SURGICAL GROUP (C/3) PRESENTATION
PATIENT’S PARTICULARS
Name: R.M
Gender: male
Age: 31 years
Religion: Christian
Contact:07******74
County: Meru
Residence: Atheru
Nearest primary school: Atheru
Next of kin:(wife)07******24
Chief’s name: Kilimi
Status: married
Nationality:  Kenyan
Ethnicity: Merian
Ward :4
Cube: A
Bed no:2
D.O.A :16/9/22
D.O.H:26/9/22
D.O.S:10 days
CHIEF COMPLAIN.
Loss of consciousness 1/7
HISTORY OF PRESENTING ILLNESS.
This is a day 10 post operative patient who presented with loss of consciousness for 11 hours prior admission. Patient reports to have been assaulted by people known to him. He further states that he was hit with a log severally on the head. The patient lost consciousness immediately. He states that he was told by those who brought him to hospital, that on arrival he was taken for head CT scan of which results prompted an emergency surgery.
There is history of dull headache that is relieved by rest. There is history of partial hearing loss. No history of blurred vision. No history of vomiting. No history of leakage of fluids from eyes, ears and nose. No history of disturbed sleep pattern. No history of fainting. No history of double vision. No history of fits. No history of numbness. No history of tremors. No history of loss of balance. No history of irritation by light. 
REVIEW OF SYSTEMS.
Cardiovascular system
History of awareness of heart beat
No history easy fatigability
No history of swelling of lower limbs
No history of difficulty in breathing while lying down
No history of chest pain
No history of fatigue
RESPIRATORY SYSTEM
No history of cough 
No history night sweats 
No history of difficulty in breathing
GASTROINTESTINAL SYSTEM
No history of vomiting 
No history of passing loose stool
No history of difficulty in passing stool 
No history of loss of appetite
No history of painful swallowing 
No history of difficulty in swallowing 
No history of weight loss
No history constipation 
GENITOURINARY SYSTEM.
No history of itching 
No history of pain while urinating 
No history of burning sensation on urination
No history of increased frequency of urination 
No history of blood in urine
MUSCULOSKELETAL SYSTEM
no history of joint swelling 
no history of joint stiffness
no history of joint pain
no history of tremors
no of history of aching or cramping pain calves while walking(claudication)
no history of muscle pain
ENDOCRINE SYSTEM
No history of excessive thirst
No history loss of weight
No history of salivation
No history of neck enlargement
No history of deepened voice.
No history of tingling in toes and fingers.


EAR, NOSE AND THROAT 
History of partial hearing loss
No history of discharge 
No history of vertigo 
No history of tinnitus 
No history of  earache 
PAST MEDICAL AND SURGICAL HISTORY 
This is an index admission
No history of surgical procedures 
No known history of food and drug allergies 
No history of exposure to radiation 
He has never been diagnosed with any chronic illness
PERSONAL SOCIAL AND ECONOMY
The patient is a form four leaver, living in a permanent house with two doors, three rooms, six windows and is well ventilated. He uses tap water and drinks boiled water. They dispose kitchen waste 20 meters away from the house. They have a pit latrine 50 meters away from the house and a toilet too. He is a business man with various shops in Meru and Maua town. He eats balanced diet which consists of ugali, beans, meat, fish, orange, kales, spinach, milk, bread, rice, pineapple, kiwi, apples and takes two bottles of beer a day. He is covered by NHIF. 
FAMILY HISTORY
He is the second born in a family of five siblings (all males) both parents and siblings are alive and well. No known history of chronic illnesses like diabetes, asthma and hypertension in the family. 
SUMMARY 
This is the history of RM, 31 yrs. who presented with loss of consciousness for 1/7 who is day ten post  operative patient. A head surgery was done. He was on IV ceftriaxone 2grams OD 5/7, IV flagyl 500mg TDS 5/7, IV phenytoin 250 mg 3/7 TDS. He is currently doing well awaiting discharge.
GENERAL EXAMINATION
The patient is in a fair general condition in good nutritional status well groomed, well oriented with the environment, time and lying in supine position. He has sutures bilaterally on the temporal part. 
No pallor 
No cyanosis 
No lymphadenopathy 
No jaundice 
No finger clubbing 
No edema 
No dehydration 
VITAL SIGNS
	PARAMETER 
	ON HISTORY TAKING
	NORMALS

	Blood pressure
	124/75
	90-140/60-90

	temp
	36.5
	36.5-37.5

	Respiratory rate 
	16
	14-20 bpm

	SpO2
	94
	90 -100

	Pulse rate
	80
	60-90



LOCAL EXAM 
INSPECTION
There are bilateral incision wounds on the temporal area measuring 9 cm long and curved and sutured using nylon sutures size 4. The wounds are aseptic. The surrounding area is hyperpigmented.
PALPATION
On light palpation the area is non-tender. 
CENTRAL NERVOUS SYSTEM
GCS 15/15
HIGHER CENTERS 
Patient is conscious, well oriented with time, place and person. The speech is coherent. Short term memory is intact as he could remember that Baba and Martha lost the elections. Long term memory is intact as he could remember the 2007 post-election violence.
SIGNS OF MENINGIEAL IRRITATION 
Neck is soft.
Brudzinski sign negative.
Kerning sign negative.
CRANIAL NERVES 
CN 1: OLFACTORY 
Is intact as patient could differentiate smells.
CN 2: OPTIC 
Intact as patient could read letters 6 meter away.
CN 3,4 AND 6: OCCULOMOTOR TROCHLEAR AND ABDUCENS 
Are all intact as pupillary reaction to light is normal, pupils constrict when a ray of a pen torch is introduced. Patient could also follow objects moved to all directions.
CN 5: TRIGEMINAL 
Intact as patient could clench teeth and could also differentiate sensation of cotton and pen lid passed on the sides of the face.
CN 7: FACIAL
Intact as patient could clench the teeth and could also differentiate sensation of cotton and pen lid passed on the sides of the face. 
CN 8: VESTIBULOCPCHLEAR 
Patient could not perceive same sound form different distance.
CN 9 & 10: GLOSSOPHARYNGEAL AND VAGUS 
Intact as patient gagged when he tried to place a finger over the soft palate and was able to swallow.
CN 11: ACCESSORY NERVE
Intact as patient could shrug shoulders and could turn the neck against resistance. 
CN 12: HYPOGLOSSAL NERVE
Intact as the patient could move the mouth and to all directions.

MOTOR ASSESSMENT 
INSPECTION 
The patient has normal muscle bulk.
PALPATION
Muscle tone normotonic 
Muscle power:  Right upper limb 5/5
		Left upper limb 5/5
		Right lower limb 5/5
		Left lower limb 5/5
REFLEXES 
Planter reflex present 
Corneal reflex present 
Abdominal reflex present
PER ABDOMEN
INSPECTION
Symmetrical 
Normal pigmentation 
No visible prominent vessels 
Pubic hair distribution is everted 
No abdominal distention 
No surgical scars 
AUSCULTATION
Bowel sounds (8)
No bruits heard
PALPATION
SUPERFICIAL PALPATION
No superficial masses 
No increased local temperatures 
DEEP PALPATION 
No organomegaly 
No tenderness
PERCUSSION
Tympanic note appreciated 
CARDIOVASCULAR SYSTEM
INSPECTION
No distended neck veins 
No splinter hemorrhage 
No hyperactivity of the pericardium 
No chest deformity 
No surgical scars
Chest is symmetrical 
PALPATION
No palpable masses 
No heaves or thrills 
Apex beat appreciated at the 4th intercostal space mid clavicle
AUSCALTATION 
Normal HS1 and HS2 
No murmurs
PERCUSSION 
Resonance notes appreciated 
AUSCALTATION
Vesicular breath sound heard 
Vocal fremitus appreciated and normal 
No added sounds
IMPRESSION 
Head injury 
DIFFERENTALS DIAGNOSIS 
Intracerebral bleeding 
Subdural hematoma 
Epidural hematoma
Subarachnoid hemorrhage 
Cerebral aneurysm 
MANAGEMENT 
INVESTIGATIONS 
Head CT scan 
Head x-ray 
GXM 
FHG 
Toxicology 
RBS
SPECIFIC MANAGEMENT 
Craniotomy
IV Ceftriaxone 2g OD 5/7
IV Mannitol 70g stat
IV Metronidazole 500mg TDS 7/7 
IV tramadol 100mg BD 3/7
IV phenytoin 750 mg stat + 250 mg TDS 3/7 

COMPLICATION 
Meningitis 
Hydrocephalus 
Stroke 
Epilepsy 





