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CASE 1: A 29-year-old Indian presented with anemia and headache
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Personal History:
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GA:  Ayoung thin Indian man, no dysmorphic features
BW 45.3 kgs Ht 168 cm, BMI 16.1 kg/m’
V/S: BT 36.5 C HR 90/min RR 18/min BP 108/58 mmHg
HEENT: moderate pale, no jaundice, Thyroid 15 g, no nodule
Chest: clear  Heart: regular rhythm, no murmur
Abdomen: Liver and spleen can’t be palpated
Ext:  noedema
Neurological exam: Grossly intact
Investigations
CBC: Hct 32.4% Hb 9.4 g/dL, MCV 65, MCHC 29

WBC 4,360 (N 54%, L 37%) Platelet 136,000

Serum Cr 0.6 mg/dL, A1C 5.7%



