Case Discussion_ 05 Aug 2020
Dr. Ma. Liza Antoinette Gonzales

  
Clinical History

Linda M is an 8-year old girl brought to the pediatric outpatient clinic because of difficulty in ambulating and fever. Intermittent fever started 3 months previously, with maximum temperature of 38.8oC associated with loss of appetite. She was  brought to the local health center where she was prescribed paracetamol for the fever and multivitamins. Over the next 2 months, fever and anorexia persisted, with note of 20% weight loss. Two months after fever onset, there was note of a tender swelling on the lower back, with pain on movement such as bending, standing and walking. The tenderness resolved but there was weakness of both lower extremities, which progressed until the patient could no longer walk unsupported. There was no loss of sensation and no urinary or fecal incontinence. 

She was diagnosed to have asthma at the age of 6 years old, treated with oral or nebulized salbutamol.  Since 1 year ago, she has been having frequent cough and colds, occurring every 1-2 months, treated with various antibiotics and salbutamol nebulization.  A tuberculin skin test was done when she was 6 years old and showed an induration size of 12 mm. She was treated with isoniazid for 3 months. 

Linda is the eldest of 4 children. Her father is a construction worker who has been having chronic cough attributed to smoking while her mother is a housewife. The mother denies any family history of tuberculosis. Linda received her childhood vaccination from the local health center and is an above average Grade 3 student in school. However, she has been forced to stop to stop schooling due to her illness. 

Physical Examination
Vital signs: CR= 100 beats/min; RR= 24 breaths/min; BP= 85/50 mm Hg; Temp= 37.0oC
Oxygen saturation 94% on room air
Head and Neck: Pink conjunctivae, anicteric sclerae; no oral or pharyngeal lesions; She had palpable multiple small lymph nodes on the posterior cervical triangle, measuring 0.5 – 1 cm in diameter 
Heart: Distinct heart sounds, regular rhythm, no murmurs
Lungs: Clear breath sounds, equal chest expansion, no crackles or wheezes
Abdomen: Liver edge was not palpable and there were no abdominal masses; normoactive bowel sounds 
Back and Spine: There was a 6 x 5 x 2 cm ill-defined, irregular, doughy to firm, non-erythematous, nontender mass on the spinal area, approximately 3 cm below the scapula. 
Extremities: Full equal pulses, no edema or cyanosis,  no muscular or joint abnormalities in the lower extremities; capillary refill time 2-3 secs.

Neurologic examination: Awake, non-ambulatory but oriented to time, place and person
Cranial nerves : no deficits 
Meningeal: supple neck 
Motor:  5/5 on both upper extremities, 2/5 on the left lower extremity and 3/5 on the right. 
DTR:  +3 on both upper extremities and +1 on both lower extremities 
Sensory: no sensory deficits, able to localize pain; no clonus or Babinski


Questions

1. What other pertinent data should be included in the medical history of this patient?

2. What are the possible causes of a nontender spinal mass ?

3. What is the most likely diagnosis?

4. What diagnostic tests should  be done to confirm the diagnosis?  

5. What is the proper management for this case? 







1

