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MEET THE EXPERT
SESSION




A women with anasarca and arterial




Particulars of the patient:

Name . Mrs Sima

Age .30y

Marital status ‘Married

Religion Islam

Occupation ‘Housewife

Address ‘Abdul hadi lane,Dhaka

Date of admission1902-12




Chief complaints:

1.Recurrent attacks of chest pain for 8

years

2.Generalizedody swellingfor 16days




History of present illness:

Thepatient stated that 8 yearsback when shewas
pregnant she developed chestpain for the first
time. Pain was retrosternal, compressingin
nature, lasted for about 1530 min and radiated
to left upper limb. It was aggravated on mild
exertion like body movement, eating and
micturition and relieved temporarily by taking
sublingual nitrates She also had occasional
breathlessnesgalpitation, difficulties in distant
visionand dizzinesslong with chestpain for the
same duration. With these complaints she
consulteawith herphysicianand got hospitalized




In the coronarycare unit. Thereshewas diagnosed
as T a k a y areruidvath aortic regurgitation.
During her pregnancyshegot hospitalizedfor 3
timesfor the samereasonbut shed | dgetadlief
properly. 4 monthsafter delivery of her baby she
was prescribed prednisoloneand methotrexate
(10ng weekly). These drugs improved her
symptoms but she developed nausea and
vomiting after taking methotrexate Despite of
having sideeffectsshecontinuedit for 3 yearsbut
thereafter it became intolerable and shehad to
switchoverto sulfasalazineShehad only few




attacks of chestand upper limb pain during this
period. One and a half month back she
developedpassageof reddishurine. 16daysback
she developed high grade fever which used to
comeat night and was associatedvith chillsand
rigor. 4 days later fever subsidedspontaneously
but shedeveloped puffinessof face followed by
generalized body swelling along with scanty
micturition. Shepassedabout lesgshan 200 mL of
urine daily. Her blood pressureremained within
normal level Therewasno historyof visual




Impairment in any eye exceptmild disturbancein
distant vision . She never experienced bluish
discolouration of fingers on exposureto cold,
abdominal pain, nauseayomiting or leg pain.




History of past illness:

There was no history of rheumatic fever or
tuberculosis ,also no history of any type of joint
pain or rash. She did not give a history of urinary
tract infection in the past. Her only pregnancy
was uneventful regarding Toxaemia of
pregnancy.




Drug history:

At present she is on Prednisolone 40mg daily and
Sulfasalazine is now withheld after admission Iin
DMCH.

She Is also on antiplatelet therapy.
Frusemide was added at a dose of 80 mg/day.
She does not comply on NSAIDs frequently.




Menstrual cycle: It was alright earlier but for the last
one year it is irregular (amenorrhoea for two
months)

Para: 1+0, ALC 8years




