
Case details

• Name: Kadija-Tul-Kubra

• Age: 13 years 6 months

• Sex: Female

• Address: Padarayanapura

• DOB: 22-03-2009

• Informant: Mother

• Reliability:good
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Chief complaints

• Delayed developmental milestones noticed since 6 months
of age
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History of presenting illness

• Mother noticed delayed developmental milestones
noticed since 6 months of age however the child
was not well even even prior to that. Since there is
developmental delay and on direct questioning
there is an obvious post natal insult hence I would
like to analyse history from antenatal history.
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1st trimester:

• Pregnancy confirmed by UPT at 3 weeks after
missed periods.

• Single dose of Td taken

• Folic acid tablets taken.

• No h/o radiation exposure

• No h/o fever with rashes

• No h/o alcohol consumption during pregnancy

• No h/s/o active/passive smoking during pregnancy

• No h/o maternal hypothyroidism.

• Dating scan done at 10 weeks.
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BIRTH HISTORY

2nd trimester:
• Quickening felt at 20 weeks.
• Iron and folic acid tablets taken.
• Anomaly scan done at 20 weeks - normal.
• OGCT done - normal
• Second dose of Td taken
• No h/o headache, blurring of vision, pedal edema
• No h/o leak pv or bleeding pv.
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3rd trimester:
• Continued to perceive fetal movements well.
• No h/o headache , blurring of vision, pedal edema
• No h/o leak pv/bleeding pv
• No h/o fever /UTI
• Growth scan taken at 33 weeks - normal.
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NATAL  HISTORY

• Full term LSCS i/v/o Non progression of labour at Vani Vilas
hospital.

• Birth  weight – 2.65 kg .

• Baby did not cry immediately after birth.

• Resuscitation done , details not completely known to
mother.
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                               Birth History

• Married life = 6 years

• Mother’s age at time of pregnancy = 25 years

• Father’s age at that time = 29 years

• Second child

• Non consanguineous marriage child

• Pre conceptional folic acid not taken

• Registered case , number of ante natal visits : 6

• Weight gain during pregnancy = 9 kgs
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POSTNATAL

• Baby was intubated in labour room and shifted to NICU
immediately after birth, connected to ventilator i/v/o
breathing difficulty(?no spontaneous efforts).

• On day 2 of life had multiple convulsions.

• Expressed breastmilk started on day 5 of life.

• Direct breastfeeding started on day 18 of life.

• Kept in NICU for 23 days
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• Baby  discharged from NICU on day 23 of life and
was advised to continue anticonvulsant and follow
up regularly.

• Stopped anticonvulsants by 3 Months without
followup.

• At 6 months of age mother noticed that baby had
no neck control attained  compared to older sibling
for which she visited local clinic and was advised to
restart anti convulsants .
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• Mother also felt that all 4 limbs were stiff while
giving bath and changing clothes

• By 8 months of age child had attained neck holding
and was able to talk monosyllables by 1year of age.

• At 3 years, child was able to sit without support.

• At 4 years, child started walking with support.

• Child was put in special school and physiotherapy
continued
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• Child has one more episode of generalised tonic clonic
convulsions around 7 years of age lasting for five mins
after which child was seizure free till now and
anticonvulsants stopped 3 years back ( 2017)after
advice by a neurologist.

•  At 8 years she started walking  independently and was
also able to tell  2-3 word sentences clearly and
responds to commands given by mother

•  She has not attained bladder and bowel control yet.

• She is able to eat by herself since age of 8 years but
takes time
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• No h/o regression of attained milestones.

• No h/o emotional disturbances/aggressive behaviour

• No history of impaired awareness

• No h/o early hand preference

• No h/o loss of difficulty in following basic commands and
doing daily activities at home
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• Child does not have any difficulty in recognising the
smell of commonly used things at home.

• Child does not have any difficulty in seeing near and
distant objects.

• Mother also noted a deviation of eyes while fixating but
child was able to follow moving  objects.

• Child does not have any difficulty in chewing.

• No h/o deviation of angle of mouth, drooling of saliva

• The child is able to understand when spoken to and
doesn’t have any ringing sensation in ears or vertigo.

• No h/o nasal regurgitation and nasal twang of voice,
child was able to swallow the food given without any
difficulty and was continued breastfeeding till 2 years of
life.
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• No h/o difficulty in neck movements.

• No h/o deviation of tongue
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• Child is able to perceive touch

• Able to appreciate pain

• Able to appreciate hot and cold temperature.

• Child is able to lift hands above head and able to mix
food but with difficulty.

• Able to get up sitting position with support and is able
to hold on to slippers while walking.

• No h/o involuntary movements.
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• No h/o constipation

• No h/o recurrent respiratory tract infection.

• Initially child was bedridden till 2 years now Child is able to
do certain  activities with mothers help
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Past history

Fracture of elbow at 7 years of age when she fell from bed for which
she was treated conservatively.
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FAMILY HISTORY
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Immunisation history

• BCG at birth given

• OPV 0 1 2 3 b1 b2 given

• DPT 1 2 3 b1 b2 given

• Hepatitis B 1 2 3 given

• Measles 1 2 given,

• Td given

Complete as per National immunisation schedule.
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Developmental history

Gross motor:

• Head control – 8 months
• Rolling over -9  Months.
• Sit with support- 3 years.
• Walking with support- 4 years.
• Walks up/ down stair(2 feet per step)-5 years

DQ-15%

• Fine motor:

• Scribbles- 3years
• DQ-12%

22



Contd

• Language:

• Cooing-7 months

• Monosyllables- 1year

• Bisyllables- 2 years

• 2 word sentences- 7 years

• DQ-16%
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Contd

• Social:
• Waves bye bye -  2.5 years
• Asks for food and drink – 3 year
• Knows her name-9 years
• Bowel and bladder control – not attained
• DQ-24%

Global developmental delay
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Item Quantity Calories Proteins
MORNING
Tea 1 cup (50ml) 30 0.5
Biscuits 2 20 0.5
Chapati 3 210 6
Vegetable curry 2 servings 200 3
Afternoon
Rice 2 cups 350 6
Chicken curry 2 servings 110 16
Evening
Tea 1 cup 30 0.5
Night
Rice 2 cups 350 6
Dal 2 servings 175 10
Total 1475 48 5



Diet history

Observed Expected Deficit

CALORIES 1475 2100 (
kcal)

625

PROTEINS 48.5 46 (
grams)

No deficit
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Socioeconomic history

• Total family members: 3

• Percapita income: Rs 3340/ month

• Belongs to upper lower class as per modified
kuppuswamy classification.

Education Occupation Income
Father - - -

Mother 2nd PUC Garments 10,000/m
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Summary

• A 13year old female child second born to a non
consanguinously married couple has a global developmental
delay that is static probably due to a post natal insult of
perinatal asphyxia (HIE stage 2) with history of epilepsy and
is completely immunised as per NIS and belongs to upper
lower socio economic status
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General physical examination

• 13 year  old female child conscious and alert  examined while sitting
comfortably on the bed.

Vitals:

• PR:84/min,regular in rhythm,normal volume and character,no radio
radial or radio femoral delay.All peripheral pulses felt

• RR:26/min.thoracoabdominal type of respiration

• BP:108/72 mm hg in the right upper limb in supine position

• Temp: 98.60 F

• SpO2 – 98 % room air
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Contd

• No pallor

• No icterus

• No cyanosis

• No clubbing

• No lymphadenopathy

• No edema
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Anthropometry

observed expected remarks

Weight 24 kgs  50-65
kg

40%

Height 137 cms
155-165
cms

Less 3rd
percentile

HC 47 cms  54 cms Microcepha
ly+

BMI  12.8 kg/
m2

underweigh
t
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Head to Toe examination

• Head: microcephaly +

• Hair: normal.

• Face: no dysmorphism

• Eyes: Normal, no cataract, no cherry red spot, no
chorioretinitis, no corneal clouding

• Mouth: tooth caries +,crowding of teeth +

• Ears: normal, no low set ears.

• Nose: normal.

• Neck: normal
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Contd

• Extremities: dynamic contracture at the right wrist seen, no other
abnormalities seen

• Chest: normal.

• Spine: normal.

• Abdomen: normal.

• Genitalia: normal

• SMR : stage 2

• Skin: normal No Neurocutaneous markers like cafe au lait spots,
hypopigmented macules.
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Systemic examination

Central nervous system
• HIGHER MENTAL FUNCTIONS

• Consciousness :  patient is conscious and aware to time place
and person.

• Appearance : patient is well groomed, appropriately
dressed , sitting comfortably in chair.

• Behavior : patient is maintaining eye contact and is
cooperative for examination
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• HIGHER MENTAL FUNCTIONS

• Communication :

•    Auditory and semantic comprehension is
preserved. Speech is fluent , with poor articulation
of words (spastic type of  dysarthria). Naming,
repetition, reading, writing could not be assessed.

• There is no delusions or hallucination.

• Emotion and mood is appropriate.

• Insight couldn’t be assessed.
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• HIGHER MENTAL FUNCTIONS

• Memory couldn’t be assessed.

• Attention couldn’t be assessed.

• Abstract thinking couldn’t be assessed.

• Spatial perception couldn’t be assessed.

• Calculations couldn’t be assessed.

• Frontal lobe  executive functions couldn’t be
assessed.

• Parietal lobe function couldn’t be assessed.
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• HIGHER MENTAL FUNCTIONS

• Temporal lobe functions couldn’t be assessed.

• Occipital lobe functions couldn’t be assessed.

• Frontal Release reflexes are not seen.
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CRANIAL NERVES
NERVE TEST RIGHT LEFT

OLFACTORY SMELL Could not be tested Could not be tested

OPTIC TURNS TO LIGHT follows and fixates follows and fixates.

COLOR VISION

Field of vision

COULD NOT BE
TESTED

Could not be tested

COULD NOT BE
TESTED

Could not be tested.

PUPILS EQUAL AND
REACTIVE TO LIGHT

EQUAL AND
REACTIVE TO LIGHT

FUNDUS Normal retinal
vessels with normal
optic disc with well
defined margins
and no evidence of
hemorrhage,
exudates or any CR
spot

Normal retinal
vessels with normal
optic disc with well
defined margins
and no evidence of
hemorrhage,
exudates or any CR
spot
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OCULOMOTOR
TROCHLEAR
ABDUCENS

Alignment of eyes
Conjugate eye
movements
Saccadic
movementrs
Nystagmus

Pupil size and
reaction

Accomodation
reflex

Normal
Could. not be
assessed

Absent

Normal, equal and
reactive to light

Present

Normal
Could not be
assessed

Absent

Normal, equal and
reactive to light.

Present



NERVE TEST RIGHT LEFT

TRIGEMINAL Inspection

Palpation

Reflex  - jaw jerk
Sensation over face

No wasting,
fasciculations,
deviation of jaw
No wasting,
movement against
resistance could not
be assessed.
Exaggerated
Couldn’t be
assessed

No wasting,
fasciculations,
deviation of jaw
No wasting,
movement against
resistance could not
be assessed.
Exaggerated
Couldn’t be
assessed
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Facial Inspection - facial
symmetry
Forehead folds,
eyelid position,
nasolabial folds,
angle of the mouth

Maneuvers
1) shutting the

eyes tightly
2) Blow out cheeks
3) Showing teeth

Appears Normal

Could not be
assessed

Appears Normal

Could not be
assessed

FACIAL Sensory -
Taste
Skin over Angle of
mandible

Could not be
assessed

Could not be
assessed



NERVE TEST RIGHT LEFT

VESTIBULO
COCHLEAR

Free field hearing
test

Responds to sound/
name

Responds to sound/
name

RINNE’S TEST Could not be
assessed

Could not be
assessed

WEBERS TEST

Absolute bone
conduction test

Past  pointing

Romberg test

Vestibular - ocular
reflexes
Doll’s eye reflex
Caloric test

Could not be
assessed
Could not be
assessed

Could not be
assessed
Could not be
assessed

Not done
Not done

Could not be
assessed
Could not be
assessed

Could not be
assessed
Could not be
assessed

Not done
Not done
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GLOSSOPHARYNGEAL
 &
VAGUS

Pitch and quality of
child’s voice
Inspection
GAG REFLEX

UVULA POSITION

Taste sensation

Gag reflex

Spastic dysarthria,
with no nasal twang
No difficulty in
swallowing saliva,
no drooling, no
flattening of palatal
arch, no deviation of
uvula
Could not be
assessed

Exaggerated

Spastic dysarthria,
with no nasal twang
No difficulty in
swallowing saliva,
no drooling, no
flattening of palatal
arch, no deviation of
uvula
Could not be
assessed

Exaggerated
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SPINAL ACCESSORY Sternoclediomastoid
  function
One SCM
Both SCM

Trapezius

Could not be
assessed

Could not be
assessed

HYPOGLOSSAL Inspection

Tongue movements
Tip of tongue to
cheek against
resistance

No fasciculations
No deviation.

Could not be
assessed

No fasciculations
No deviation.

Could not be
assessed



MOTOR SYSTEM
RIGHT LEFT

BULK Inspection

Arm

No asymmetry,
flattening, bulging
17 cm

No asymmetry,
flattening, bulging
17 cm

Forearm 16cm 16cm

Thigh 28 CM 28 CM

Leg 20 CM 20 CM

SYMMETRY b/l symmetrical

TONE Inspection

Palpation

Posture - flexion
deformity in right
wrist. Flexion of
upper and lower
limbs.
Stiffness felt

Flexion of upper and
lower limbs

Stiffness felt
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Passive stretching Spasticity felt Spasticity felt

Flappability Movements reduced Movements reduced



Contd

RIGHT LEFT

POWER In sitting position
Shoulder abductors
Shoulder adductors
Elbow flexor
Elbow extensor
Wrist flexor
Wrist extensor
Hip flexor
Knee extensor
Ankle dorsiflexor
Hand muscles

4/5 4/5
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Supine position
Neck flexor
Shoulder flexor

Side lying position
Hip abductor
Hip adductor

Prone position
Neck extensor
Hip extensor
Knee flexor

Standing position
Plantar flexor

4/5

4/5

4/5

4/5

4/5

4/5

4/5

4/5
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REFLEXES

DTR Biceps 2 2+

TRICEPS 2 2

Knee 3 3

Ankle 2 2

SUPERFICIAL Abdominal reflex
Plantar

Absent
Extensor

Absent
Extensor

Ankle clonus absent absent

Gait
Involuntary
movements

Spastic
Not seen

Spastic
Not seen
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Sensory system:
Proprioception - could not be assessed
Vibration could not be assessed
Crude touch could not be assessed
Fine touch - could not be assessed
Pain - present bilaterally
Temperature - could not be assessed



• Cerebellar functions

• Past pointing could not be assessed
• Position holding could not be assessed
• Dysdiadokinesia could not be assessed
• Nystagmus - not seen

• NO SIGNS OF MENINGEAL IRRITATION

• Autonomic nervous system examination normal

• Primitive reflexes not seen.
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• Developmental assessment

• Gross motor :  Walks up/ down stair(2 feet per step)

• Fine motor : patient is able to scribble.

• Social : Knows her name and responds when called to.

• Speech : Child can speak 2 word sentences
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Respiratory system:

Inspection:
• Shape of the chest Normal
• Chest  appears bilaterally symmetrical
• Trachea appears to be central
• No retractions/subcostal indrawing
• No visible pulsations/dilated veins
• No scars or sinuses

Palpation:
• Tracheal position confirmed
• Movements of the chest equal on both the sides.
• Vocal fremitus –B/L equal on both sides
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Contd

Percussion:

•  Resonant note+ all over lung fields .

Auscultation:

• B/L Air entry equal+

• B/L Normal vesicular breath sounds+

• No added sounds.
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Per abdomen

• Shape: normal

• Umbilicus central

• All quadrants moves correspondingly with respiration.

• No visible peristalsis, pulsations seen

• No scar, sinus, fistula.

• Soft non-tender,

• No organomegaly, Bowel sounds+
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Cardiovascular system

• Pre-cordium-normal

• Apex beat-felt left 5th inter-costal space just medial to MCL.

• No abnormal pulsations seen.

• S1 S2 + no murmurs.
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Summary
• A 13 year  old female child second  born to a non

consanguinously married couple of  with history s/o
perinatal asphyxia , with  motor deficit involving all four
limbs and global developmental delay with convulsion
and speech and language difficulty,  completely immunised
as per NIS , from upper lower socio economic status.

• On examination –PR 84 bpm , RR 26cpm ,BP – 102/60
mmhg ,Head to toe examination and anthropometry
showing microcephaly , undernutrition, systemic
examination showing no cranial nerve involvement ,
hypertonia of UL>LL , DTRs exaggerated , no atrophy of
muscles

• Other systems within normal limits .
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Provisional diagnosis

• Static encephalopathy with spastic quadriplegia with intellectual
disability with functional grade 2 of MACS with grade 2 GMFCS with
microcephaly and epileptic disorder , with mental age of <3 years
with squint with probably normal hearing with undernourishment
with dynamic contractures probable etiology  birth asphyxia.
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