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First case  



Particulars of the patient  

ÂName: Mohammad Ibrahim  
ÂAge : 15 years 
ÂSex :  Male 
ÂAddress :  Vassail, Tangail 
ÂOccupation : Student  
ÂReligion : Islam  
ÂMarital status :  Unmarried  
ÂDate and time of admission : 25.01.2011  



Presenting  complaint   

ÂRepeated convulsion for last 7 
years after history of fall from 
a tree  



History of present illness  

   According to the statement of patientõs 
father , he was reasonably well 7 years 
back. Then he suddenly fell from a 
guava tree while playing and got direct 
hit on his head.  Following the event, he 
was unconscious and brought to local 
Sadar Hospital. He was treated there 
with conservative management and 
regained his consciousness after 1 day.  
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  This event was not associated with any 
vomiting, convulsion. After regaining his 
consciousness he complained of mild 
headache which subsided after 2 to 3 
days. On the 7 th  day of the event, he 
was discharged and brought to home.  



Continuedé 
   But on the very next day he developed 

convulsion while he was at home which was 
generalized, associated with tongue bite and 
upward rotation of both eye balls. The 
convulsion persisted for 5 to 10 minutes and 
not associated with aura, vertigo, vomiting, 
headache or involuntary defecation or 
micturition. This same type of event occurred 
3 times on that day with an interval of  
approximately 3 hours. Post ictal period was 
almost normal except 5 to 10 minutes of 
confusional state.  
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  Then the patient was brought to local 
hospital and was prescribed 
carbamazepine. Brain imaging could not 
be done due to financial constrains. 
Drug was continued for 2 years. Patient 
did not experience any further episode 
of convulsion during this period.  
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   After that, carbamazepine was withheld 
as per the decision of consulting 
physician. But on the 3 rd  day , the 
patient again developed convulsion and 
the drug was restarted . 
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Â On further enquiry it was found that the 
patient also developed progressive loss of 
vision of both eyes  which gradually impaired 
his school performance. This was slowly 
progressive and for this complaint he was 
brought to Islamia Eye Hospital on 1 st  week of 
August, 2010. He got admitted there and 
diagnosed as a case of bilateral traumatic or 
developmental cataract. Surgery was 
performed and intraocular lenses were 
implanted on both eyes.  
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ÂApart from this history , the patient 
did not complain of any vertigo, 
persistent headache, vomiting or muscle 
cramps. His bowel and bladder habit are 
normal. 



History of past illness  

  The patient has no history of any 
previous hospital admission or any other 
significant past illness.  



Drug and treatment history  

ÂCarbamazepine, folic acid for last 7 
years 

ÂBilateral cataract operation with lens 
implantation on August,  2010  



Personal history  

    He is a nonsmoker, non alcoholic, and no 
history of tobacco chewing.  

 

                        Family history  
 

    He is the second issue of his parents. He has 
only one elder sister. All his parents and 
sibling are apparently healthy.  



  Socioeconomic history  

   His father is a rickshaw puller and mother is a 
housewife. He drinks tube well water and uses 
sanitary latrine. They live in kacha house.  

 

                      Allergy history  
 

    He is not allergic to any kind of known 
allergen.  



Immunization history  

   He was properly immunized as per EPI 
schedule. 

                

 



Birth, feeding and 
developmental history   

ÂHis antenatal period was uneventful. He 
was delivered by normal vaginal delivery 
at home and immediately cried after 
birth.  

ÂHe was not exclusively breast fed. 
Weaning period was normal.  

ÂHis  developmental milestones were age 
appropriate.  

                         

 



What can be the 
possibilities before 

examining the 
patient???  



EXAMINATION  



 General Examination   

ÂAppearance : slight mongoloid face  
ÂBody built : average  
ÂCo operation : co operative  
ÂDecubitus : on choice  
ÂNutritional status : average  
ÂAnaemia : mild 
ÂJanudice : absent  
ÂCyanosis : absent 
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ÂClubbing : absent  
ÂKoilonychia : absent  
ÂLeuconychia : absent  
ÂOedema : absent  
ÂDehydration : absent  
ÂLymph node : not enlarged  
ÂThyroid gland : not palpable  
ÂBony tenderness : absent  



Continuedé 

ÂPulse : 72 beats / minute  

ÂBlood pressure : 110/ 70 mm Hg  

ÂTemperature : normal  

ÂRespiratory rate : 20 breaths / minute  


