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CASE HISTORY – PAEDIATRICS
Name: M.M
Sex: Male

Age: 12 years
DOB: 18/02/92
PRESENTING COMPLAINT

Mr M.M is a 12 year old male who presents with a 2/52 hx of productive cough and 4/7 day hx of SOBOE, with a 2/7 day hx of rising temperatures, on a background hx of cystic fibrosis and asthma. 
HX OF PRESENTING COMPLAINT

Mr M.M presented to DEM (08/05/04) with mother with a 2/52 hx of productive cough and SOB, which progressively worsened over 2/7. He also complained of feeling “hot and sweaty” over 2/7. Mr M.M was admitted by his mother, after consulting the specialist during clinics 1 day before admission (07/05/04).
Mr M.M noticed the cough was brought on approximately 2 weeks ago when he was at school. The cough was not productive initially, but within a “few days” it became productive. The sputum was described as: “yellow with green tinge”, about ½ cup / day, with no signs of blood. The cough progressively worsened to a stage where it account for about 1 cup / day, “yellow / brown colour”, without signs of blood, and Mr M.M had to take some days off school. He was taken to the Paeds clinic on 07/05/04, where his mother was advised to admit him. The cough was not aggravated or relieved by posture, environment or Ventolin. 
Mr M.M also complained of SOBOE beginning approximately 4 days before admission while walking to school, which was “two minutes away”. Mr M.M noticed he had to stop every “10-20 metres” before “getting his breath back”. He was “huffing & puffing” through his school day, which caused him to take the next couple of days off. He was able to walk within the house without SOB. The SOB was brought on by exertion (walking) and worsened if continued, and was relieved by resting. Mr M.M explains that he has woken up during the nights, but this was largely due to inability to sleep and not due to SOB, and is able to lie down flat without feeling breathless. 
Associated Sx:
1. Fevers/Temperature: temperature on admission was 38.60C, fevers progressively worsened until admission (2/7), “felt terrible on the Friday”. 
2. No associated wheezes, chest pains. 

Mr M.M has been admitted to hospital approximately 20 times throughout his life. He explains the hospital admissions to average to about twice/yearly. These admissions were due to infectious exacerbations of cystic fibrosis. Generally, he experiences similar symptoms each time: productive cough, dyspnoea, fevers. These admissions were managed by antibiotic therapy, and fluid management. Mr M.M explains that his nutritional level has not always been adequate. As a result, an abdominal peg was inserted in 2002 for faster nutritional infusions. His mother attributes his lack of nutritional well being to the constant hospital admissions, but they have not sought dietician advice. 
PREGNANCY HX
· Gestation: 39/40
· Caesarean: recommended by O&G specialist due to history of Caesareans from previous children (3) 
· During pregnancy, mum smoked (30 cigs/day), and did not consume etOH
· No illnesses or infections during pregnancy

INFANCY

· Birth weight: 7lb 12 ounce
· Was handed to mother minutes after birth

· Breast fed initially, then was bottle fed. This was prompted by mother because she felt breast milk did not contain enough nutrition. 

· Solids: 4mths

· Mother: suffered from severe post natal depression (lethargic, disinterested, self neglect), and progressed to bi polar disorder after having 4th child, was feeling suicidal. 
DEVELOPMENTAL HX
· Did not attend playgroup
· Gross motor: normal

· Fine motor: normal

· Language: normal

· Social: normal

IMMUNISATION HX

· All up to date
PMHX

1. Cystic fibrosis – 1992. 

a. Complication Hx: 

i. Chest infection: Mr M.M has been admitted for this approximately 20 times. He has been admitted nearly twice every year for chest infections (does not know name of aetiological agents). His last admission was Sept 2003 – Treatment notes: IV antibiotics, fluids, nourishment. 
2. Asthma – childhood – 1994. Treatment notes: Ventolin, Seretide
3. Abdominal peg operation – 2002. Treatment notes: IV feedline was inserted to give fluids faster. Mr M.M has hx of malnutrition, currently taking multivitamins. 
· No other significant medical PMHx denies COPD/Emphysema/SOB or CLD. 

MEDICATIONS (admission)
1. Amoxycillin 
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2. Multivitamins
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3. Ventolin
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4. Seretide
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5. Pancrelipase
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ALLERGIES

Brown sticky tape – red, itchy, rashes, fevers
OTHER THERAPY

nil

SYSTEMS REVIEW

1. CVS: 

a. 0 chest pain, PND/orthopnoea, ankle swelling, palp. 

b. 0 MI, hypertension, RF

c. SOB/SOBOE: HPC

2. Resp:

a. 0 tremors

b. 0 TB

c. SOB, cough, sputum/haemoptysis, fever/night sweats: HPC

3. GIT:

a. 0 dysphagia, jaundice

b. 0 hepatitis, colitis, bowel cancer

4. GUS:

a. 0 dysuria, urine stream problem, dribbling, haematuria, nocturia/polyuria

b. 0 renal stones, UTI

5. MSL:

a. 0 muscular pain

b. 0 gout, JRA

6. NEURO:

a. 0 faints, fits, blackouts, dizzy spells, tremors

b. 0 head injury

7. HAEM:

a. 0 lymphadenopathy

FAMILY MEDICAL HX
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SOCIAL HX
Mr M.M is a 12 year old boy currently attending Sorrel Middle/High School at Grade 6 level. His parents are divorced (when he was 1 yr old), and he has been living with mum for the past 1.5 years. Previously, he was living with dad. The reason for the move was because dad got a new job (builder), and was forced to move outside of Hobart. His brother and sister also live with mum. 
His mum explains that she does her best to take care of Mr M.M and provide for all of his needs. She does not work, and is currently obtaining child support payments from Centrelink and Mr M.M’s father. His mum explains that their financial position is not strong, although they do manage with the assets they have. They currently rent a house in Sorrel. 
Mr M.M’s parents smoke. He explains that they never smoke inside the house when children are present, but do so outside within the compound. He is not exposed to passive smoking. Mr M.M has minimal contact with his grandparents, maybe once a year, and has average support from his extended family. He explains their family friends are their main support system. 
Academically, Mr M.M excels at Maths, Music and Art, but has trouble with Spelling & Grammar. His mum explains these have been his troubled areas since childhood. He often misses school, possibly once a week due to cystic fibrosis and its complications. He has plenty of friends at school, and enjoys spending time with them during some weekends. They usually “kick the footy around” while Mr M.M watches by the side line. He does not express any sadness or emotion when explaining this. 
It seems he understands his medical condition and its limitations and makes the most of his time. 

PHYSICAL EXAMINATION

Vitals: PR: 84, BP: 125/80, RR: 20, Temp: 37.00C
Mr M.M sits comfortably at rest with Saline drip. Wasting is mild.  
Cardiovascular Exam
Hands:

· peripheries warm

· 0 peripheral signs of IE, peripheral cyanosis, xanthomata

· PR: 84, regularly regular, 0 delays

Head:

· 0 conjunctival pallor, jaundice, central cyanosis

· Mucous membranes moist

Neck:

· JVPNE

· Carotids: normal volume & upstroke

· 0 bruits

Chest:

· Inspection: nil scars, pacemaker, deformities, asymmetry, apex beat not visible

· Palpation: apex beat palpable & normal, 5th left intercostal mid clavicular, 0 thrills / heaves / impulses

· Auscultation: heart sounds – dual, normal S1 & S2 with no added sounds

· Nil murmurs: 
(S1)|

|(S2)

Back:

·  0 sacral oedema, pleural effusions

Lower Limbs

· 0 peripheral signs of IE, clubbing, oedema

· Peripheral pulses present
· 0 bruits

Respiratory Exam
· 0 signs of HPOA, lung tumour

· 0 lymphadenopathy

Chest:
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· Palpation: ↓ expansion (all zones, bilateral)

· Percussion: basal dullness ++
· 0 liver ptosis

Abdomen Exam

· Peripheral: 

· 0 clubbing, leukonychia, onycholysis

· 0 koilonychia, palmar erythema

· Abdomen:

· 0 guarding/rebound tenderness

· 0 epigastric tenderness

· 0 organomegaly, ascites, bruits

· BS = normal
Neurological Exam

Upper Limbs:

· Tone/power/reflex: L=R=normal

· Coordination: normal

· Pain/temp/Vib/Proprio/Ltouch: L=R=normal

Lower Limbs:

· Tone/power/reflex: L=R=normal

· Coordination: normal

· Pain/temp/Vib/Proprio/Ltouch: L=R=normal

Cranial Nerves:

· CN I: not tested

· CN II: acuity = L=R=6/12, fields = normal
· CN III/IV/VI: normal

· CN V/VII/VIII/IX/XII/XI: normal

SUMMARY & DDX

Mr M.M, a 12 yr old child, presents with a 2/52 hx of productive cough and 4/7 day hx of SOBOE, with a 2/7 day hx of rising temperatures, on a background hx of cystic fibrosis and asthma.
Anatomical: lungs
Pathological: alveoli exudates / necrosis
Aetiological: infection / cystic fibrosis
Functional: sputum
Provisional Dx: infectious exacerbation of cystic fibrosis
Differential Dx: 

1. exacerbation of asthma
INVESTIGATIONS

1. Sputum examination / culture: This will give a good idea of aerobic/anaerobic bacteria/viral infection, culture will provide accurate aetiological agent (most likely to be Staph aureus, or pseudomonas). 
2. CXR: This will give a clear picture of any consolidation from the chest infection. 
MANAGEMENT (Acute)
1. IV Broad spectrum antibiotics – initial control of infection
2. IV Specific antibiotics – once culture results are available

3. IV fluids & nutrition – Mr M.M looks mildly wasted, and has LOA – this will help in managing these symptoms/signs. 
4. Bronchodilators – reduce bronchospasms after establishing reversibility tests 

MANAGEMENT (Long term)
1. Chest physiotherapy – Improves bronchial hygiene and should be mandatory for Mr M.M to reduce exacerbations. 
2. Chronic pseudomonal infections – Mr M.M does not know the aetiological agents for his exacerbations. If he is chronically susceptible to pseudomonas sp., himself and mother should be educated about indwelling central venous port and cannula. 

3. Nebulised rhDNAase – This treatment reduces viscosity of bronchial secretions & has proven better lung fn, very expensive, may not work in all patients. 

4. Nebulised antibiotic therapy – This should be considered as prophylaxis
DISCUSSION

Mr M.M has a long term history of cystic fibrosis and associated infective complications. Cystic fibrosis is the most common severe autosomal recessive condition, characterised by a mutation in CFTR gene located on long arm of chromosome 7. 

The main objective for this presentation is to manage the infective exacerbation. Judging from the history of past admissions, Mr M.M and his family need to be educated about the long term management of cystic fibrosis. From the interview, the knowledge of the disease process and complications seems average and is not adequate enough. Better knowledge of the condition, will enable them to adhere to better management principles therefore avoiding / minimising exacerbations. The education can be done through the cystic fibrosis society. His mother specifically mentions that they do not have a GP managing M.M. This is an important part of the management of cystic fibrosis, as the GP coordinates the management program between: chest physiotherapy, community nurses, counselling to screen other children in the extended family, and hospital clinic visits. A GP should be contacted for involvement. 
In term of social support, Mr M.M’s mother seems to be overwhelmed with her responsibilities. She has been traumatised in the past due to the loss of her 1st child due to cystic fibrosis and its complications, and it seems she is trying her best to achieve the best results for M.M. She does receive some support from her friends. The paternal involvement seems scarce and needs to improve. This can be done through social services, and influenced by the caring medical practitioner.  Furthermore, middle school and high school can be an intimidating experience for someone like Mr M.M, so the school should be contacted and advised on his condition and its requirements. 
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BROTHER – 3.5yrs


Cause of death: respiratory failure 2nd to CF





Bilateral bronchial breathing (lower zones) & coarse basal creps, fine creps (upper zone)


Bilateral expiratory wheezes – upper zones














