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PARTICULARSOFTHEPATIENT

Name : Mrs. X
Age . 26 Years
Sex : Female
Address . Mirbag
Marital Status . Married
Occupation . Housewife
Rdigon . Idam

Dateof admission :01-03-2025
Dateof examination: 02-03-2025



CHIEF COMPLAINTS

A Fever for 3 months

A Palpitation for the same duration

A Weight loss for the same duration



HISTORYOF THEPRESENTING ILLNESS

According to the statement of the patient, she was reasonably
well 3 months back. Then she developed fever which was low
grade, mtermittent m nature, and the highest recorded
temperature was 100°F. Fever was not associated with chills and
rigors and there was no history of evening rise of temperature or
night sweat.



For the last 3 months, she developed palpitations which was
gradual 1n onset, aggravated after exertion and persisted
even at rest. It was not associated with any chest pain,
shortness of breath, dizziness or syncope.

On query, she gave history of bilateral upper limb pain for 3
months, especially in both the forearm and hand, which was
gradual 1n onset, aching 1n nature, non-radiating, present
most of the time, and aggravated by doing any kind of work,
like combing, dishwashing and relieved by rest.



She also complained of anorexia and she mentioned that she lost 10
kg of weight in 3 months which was unintentional.

She denied any cough, joint pain, oral ulcer, discoloration of
fingers on cold exposure, skin rash, abdominal pain , headache,
convulsion , miscarriage and bleeding from any site.

Her bowel and bladder habits were normal.



With these complaints she sought multiple medical
consultations and extensive primary investigations. On the
basis of positive MT test ( 22mm) she was started on anti-TB
from outside 9 days back without minimal improvement.



History of past illness:

She had no significant past history of illness



Family history:
No history of similar 1llness in her family
Married for 03 years.



Sodo-economic history:

Camefrom a middle-classfamily andlived in a Paccahouse

Personalhistory:

Shewas nonsmokerandshewasnonalcoholic

Shehadno knownexposurdo TB patient

Shepracticesafesexualintercourse



Drug history:

Shetook variousantibioticsandparacetamalor herfever Forthe
last9 daysshewason antitubercularchemotherapy

Menstrual history:

Shehadnormalmenstruaflow andregularmenstruaperiodwith
LMP was22.02.2025



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.



GENERAL EXAMINATION

Cyanosis:Absent

A ppearance : lll looking

Body-built : BelowAverage Pigmentation: Absent
Decubitus On Choice Nutritional status(BMI ):
Co-operation :Co-operative Height: 1.52 meter
Anemia () Weight: 40 kg

Jaundice  : Absent BMI; 17.31kg/m2



BP 120/90 mmHg JVP: Not raised
In right arm and 110/80 Clubbing: Absent

mm Hg In Left arm _ _ |
02 Saturation: 95% In room air

Pulse :112 beats/min,
regular, high volume
and all the peripheral
pulse were present

Visible pulsation was seen Iin the
right carotid area

Skin condition: No ulcer, no skin rasr
Temper at ur e :pytthdfe was induration over the vol

RR: 16 breaths/minute aspect of left forearm



Koilonychia : Absent
Leukonychia : Absent

Edema : Absent

Dehydration  : Absent

Bony tenderness: Absent

Lymph Node and Thyroid gland: Not palpable






SYSTEMIC EXAMINATION



CARDIOVASCULARSYSTEM

Inspection :

Visible pulsation was seen 1n the right carotid area(Dancing Carotid
pulse-Corrigan’s Sign)

Palpation :

Apex beat was present in the left 5™ intercostal space, shifted
laterally, 10 cm from the midline and forceful in nature. There was
no palpable P2 or A2. No tenderness was found 1n the carotid area.



Auscultation :

First and second heart sound were normal 1n all four cardiac
auscultatory areas.

High pitched, blowing early diastolic murmur in the left
lower parasternal area, best heard with the patient sitting and
bending forward and breath hold after expiration.




RESPIRATORY SYSTEM

Inspection :

Chest was normal 1n shape, respiratory rate and pattern was normal, no
scar mark was present.

Palpation :
Trachea was central 1n position; chest expansibility and vocal fremitus
were normal.

Percussion :
Resonant over both lung fields.



Auscultation :

Breath sound : Vesiculanth no added sound.
Vocal resonance : Normal



OTHER SYSTEMIC EXAMINATION

Revealed no abnormalities



SALIENT FEATURE

Mrs. X ,26-yearsold normotensivenondiabetic,Muslim housewife,
hailing from Mirbag admittedinto Ad-Din Medical CollegeHospital
on 01-03-2025 with the complaintsof fever which was low grade,
intermittent in nature, and the highest recorded temperature was 1004F.
Fever was not associated with chills and rigors and there was no history

of evening rise of temperature and night sweat.



For the last 3 months, she also complained of palpitations which was
gradual 1n onset, aggravated after exertion and persisted even at rest. It
was not associated with any chest pain, shortness of breath, dizziness,
headache or syncope.

On query, she gave history of bilateral upper limb pain for 3 months,
especially in both the forearm and hand, which was gradual in onset,
aching 1n nature, non-radiating, present most of the time, and
aggravated by doing any kind of work, like combing, dishwashing and
relieved by rest.



She also complained of anorexia and she mentioned that she lost 10
kg weight in 3 months which was unintentional .

She denied any cough , joint pain, oral ulcer, discoloration of
fingers on cold exposure, skin rash, abdominal pain, headache,
convulsion , miscarriage and bleeding from any site.



With this complaints she sought multiple medical consultations and
extensive primary investigations. On the basis of positive MT test

(22mm) she was started anti-TB from outside 9 days back without
minimal improvement.



She did not have any significant past 1llness and history of significant
illness mn the family. She had no known exposure to TB patient. She
practiced safe sexual intercourse. On general examination, patient was 1ll
looking , mildly anemic, BMI 1s 17.31kg/m2, pulse was 112 beats/min
which was of high volume and all the peripheral pulses were present and there
was no radio-radial or radio-femoral delay. Her BP was 120/90 mmHg 1n
right arm and 110/85 mm Hg 1n left arm.



Her O2 Saturation was 95% 1n room air and Respiratory rate was 16
breath/min. Temperature was 99°F and JVP was not raised. There was no
edema, cyanosis, clubbing, lymph node enlargement and pigmentation.

On cardiovascular system examination, visible pulsation was seen 1n the
right carotid area which was non-tender. Apex beat was present in the left
5% intercostal space, shifted laterally, 10 cm from the midline and forceful
in nature. There was no palpable P2 or A2. First and second heart sound
were normal in all the areas.



High pitched, blowing early diastolic murmur in the left lower
parasternal area, best heard with the patient sitting and bending
forward and breath hold after expiration.

Other systemic examination revealed no abnormalities.



PROVISIONAL DIAGNOSIS

Infective endocarditis



DIFFERENTIAL DIAGNOSIS

A Tuberculosis

A Vasculitis



INVESTIGATION PROFILE



Hb% 10.2 g/dl

WBC 15.62*10”3/ul
Neutrophil 75%

Lymphocyte 20%
RBC 4.65 million/L
MCV 74.4f
MCH 21.9pg
ESR 126 mm in B hour




S.creatinine 0.54 0.3-1.50mg/dl

ALT 10 U/L Upto 31U/L
ALP 16 U/L Upto 117U/L
TSH 0.930mIU/ml 0.355.5mlU/ml
FT4 1.17 ng/dl 0.7-2.0 ng/dl




CRP

ASO titre
Antl CCP
ANA

S. Uric acid
LDH

39 mg/L

60 IU/ml
7.49 IU/ml
Not detected
4.5 mg/dl
243 U/L

<0.5mg/L
13.363.9 IU/ml
<20 IU/ml

2.4-5.7 mg/dl
230460 U/L




TPHA Negative

Blood culture Negative
(2 samples from 2
different site)

QuantiferonlB Positive
Gold Test




Urine R/M/E

pH 7.0

Epithelial cells 2-3/HPF
RBC Nil/HPF
pus cell 1-2/HPF

Protein Nil
Sugar Nl
RBC Cast Nil
WBC Cast Nil




Chest Xray P/A view

Mediastinal widening
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HRCT CHEST

* No Lung parenchymal lesion

* No Mediastinal lymphadenopathy



Echocardiography(Color Doppler)

e Aortic root 1s dilated

* Moderate to severe aortic regurgitation Lt

* No evidence of vegetation or thrombus /“

* No regional wall motion abnormality 1s f /
detected e -

* Good LV systolic function with LVEF:
64%




CT ANGIOGRAM OF BOTH UPPER LIMB
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CT ANGIOGRAM OF BOTH UPPER LIMB

* [rregular narrowing and dilatation in both common carotid
artery.

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



CT AORTOGRAM
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CT AORTOGRAM

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

* Diffuse atherosclerotic diseased involving arch, Descending
Thoracic Aorta and Abdominal aorta causing mild (20-25%)
luminal narrowing.



CONFIRMATORY DIAGNOSIS

Takayasu Arteritis with Latent Tuberculosis



ABSOLUTE REQUIREMENTS

Age < 60 years at time of diagnosis

Evidence of vasculitis on imaging*

ADDITIONAL CLINICAL CRITERIA

Female sex

Angina or ischemic cardiac pain
Arm or leg claudication

Vascular bruit?

Reduced pulse in upper extremity?
Carotid artery abnormality*

Systolic blood pressure difference in arms =2 20 mm Hg

ADDITIONAL IMAGING CRITERIA

Number of affected arterial territories (select one)®
One arterial territory
Two arterial territories
Three or more arterial territories

Symmetric involvement of paired arteries®

Abdominal aorta involvement with renal or mesenteric involvement’

Sum the scores for 10 items, if present. A score of 2 5 points is needed for the classification of TAKAYASU ARTERITIS.




Treatment

* Tab 2FDC ( Isoniazid and Rifampicin) 3+0+0 for 3 Months
* Tab Pyridoxine (20 mg ) 0+1+0 for 3 months

* Tab Prednisolone (20mg) 1+1+0 for 2 months and to be tapered

over next 6 months

* Cap Omeprazole (20 mg ) 1+0+1



* Tab Azathioprine 50 mg 0+0+1 for 7 days and then 1+0+1 —
continue

* Tab Ecospirin 75 mg 0+1+0- continue

Along with the medical treatment , patient 1s advised to consult
with cardiothoracic surgeon for the management of aortic root

dilatation



A 39 years old male with  sudden onset
dysphagia

Dr. Jannatul Moua Efa Dr. Rokeya Begum
Clinical Assistant Medical Officer
Dept. of Medicine Dept. of Medicine
' Medical College Ad-Din Medical College
Hospital




A KITICWIL A RS QIR TR AT INZINT

Name : Mr. X

Age : 31Years

Sex . Male

Address . Jashore
Marital Status . Marmed
Occupation . Immigrantworker
Rdigon . ldam

Dateof admission : 25052024
Dateof examination 26052024



CHIBIE COMIPILAINTS

A Difficulty in swallowing for 2 days
A Change in voice for same duration
A Fever forlday

A Cough for samduration



RIS THONRNE Q)18 T1A08 PIRISSIBINAPIINAG: MLILNIES S

Accordingto the statemenbf the patient,he was reasonablywell 2
daysback Then he developeddifficulty in swallowing which was
suddenn onset progressiven natureandrelatedto bothsolid and
liguid food. It wasassociateavith chokingandnasalregurgitation
and notassociateavith throatpain,chestpainor heartburn




He also noticed changein voice for sameduration which was
suddenin onset, persistentand nasal in nature associatedwith

difficulty in swallowing

He alsogavehistory of fever for 1 day which was high grade,
intermittent in nature, highest recordedtemperaturewas 1024,
Fever was not associatedwvith chills and rigors and relieved by
taking paracetamol



He also complaints of cough for same duration which was
progressivelyincreasingproductive in nature with purulent sputum
not mixedwith bloodand wasaggravatedy takingeachmeal

There was no history of weight loss, tingling & numbnessof the
limbs, abdominalpain, vomiting, feeling of food stuckin the throat,
neckstiffness,headachehlurring of vision, doublevision, dimnessof
vision, sphincterdisturbancesweaknessn the armsandlimbs, joint
pain& rash



History of past 1llness

le had history of roadtraffic accident2 monthsbackon abroad
whereCT scanof brainrevealedMultiple skull vault, basalskull,
facial bone fractures and acute intracranial bleeds with

generalizedcerebral edemaand slightly smaller left temporal
acuteextradurableed



He was admitted in the ICU and underwent Bifrontal
decompressiveraniectomyandevacuatiorof EDH.

Subsequently he developed severe shortness of breafhiand
scan of Chegievealed

1.Left segmental descending pulmonary artery

thromboembolism.
2.left mild pleural effusion.



He wasstartedreatmenwith Dabigatran

Patient was shifted from Malaysia to Bangladeshand got
admitted in the ICU of AWMCH. Here he was treated
conservativelyand dischargedon requestafter 7 dayswith NG
tube Iin situ  with minimal improvementof the symptoms
Unfortunately, anttcoagulant was accidentally missed during
discharge

He hasno historyof DM,HTN, BronchialAsthma



Drug history:

He took paracetamol for fever .

Family history:
No history of significant iliness in his family.



Soado-economic history:
Comes from a middielass family .

Personal history:

He was a hoismoker 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 Covidl9 vaccination.



General Examination

A ppearance : Il looking

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

Decubitus  : On choice

Co-operation : Capperative

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

legiper at uy e : 1 01
Respiratory rate: 18 breath/min

Spo2: 95% in RA

JVP : Not raised

Skin condition : No pigmentation and skin rash



SYSTEMIC EXA MIINATIN]




IRIESIMIR ATROIRYY SACSTIRINM

Inspection :

Shape of the chediormal

Respiratory rate 18 breath/min

No scar mark/ visible pulsation was present.

Palpation :

Trachea was central in position,

Chest expansibility Reduced on right side.

Vocal fremitusi Increased over thestt4™ ICS on same side



Percussion : Dull on the #-4" ICS on right chest.

Auscultation:
Breath Sound :Bronchial oveftio 4" ICS on right chest

anteriorly
Vocal resonance: Increased over the same area
There was a fine inspiratory crepitation present over the same

area



Nervous system

Higher Cerebral Function:

Orientation :The patient was conscious , oriented
Speech : low pitched, nasal voice

Memory : Intact

Localized cortical function: Normal
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Cranial Nerve Examination

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






X| nerve examination: Wasting of the trapezius muscle and late
winging of scapula to the right side .

Rest of the cranial nerves including fundoscopy were normal.






Motor systemNo motor deficit
Involuntary MovementAbsent

Sensory Systemntact
Signs of meningeal irritatiombsent



Others systemic examination revealed no
abnormalities



Salient feature

Mr. X 31-yearsold normotensive hondiabetic, Muslim hailing
from Jashoreadmittedinto Ad-Din Medical CollegeHospitalon
25-05-2024 with the complaintsof difficulty in swallowing for 2
days which was suddenin onset, progressivein nature and
relatedto both solid and liquid food. It was associatedwith
choking and nasalregurgitationand not associatedvith throat
pain,chestpainor heartburn



He alsonoticedchangan voicefor samedurationwhich wassudden
IN onset,persistentand nasalin natureassociatedvith difficulty In

swallowing.

He alsogave history of fever for 1 day which was high grade,
intermittentin nature highestrecordedemperaturevas1024F. Fever
was not associatedvith chills and rigors and relieved by taking
paracetamahndtherewasno historyof eveningrise of temperature



He also complaints of cough for same duration which was
progressive & productivein naturewith purulent sputum not
mixed with blood It was aggravatedafter each meal He had
history of roadtraffic accident2 monthsbackon abroad. He had
multiple skull fracture with intracranial bleeding, left temporal

extraduralbleed



He was admitted in the ICU and underwent Bifrontal
DecompressiveCraniectomyand evacuationof EDH. Later he
developed left segmental descending pulmonary artery
thromboembolisnandstartedoral anticoagulatiorwith dabigatran

On generalexamination patientwasill looking, cachexic,pulsewas
110 b/m, BP 12090 mmHg His O2 Saturationwas 95% in room
alr andRespiratoryratewas18 bpm



On Respiratory system examination, chest expansibility was
reducedon right side,vocal fremitus increasedver 1st-41 |CS
on sameside Percussiomote was dull on the 1st to 4" ICS on
samearea Breathsoundwas bronchialoverright 1stto 4" ICS
anteriorly ,vocalresonancevasincreasedver samearea.There
wasa fine inspiratorycrepitationpresenbverthe samearea




On Neurological examination the patient was conscious,
oriented,speechwaslow pitchedalongwith nasalvoice IX & X
cranialnerveexaminationshowed,uvuladeviatedto the left side
from the midline. XI nerve examinationshowedwasting of the
trapeziusmuscleand lateralwinging of scapulato the right side
Restof the Cranialnerveswereintact.



Provisional Diagnosis

Aspiration Pneumonia(right) with Brainstem Stroke



Differential Diagnosis

A Viral encephalitis
A Vasculitis
AGBS



Investigations




Hb 10.3 gm/dl
WBC 14.2*10”30l
Neutrophil 80%

Lymphocyte 15%
MCV 84 .8fl
MCH 26.1pg
Platelet 317*10"3ul
ESR 111mm in 3 hour




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

CRP 102.3mg/L <5mg/L



136mmol/L 135-145mmol/L
4.63mmol/L 3.5-5.1mmol/L

91 mmol/L 08-107mmol/L
26.4mmol/L 22-29mmol/L
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Chest X ray revealed
Inhomogenouspacity
with air bronchogram

In the right upper and
middle zone.
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CSF examination Result Normal range

Appearance clear Clear
Protein 34.35mg/dI 15-48
Glucose 69.1mg/dl 40-70mg/d|

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

Not detected

Negative <3.5 IU/ml

Negative <3 IU/ml




Patientwas startedtreatmentfor aspirationpneumoniawith Inj.
Meropenemand Inj. Clindamycin But as the causeof bulbar
palsywasyet to be determinedandfurther workup with MRV of
the brain was done and revealed thrombosis of the right
transversainus,sigmoidsinusandright internaljugularvein.
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As It was an atypical site for venousthrombosisto ascertairnthe
underlyingetiologythrombophiliascreeningvasdone



Anti phospholipid 1gG

Anti phospholipid IgM

_upus anticoagulant

ProteinC
Protein S

Homocysteine

3.60 U/ml
4.25 U/ml

1.00

97.90%
55.80%
12.27umol/L

>=10U/mli(positive)
>=10U/ml(positive)

<1.20(Negativdor LA)

70-140%
70-125%
3.7-13.9ummol/L




Confirmatory Diagnosis

Aspiration Pneumonia(right)due to Jugular Foramen
SyndromgVernetSyndrome)dueto InternalJugularVein
Thrombosissecondaryo ProteinS deficiency



Treatment

A NG Tube feeding200ml 2 hourly (Total 10 feed)
A Inj. Enoxaparin(60 mg)S/C 12 hourly for 5 days
A Tab Dabigatran (150 mgl+0+1
A Cap Omeprazole(20 mg)+0+1
A Tab Paracetamol(500mgj2+2




After 10 daysof antibiotic treatmentcoughand fever subsided
RepeatChestX-ray and CRP were done & showedsignificant
iImprovement(CRHmg/L) however, bulbar palsy persisted So
patient was given dischargewith NG tube in situ with Tab
Dabigatran 150mg) twice daily to be continuedfor 6 months
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Patientwas having regularfollow up for next 6 months. On 2nd
monthaspatientcouldtakefood orally NG tubewasremoved At
the end of 6th month patientwas neurologically stable,gained
welght and voice becamenormal, patientcould take both solid
and liquid food orally. However, mild uvula deviationwas still

persisting
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