Pediatric Case Presentation 1 (Junior)

2000/2001


History

Identity:

· Name:  Kholood Moh'd.

· Date of Admission (DOA): Wednesday, 20-12-2000.

· Age: 6 years.

· Date of Birth (DOB): 10-12-1995.

· Informant: mother + father.

Chief Complaint (C/C):

Chills + sleeping too much ( 2 days before admission.

Fever + vomiting + headache + pain in her neck and back ( same day of admission.

History of Presenting Illness (HPI):

This 6-year-old child was doing well since 2 days before admission when she had chills and slept too much.  Then on the day of presentation, she had fever which was low grade, intermittent and was not associated with sweating.  Then, she vomited whatever she ate and complained of frequency of urination.  Finally, she had headache and her neck and back became painful.

Review of other System (ROS):

Unremarkable (also she did not have fits).

Past Medical History (PMHx):

Unremarkable except that she was hospitalized once when she was 2 years old for swelling in her left knee, which restricted her movement.  Then it resolved later.  She used to have morning stiffness in her elbow and knee joints before this incidence.

Perinatal History:

· Antenatal: the mother had vaginal infection which was treated (she doesn't remember whether the drugs were anti-fungal or antibiotics).

· Natal: full-term normal vaginal delivery, birth weight was 2.7 Kg.  The baby fed immediately after birth.

· Post-natal: the baby had jaundice for about 1 week.  She didn't have any fits.

Immunization: up-to-date.

Nutritional History:

The baby was fully breast-fed for 2 years.  During this period the mother tried to give her other solid foods but she refused.  The mother complained also that her child doesn't eat much and is not growing.

Family history:

· This child is the second out of three.

· The other siblings are well healthy.

· The mother and father are distant relatives and don't complain of any diseases.

· There is no abortion or death of any child for the mother.

Personal & Social History:

· The family traveled to Yemen 3 months ago. The parent noticed that their child eating habits improved i.e. she began to eat well.

· Nobody is smoker in the family.

· They don't have pets at home.

Development History:

The child is in her 2nd grade kindergarten and doing very well.

Physical exam

On admission:

· General appearance: The child looked ill and pale. There are no signs of respiratory distress (i.e. no tachypnea, dyspnea, intercostal or subcostal or supraclavicular recession, flaring of alae nasi). There is no jaundice in the sclera.

· Vital signs: 

Temp = 38.4(C, BP = 100/56 mmHg, RR = 22/min, Pulse = 115 beats/min.

· Growth parameters: weight = 13.1 Kg, Height = 97 cm.

· CVS system: No abnormality detected.

· Respiratory system: No abnormality detected.

· Abdomen: No abnormality detected.

· CNS exam: Kernig's sign (+)ve. Brudzinsky sign (+)ve.

Note: Since I was not on-call on the day of admission, I did not do complete CNS exam!

Initial investigations:

· SO2 = 97%

· CBC:

· WBC = 9.9

· Hb = 11.3

· Hct = 33.7%.

· Platelets = 404.

· Glucose = 6.4 mmol/L

· Lumbar puncture: CSF results were:

· WBC = 250

· Neutrophils = 80%

· Lymphocytes = 20%

· Latex agglutination test (-)ve.

· Gram stain (-)ve.

· Glucose = 4.1 mmol/L.

· Total protein = 0.41 mmol/L.

Initial treatment: She received paracetamol, dexamethasone, Rocephin (cefriaxone).

On the day I saw her (Friday 22-12-200) i.e. my own physical exam!

General appearance: The child looked pale and sleepy. There are no signs of respiratory distress. She is not jaundiced. Cervical lymph nodes are not palpable.

Vital signs: Temp = 37.4(C, Pulse = 68 beats/min, RR = 24/min.

CVS exam:

Palpation:

Palpable apex beat at 5th intercostal space.

Auscultation:

Normal S1 & S2 heart sounds.

No added sounds.

Peripheral pulses are present.

Respiratory exam:

Inspection:

Normal bilateral chest movement.

Antero-posterior diameter is normal (no pigeon or funnel chest).

Palpation:

Trachea is in midline (not deviated).

Chest expansion is normal.

Auscultation:

Normal bilateral air entry.

Vesicular breathing.

No added sounds.

Percussion: No dullness or hyper-resonance areas.

Abdominal exam:


Inspection: No abnormality detected.


Palpation: No palpable spleen. Liver is palpable with normal span (7.5 cm).


Auscultation: normal bowel sounds.

CNS exam:

Cranial nerves are intact.

Tone, power, deep tendon reflexes, coordination (finger-nose test, heel-shin test, gait, walking on tip-toe, walking on heel)): All are normal.

The differential diagnoses in Tawam Hospital were bacterial or viral meningitis.  After CSF results, the diagnosis became bacterial meningitis.

My impression:

The CSF results showed negative Gram stain, normal glucose and total protein, and negative latex agglutination test.  This is consistent with viral meningitis.

Even if it was bacterial meningitis, as I've been taught by a faculty member, a child > 5 years who has bacterial meningitis should receive Penicillin or vancomycin initially.

Khalid A. Yarouf Al-Naqbi.
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