15-48

Glucose 69.1mg/dl 40-70mg/dl

WBC 04/cumm <5/ cumm

RBC 0-2HPF (0-4)

Lymphocytes 95%

Neutrophil 2% 0-1%

ADA 1.20U/L <10 U/L



TEST RESULT NORMAL  RANGE

ANA Not detected

C ANCA Negative <3.5 IU/ml

P ANCA Negative <3 IU/ml



Patient was started treatment for aspiration pneumonia with Inj. 

Meropenem and  Inj. Clindamycin. But as the cause of bulbar 

palsy was yet to be determined and further workup with MRV of 

the brain was done and revealed thrombosis of the right 

transverse sinus, sigmoid sinus and right internal jugular vein.



R L



As it was an atypical site for venous thrombosis to ascertain the 

underlying etiology thrombophilia screening was done.



Test Result Reference Value

Anti phospholipid IgG 3.60 U/ml >=10U/ml(positive)

Anti phospholipid IgM 4.25 U/ml >=10U/ml(positive)

Lupus anticoagulant 1.00 <1.20(Negative for LA)

Protein C 97.90% 70-140%

Protein S 55.80% 70-125%

Homocysteine 12.27umol/L 3.7-13.9ummol/L



Aspiration Pneumonia(right) due to Jugular Foramen 

Syndrome (Vernet Syndrome) due to Internal Jugular Vein 

Thrombosis secondary to Protein S deficiency.



ÅNG Tube feeding- 200ml 2 hourly (Total 10 feed)

ÅInj. Enoxaparin(60 mg)- S/C  12 hourly for 5 days

ÅTab Dabigatran (150 mg)- 1+0+1

ÅCap Omeprazole(20 mg)- 1+0+1

ÅTab Paracetamol(500mg)-2+2+2 



After 10 days of antibiotic treatment cough and fever subsided. 

Repeat Chest X-ray and CRP were done & showed significant 

improvement(CRP:7mg/L) however, bulbar palsy persisted. So 

patient was given discharge with NG tube in situ with Tab 

Dabigatran ( 150mg) twice daily to be continued for 6 months.





Patient was having regular follow up for next 6 months . On 2nd 

month as patient could take food orally NG tube was removed. At 

the end of 6th month patient was neurologically stable, gained 

weight and voice became normal , patient could take both solid 

and liquid food orally. However, mild uvula deviation was still 

persisting.
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