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Name                     : Mrs. Sima 

Age                         :30y  

Marital status         :Married 

Religion                  :Islam 

Occupation            :Housewife 

Address                  :Abdul hadi lane, Dhaka 

Date of admission :19-02-12 

 



1. Recurrent attacks of chest pain for 8 

years. 

2. Generalized body swelling for 16 days. 

 



The patient stated that 8 years back when she was 
pregnant she developed chest pain for the first 
time. Pain was retrosternal, compressing in 
nature, lasted for about 15-30 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 
breathlessness, palpitation, difficulties in distant 
vision and dizziness along with chest pain for the 
same duration. With these complaints she 
consulted with her physician and got hospitalized 

 



in the coronary care unit. There she was diagnosed 
as Takayasu’s arteritis with aortic regurgitation. 
During her pregnancy she got hospitalized for 3 
times for the same reason but she didn’t get relief 
properly. 4 months after delivery of her baby she 
was prescribed prednisolone and methotrexate 
(10mg weekly). These drugs improved her 
symptoms but she developed nausea and 
vomiting after taking methotrexate. Despite of 
having side effects she continued it for 3 years but 
thereafter it became intolerable and she had to 
switch over to  sulfasalazine. She had only few 



attacks of chest and upper limb pain during this 
period. One and a half month back she 
developed passage of reddish urine. 16 days back 
she developed high grade fever which used to 
come at night and was associated with chills and 
rigor. 4 days later fever subsided spontaneously 
but she developed puffiness of face followed by 
generalized body swelling along with scanty 
micturition. She passed about less than 200 mL of 
urine daily. Her blood pressure remained within 
normal level. There was no history of visual 



impairment in any eye except mild disturbance in 
distant vision . She never experienced bluish 
discolouration of fingers on exposure to cold, 
abdominal pain, nausea, vomiting or leg pain. 

 

 



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. 



At present she is on Prednisolone 40mg daily and 
Sulfasalazine is now withheld after admission in 
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 



Appearance : Puffy face 

Anaemia : Mild  

Jaundice  : Absent 

Cyanosis  : Absent 

Oedema  : +++, generalized, pitting 

Dehydration: Absent 

Pulse: 80/min, regular 

Temperature: Normal 

Respiratory rate: 20 breaths/min 

Bed side heat coagulation test of urine for protein: 
Positive 

 

 



Pulse:  

Radial pulse : 80/min  

Symmetry     : Bilaterally symmetrical  

Character      : Normal 

Volume         : Normal 

Radio femoral delay: Absent 

Condition of the vessel wall: Normal 

Other peripheral pulses : Palpable 

Bruit : Present over the carotid, renal and femoral 
arteries bilaterally. 

 



JVP: Not raised  

Apex beat: Forceful, in left 5th intercostal space 

Heart sounds : S1 and S2 were audible in all four 
areas, an early diastolic murmur was present over 
left parasternal area on 3rd intercostal space. 
Other precordial signs were inconspicuous. 

 

 

 



Breath sound : Diminished breath sound with 
reduced vocal resonance over 7th intercostal space 
downwards bilaterally.  Percussion note was dull 
on those areas. 

Added sound: Absent  



Ascites with renal and femoral bruit were present. 



The patient Mrs. Sima was a 30 year old lady 
hailing from Dhaka admitted with the 
complaints of recurrent attacks of chest pain for 
last 8 years and generalized body swelling for 16 
days. She was pregnant when she developed 
chest pain for the 1st time at about 32 weeks of 
gestation. Pain was retrosternal and compressing 
in nature, lasted for 15-30 minutes and radiated 
to left upper limb. It was aggravated by mild 
exertion -like movement, micturition and eating 
and was relieved temporarily by sublingual 
nitrates. She also had occasional breathlessness 



not related to any particular type of posture, 
palpitation, difficulties in distant vision and 
dizziness along with her chest pain. But she did 
not notice any leg swelling at that time.She was 
diagnosed as a case of Takayasu’s arteritis with 
aortic regurgitation and admitted in CCU for 
several times during her pregnancy but didn’t get 
relief properly. 4 months after delivery of her 
baby she started to take methotrexate and 
prednisolone and continued it for three years. 
Thereafter because of intolerable side effects of 
methotrexate like nausea and vomiting she 



switched over to sulfasalazine and was doing well. 
one and a half month back she developed 
passage of  reddish urine. 16 days back suddenly 
she developed high grade fever with chills and 
fever usually came at night. 4 days later fever 
subsided but she developed facial swelling 
followed by generalized  swelling of the body 
accompanied with scanty micturition. She didn’t 
have any history of rheumatic fever and 
tuberculosis. She didn’t have bluish discolouration 
of fingers on exposure to cold, abdominal pain, 
nausea,  



vomiting or loss of vision of one eye or 
unconsciousness. She had an irregular menstrual 
cycle and she is the mother of  one healthy child. 
On examination her face looked puffy and 
generalized oedema was present. Bed side heat 
coagulation test was positive. Pulse was 80/min, 
bilaterally symmetrical, volume and character 
was normal, there was no radio-femoral delay 
and condition of the vessel wall was also normal. 
Bruit was present over carotid, renal and femoral 
arteries. BP was 100/60 mm Hg in both arms. JVP 
was not raised. Apex beat was found at the left 

 

 



5th intercostal space in the mid clavicular line. 1st 
and 2nd heart sounds were audible in all four 
areas and an early diastolic murmur was audible 
over the left 3rd intercostal space. There was 
Corrigan’s sign but no Quincke’s sign and 
Duroziez murmur. Breath sound was diminished 
over lower zone of both lung fields bilaterally and 
on examination of abdomen ascites was found 
with renal and femoral bruit.  



 

 

 

Takayasu’s arteritis with Aortic regurgitation 
with Nephrotic syndrome 



•CBC  

Hb  9.2 g/dL 

ESR 120 mm in 1st hr 

RBC 4 x 10^12/L 

WBC 14.0 x 10^9/L 

Neutrophil  71% 

Lymphocytes  20% 

Eosinophil  5% 

•Urine RME Albumin +++ 
RBC: Plenty 
Pus cells: 20-30 /hpf 
Granular cast: 15-20/hpf 



•Serum total protein 41.3g/L(ref: 64-82g/L) 

•Serum albumin 10.5g/L(ref:34.5 g/L) 

•Serum creatinine 1 mg/dL 

•UTP 3.49 g in 24 hours. 

•Serum electrolytes: Na:129.8 mmol/L 

K: 4.38 mmol 

Cl: 100.6mmol/L 



Chest X-ray: 
 Bilateral mild pleural 
effusion 



• ECG showed high lateral ischaemia 

•Echocardiography: Concentric hypertrophy of 
left ventricle. 
AR- grade II 
Left ventricular function was 
good.  



•USG of whole abdomen •Bilateral moderate pleural 
effusion with huge ascites 
•Bilateral swollen echogenic 
kidneys. 
•Broad, hypoechoic slightly 
non homogenous cervix 
•Bilateral ovarian cysts. 

•ANA Negative  

•Anti ds DNA Negative  

•c-ANCA Negative 

•p-ANCA Negative 

•SGPT 30 U/L 

•Renal biopsy Membranoproliferative 
glomerulonephritis 



•Duplex study of carotid 
vessels(2004): 

Intimal hyperplasia was noted 
throughout the CCA and 
bifurcation, giving rise  to 40-
60% and 30-40% diameter 
reduction respectively in right 
carotid system and to 70-80% 
and 35-50% diameter reduction 
respectively in left carotid 
system. 
ICA shows aneurysmal 
dilatation. 
Doppler and colour flow 
imaging: 
 
High peak systolic velocity was 
recorded in both CCA, 
bifurcation, ICA and vertebral 
arteries. 
Comment: Takayasu’s arteritis. 



 

 

 

Takayasu’s arteritis with aortic regurgitation 
with nephrotic syndrome due to 
membranoproliferative glomerulonephritis. 




