MEDICAL GROUP B GRANDROUND PRESENTATION
Name                          :                                f.k
Age                              :                               32yrs
Gender                       :                                 f
Contacts                     :                               0724*****46
Occupation                :                               Farmer
Marital status            :                               divorced
Next of kin                  :                               brother
Contact                       :                                0727****29
Residence                   :                                kiande
Nearest landmark     :                                 kiande pry school
Location                      :                                 kiande
Ethnicity                      :                                  merian
Nationality                                                      Kenyan
Chief                           :                                    Mwenda
Religion                      :                                     Christian
D.O.A                          :                                      15/11/2022
D.O.H taking             :                                      18/11/2022
D.O.S                       :                                          3 days
Ward                       :                                            3
Cube                       :                                              4
Bed                         :                                               33







CHIEF COMPLAIN
   Lower limbs swelling *1/52
    Abdominal swelling *1/52
HISTORY OF PRESENTING ILLNESS
The patients reports that she started ailing ten months ago(January 2022),when she developed yellowness of the eyes and dark urine, which has been on and off. she went to her hometown clinic , was given medication unknown to her, which she took for three weeks and the symptoms subsided. Three months later(march 2022)the symptoms re-occurred. she went back to the same clinic and was given medication and was referred for further management and investigation ,but didn’t take the doctor’s advice. Three months later (June 2022) she got worried and went to Chaaria hospital and a CT scan was taken and a liver problem was reported. she was given medication unknown to her and she went back home. She used the drugs for about a month but the symptoms did not resolve.
One week prior admission she presented with lower limb swelling which was generalized to the level of the knee ,involving both limbs, was gradual on onset and did not subside, there were no associated symptoms.
She also reports of  abdominal swelling ,which was generalized, gradual on onset and was associated with pain on the right upper side of the abdomen. the pain was gradual on onset piercing in nature,non radiating  with no exacerbating or relieving factors, with a severity of 5 in a scale of 1-10.
There is history of burning sensation on upper part of abdomen, there is history of vomiting, there is history of loss of appetite, no history of passing loose stools, no history of difficulty in swallowing, no history of constipation, no history of early satiety ,no history of flatulence.
There is no history of easy fatigability, no history of awareness of heartbeat, no history of difficulty in breathing while lying flat ,no history of chest pains ,no history of waking up at night to gasp for air/
No history of alcohol use ,no history of blood transfusion, no history of liver disease in the family, no history of drug used before onset of illness, no history of previous infections i.e hepatitis, T.B, schistosomiasis ,malaria.

REVIEW OF SYSTEMS
RESPIRATORY SYSTEM
History of a mild cough
No history of difficulty in breathing
No history of musical sounds
No history of snoring
No history of fast breathing
No history of running nose
No history of sneezing
GENITO-URINARY SYSTEM
 history of change in urine color
No history of pain while urinating
No history of increased frequency of urination
No history of increased urgency to urinate
No history of dribbling of urine
No history of urine incontinence
No history of blood in urine
No history of burning sensation when urinating
No history of vaginal discharge
No history of vaginal odor 
No history of per vaginal bleeding
No history of menstrual irregularity
Central nervous system
No history of headache
No history of dizziness
No history of double vision
No history blurred vision
No history of fainting
No history of hearing problems
No history of tingling sensation
MUSCULO-SKELETAL
No history of joint pain
No history of joint swelling
No history of joint stiffness
No history of muscle weakness
No history of muscle wasting
No history of muscle tremors
No history of muscle pain
 INTEGUMENTARY SYSTEM
No history of skin rashes
No history of hyper/hypopigmentation of the skin
No history of skin ulcers
No history of itchiness of the skin
No history of peeling off of the skin
No history of dry skin
 ENDOCRINE SYSTEM
No history of heat intolerance
No history of cold intolerance
No history of increased thirst
No history of increased salivation
No history of sleep difficulties
No history lacrimation 
No history mood swing
No history of loss of hair 
No history of hoarseness of the voice

EAR NOSE AND THROAT
No history of hearing loss
No history of discharge from ears and nose
No history of nose bleeding
No history of earache
No history of sore throat
No history of ringing sensation in ears
 Gynacological history
Menarch 13yrs,She has a regular menstrual cycle of 28 days,flow of 3 days,and uses three fully soaked padsin a day,there is history of contraceptive (depoprovera),no history of painful menstruation,no history of intermenstual bleeding,no history of sexually transmitted disease,no history of cervical and breast cancer screening,no history of multiple sexual partners.





PAST MEDICAL AND SURGICAL HISTORY
This is the index admission. there is history of exposure to radiation, no history of blood transfusion, no history of surgical procedures, no known food or drug allergy.
PERSONAL SOCIAL AND ECONOMIC HISTORY
She is a mother of three, divorced and is a form four leaver, she lives in a permanent house with three rooms ,two doors and six windows. she uses tap water for domestic use and boils for drinking. she has a kitchen outside and uses fire wood for cooking. they use a pit latrine about twenty meters from the house and disposes waste in a compost pit about fifteen meters from the house. She takes a healthy diet composing of vegetables, fruits ,ugali, beans, meat, rice etc. she likes watching. she does not take alcohol or cigarettes but chews khat. she is a small scale farmer.
FAMILY HISTORY
She is a second born in a family of five, two males and three females. all are alive and well. both parents are alive.
No history of chronic illness in the family i.e HTN,DM
SUMMARY
This is history of f.k ,32 yrs old female, who has been ailing for the last 10 months ,she recently  presented with lower limbs swelling for a week and  generalized abdominal swelling for a week  at MeTRh .ascitic fluid cytology, UECS, FHG ,LFTs ,HBsAG, HAV,HCV and a CT scan were done. she is day 4 of admission and is being managed with i.v  ceftriaxone 1gm o/d ,i.v flagyl 500 mg tds, Lasix 40mg o/d ,i.v Aldactone 50 mg b/d,1500mls of ascitic fluid has been drained.  she is currently doing well with no new complains.

GENERAL EXAMANATION
Patient is in a fair general condition ,lying supine on the bed ,well groomed, with a pink branulla on the right hand dorsum.
PARAMETERS
There is jaundice [scleral jaundice] 
There is oedema[bilateral,pitting,non tender lower limbs oedema]
No dehydration
No lymphadenopathy
No oral thrush
No finger clubbing
No pallor
No cyanosis
VITAL SIGNS
PARAMETER                                DOA                     DOH taking                  NORMALS
BLOOD PRESSURE                       120/71                           124/75                  90-140/60-90
TEMPARATURE                             37.5                                   37.8                  36.5-37.5
PULSE RATE                                  91                                           75                    60-100
RESPIRATORY RATE                   20                                            18                   14-20
SPO2                                              97%                                        98%                   >95%



SYSTEMATIC EXAMANATION
PER ABDOMEN
INSPECTION
There is generalized abdominal distension
Umbilicus is centrally placed and everted
No therapeutic or cosmetic scars
No visible peristalsis
No visible distended veins
AUSCULTATION
  No vascular bruits
 Muffled bowel sounds -7(6-12 normal)
PALPATION
   LIGHT PALPATION
No tenderness
No superficial mass
No increase in local temperature
  DEEP PALPATION
There is tenderness on right upper quadrant
No organomegaly-difficult to elicit because of the ascites
PERCUSSION
Dullness note appreciated
Fluid thrill positive 
Shifting dullness positive

RESPIRATORY SYSTEM
INSPECTION
Chest wall is symmetrical 
Symmetrical chest movement
No hypo /hyperpigmentation
No cosmetic /therapeutic scars
No obvious masses
No chest deformity
PALPATION
Normal local temperature
Trachea is centrally placed
No area of tenderness 
No palpable  masses 
Normal tactile fremitus
PERCUSION
Resonant sound appreciated
Dullness over precordium region
AUSCULTATION
Vesicular breath sounds
No crackles/crackles


CARDIOVASCULAR SYSTEM
INSPECTION
No distended neck veins 
No visible pulsations
No hyperactivity over the precordium
No oslers nodes, janeway lesions, splinter haemorrhages
PALPATION
No heaves
No thrills
No palpable masses 
Apex beat appreciated at 5th intercostal space,9cm from the midsternum
AUSCULTATION
S1 and S2 heard
No murmurs
No added sounds


NEUROLOGICAL EXAM
HIGHER CENTERS
She is alert, well oriented to time ,place and person .Attention/concetration is normal. The speech is coherent ,short term and long term memory are intact as patient could remember what she ate in the morning and the year she did her KCSE .Her intellectual ability is intact as she could perform simple arithmetic solutions .Abstract thinking  intact as patient could solve a local proverbs.
Cranial Nerves 
CN1: Olfactory nerve 
Intact as the patient can differentiate between different smells introduced to her i.e spirit, orange
CN2: Optic nerve
The patient could read letters and differentiate colors from a distance of six meters.
CN 3 ,4 and 6 Oculomotor, Trochlear and Abducens 
Intact as a papillary reaction to light is normal; the pupil constricts when a ray of 
pen torch is introduced, and she could follow object moved in all directions.
CN 5: Trigeminal 
Is intact since the patient could clench her teeth and differentiate the sensation of 
cotton and pen lid passed on the sides of the face.
CN 7: Facial nerve
Intact as the patient could smile, blink eyes, frown, and raise eyebrows.
CN 8: Vestibulocochlear
Intact as the patient could perceive words whispered at a distance and perceive 
sounds from both sides
Whisper test
Riner’s test-air conduction greater than bone conduction
Weber’s test-no  lateralization
CN 9 and 10 Glossopharyngeal and Vagus nerve
Intact as the patient gagged when she tried to place her fingers over the soft palate 
and was also able to swallow.
CN 11: Accessory
Intact as the patient could turn her neck against resistance and shrug her shoulders
CN 12: Hypoglossal
Intact as the patient could move her tongue out of the mouth and roll in all 
directions.
Signs of meningeal irritation
Neck is soft 
Kernig negative
Brudzinski negative
MOTOR ASSSESSMENT
INSPECTION
Normal muscle bulk
PALPATION
Normotonic
MUSCLE POWER
 Right and left upper limb 5/5
 Right and left lower limb 5/5 
SENSORY ASSESSMENT
Fine touch-perceives the touch of cotton and could localize area of stimulation.
Pain-on application of gentle pressure patient perceives pain
Temperature-could perceive different tempararture sensation-cold /warm
Vibration-buzzing sensation can be felt
Joint position sense-she could feel her joints
Stereognosis-she could perceive the form of solid objects by touch
Graphesthesia-normal as patient could recognize writing on skin purely by the sense of touch

REFLEXES
Brachial reflex present
Triceps reflex present
Biceps replex present
Knee jerk present
Ankle jerk present
Plantar reflex present-babinski
Corneal reflex positive

IMPRESSION
 Chronic liver failure
DDX
Heart failure-CCF
Nephrotic syndrome 
Malnutrition
Protein losing enteropathy
5 Fs-flatulence,foetus,fats,fullbladder,fluid
Meigs syndrome
Malignancy
Infections i.e TB
Buddchiari syndrome
Liver cirrhosis
MANAGEMENT
INVESTIGATIONS
Full haemogram- leukocytosis (15.8)
Liver function test -AST 368,ALT 198,BIL 223.8,GGT 120.10,albumin-( all are above normal ranges)
HAV, HBsAG, HCV- negative
Ascitic fluid cytology -benign effusion,tb negative
Chest x ray
Abdominal ultrasound
Abdominal CT-shown cirrhotic liver,spleenomegally,portal htn,ascites
UECS-
Liver biopsy

DIAGNOSIS:Chronic liver failure sec to liver cirrhosis
SUPPORTIVE MANAGEMENT
Admit patient in female ward
Dietary advice-reduce salt intake(increase on low sodium fruits and vegetables
                           Reduce on dietary fats
                         -reduce protein intake
                         -increase on carbohydrates
                         -give pentasure hepatic 25mg/day *1/52
Daily weight checkup
Paracentesis -tap 1500mls 
Antibiotics-i.v ceftriaxone 1gm o/d *5/7
                   -i.v flagyl 500mg tds *5/7
Diuretics -i.v Lasix 40mg o/d*1/52
                  i.v spironolactone 50mg b/d *1/52
non selective beta blockers -p.o carvedilol 6.25mg b/d *5/7 +isosorbide mononitrate 10 mg b/d *5/7
hepatitis A and B vaccination 
COMPLICATION
 Portal hypertension
Hepatic encephalopathy
CCF
Spontaneous bacterial peritonitis
Bleeding tendency
Anaemia
Hepato renal syndrome
Menstrual disorders eg amenorrhea


  



