Pediatric Case Presentation 2 (Junior).

2000/2001


Pediatric History

1. Personal Hx:

	Name: Khalid Saeed.
	DOB: 4-3-00

	Age: 8 months.
	Nationality: UAE.

	Sex: Male.
	Informant: Mother

	Hosp. # 409687
	Date of admission: 3.11.00


2. Chief Complain:

Diarrhea

( 10 days.

Fever

( 5 days.

Vomiting
( 2 days.

Jaundice

( 3-4 days.

Bloody urine
( 4 days.
3. HPI:

· This 8 months male baby had diarrhea 10 days before admission. Diarrhea was loose and occurred 2-4 times a day. It was mucous in consistency without blood, yellow to brown in color, and not offensive. The mother didn’t do anything for it because she thought it would be self-limiting.

· Then low-grade fever started after 5 days of the onset of diarrhea. She went directly to a private clinical where the doctor prescribed syrup analgesic and milk babylack-FL. The fever subsided after 3 days. It was associated with lethargy, general weakness and vomiting. The child used to vomit every time he took his meal.

· After 3-4 days, the child color became yellow (jaundice) in his hand and face, as well as she noticed that his urine became frank bloody (otherwise normal frequency & amount), which made the mother bring him to the accident unit on the day of admission.

4. Systemic Review:

· Unremarkable.

5. PMHx:

· Unremarkable.

6. Perinatal Hx:

· Antenatal:

· This is the first pregnancy for the mother.

· She used to vomit many times from the beginning of her pregnancy till the end. Sometimes the vomitus contained blood.  She got anemic and hospitalized twice.

· Natal:

· Normal vaginal delivery of a 2.4 Kg preterm baby (8 months).

· Baby cried immediately after birth.

· He was put in the incubator care for 3 days.

· He was breast-fed after delivery.

· Post-natal:

· He continued to breast-feed for 2 weeks, but then refused.

· No fits, he was jaundiced.

7. Developmental Hx:

· He smiled at the age of 3 months. His head was steady and erect at around the same period. He rolled over and sat up alone at about 6 months.

8. Immunization Hx: up to date.
9. Nutritional Hx:

· He used to breast-feed after 2 weeks of delivery, but refused later.  He has been bottle-feeding afterwards in addition of taking rice, meat and vegetable.

10. FHx:

· The mother is a 20-year-old student in Higher College of Technology. Whereas her husband is 28 year old working in the army. They are not relatives.

· There were no previous abortions for the mother.


11. Personal & social Hx:

· They live in a 5-bedroom villa in Al Ain.

· No pets. No recent travel.

· The husband is heavy smoker.

Examination

1. General appearance: child looked a bit pale, not jaundiced (after blood transfusion has been provided), not dyspneic, not tachypneic or cyanosed.

2. Vital signs:

Temp = 37(C, BP = 125/66 mmHg, RR = 34/min, HR = 160 beats/min.

3. Growth parameters: Height = 70 cm, weight = 9.52 Kg, HC = 18 cm.

4. Head: anterior fontanel was felt, not bulging or depressed.

5. Face: no dysmorphic features can be detected.

6. Eyes: not prominent, no ptosis or squint.

7. Ears: no malformations detected, no discharge.

8. Nose: no deformity or discharge.

9. Mouth & Throat: lips (no cyanosis), no teeth yet.

10. Lymph Nodes: not felt.

11. Skin:

· Normal skin turgor, no eczema, no petichae or ulceration.

· There are 2 cavernous hemangiomae in his left wrist about 0.5 cm X .5 cm, 1 X 1 cm.

· There is small depigmentation in his right knee 1.5 cm X 2 cm.

12. Hands & feet: NAD (no clubbing, koilonychia, edema, cyanosis).

13. Joints & spine: NAD (no swelling, contractures, tenderness, ( movement).

14. Systemic exam:

CVS exam:

Palpation:

Palpable apex beat at 4th 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 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:

Liver is enlarged (1.5 cm below costal margin, smooth edge).

Spleen is enlarged:

2 cm below costal margin, splenic notch present, smooth edges.


Auscultation: normal bowel sounds.

Genitalia:

· Penis is normal, no hypospadias, epispadias, or other abnormalities.

· Urethral opening is at the tip of the glans penis.

· Two testes could be felt in the scrotum.

· No herniation.

· No hydrocele.

CNS exam:

· Cranial nerves are intact.

· Tone, power, deep tendon reflexes: All are normal.

Suggested Diagnosis: Hemolytic uremic syndrome (HUS).

Suggested lab investigation:

CBC, Retic. Count, ESR, BUE, LFT, CRP, Blood culture, urine microscopy, Hb-electrophoresis, FDP, chest x-rays, Coomb’s test.

Abnormal results of investigations:

1. CBC:

WBC = 13.9 (4.8 – 10.8 X 103)


(
RBC = 3.8 (4.7 – 8.1 X 106)


(
Hct = 29.4 ( 42-52%).



(
RDW = 15.7  (11.5 – 14.5%)


(
Platelets = 48 (130 – 400 X 103)

(
Hb = 10.3 (14 – 18 mg/dL)


(
Differential WBCs:

Lymphocyte = 6.5 (1.2 – 3.4 X 103)

(
Monocyte = 2.2. (0.11 – 0.59 X103)

(
Retics = 20%





(
ESR = 72 mm/hr.




(
CRP = 12 mg/dl (Normal Range < 6 mg/L)

(
2. Blood culture: -ve

3. Coomb’s test: -ve.

4. Coagulation profile:

PT, INR, aPPT: Normal.

FDP > 8000 ng/mL (Normal Range < 500 ng/mL)
((
5. Blood Urea Electrolytes (BUE):

BUN = 36 


(5-25 mg/dL)

(
Na+ = 133


(135-154 mmol/L)

(
CO2 = 20.5


(21-32 mmol/L)

(
6. Urine microscopy:
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++

Pus cells X 106/ L

<1

RBC X 106/L


3
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few

Organisms


few
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+++
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+
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++
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+
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++

7. Liver Function Tests (LFTs):

Total bilirubin = 2.3
(0.2 – 1 mg/dL)

(
Albumin = 2.8 

(3.2 – 5.5 g/dL)

(
Total protein = 5.8 
(6.7 – 8.2 g/dL)

(
ALP = 142 


(42 – 121 IU/L)

(
Khalid A. Yarouf Al-Naqbi.
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