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CASE HISTORY – CHRONIC CASE

Name: X

Sex: Male

Age: 66 years

DOB: 26-08-1937

PRESENTING COMPLAINT

Mr X is a 66 yr old male who presents with an 8 day hx of epigastric pain, which became worse in last 3/7 days, and a 2/7 day hx of haematemesis and malaena, on a background hx of duodenal ulcers and GORD. 

HX OF PRESENTING COMPLAINT

Mr X presented to DEM with an 8 day hx of epigastric pain, which progressively worsened over 3/7.  He also complained of a 2/7 hx of haematemesis and malaena. 

The epigastric pain has been continuous and is described as “extremely sharp” with a severity of 9/10. The pain radiated to the umbilical region and to the right chest over the past 3/7. It was not exacerbated by anything, including posture, and was slightly relieved by light food but not by panadiene forte or lansoprazole. Mr X explained that he was constantly awoken at night by the pain. The pains were totally relieved after administration of IV morphine in DEM.

Mr X also complained of haematemesis and malaena in the past 2/7. He vomited up to 5 times / day, in last 2 days, of ½ cup volume on each occasion. Vomitus consisted of: “white frothy fluid”, “chunks” of dark red “dried” blood, and no food material. He noticed his stools to be hardened with red/black blood, but no blood splash outside of toilet bowl. 

Mr X has a 30 yr hx  of duodenal ulcers and GORD. In 1970, Mr L.H experienced severe vomiting of blood and chest burns. Unlike presently, the retching was much severe accounting for up to 2 cups of blood each time he vomited. He was admitted to hospital and was dx with oesophageal ulcer. He explains he was X-rayed, and a barium enema was performed, and morphine was administered to relieve the pain. In 1974, he had a repair of perforated duodenal ulcer. He experienced extreme epigastric pain for few days (9/10) but failed to seek medical help. He thought it was going to subside with omeprazole but it did not. Eventually he noticed extreme (“20/10”) rigidity and tenderness throughout the abdomen and was admitted to the Alfred hospital. His admission was investigated using radiographs, various “blood tests” and surgical repair. His GORD was diagnosed after the operation. These were the only admissions he has had with respect to his hx of ulcers and GORD. He does experience pains of similar nature approximately 4-5 times a week, without any radiation to the chest, but they are much less severe (4/10) and would always subside with omeprazole & panadiene forte. He notices the pains often get relieved lightly by food, but this is not always the case. 

Associated Sx: 

1. Bowel movements: difficult to pass stools, mild pain, did not make epigastric pain worse

2. GORD: retrosternal burning sensation, “acid taste” in mouth but no frothing

3. LOA+LOW: has lost some weight in past week but doesn’t know, put off eating because of the pain.

Mr X is otherwise well and is only mildly limited in his ADLs. 

PMHX

1. Pneumonia – childhood – 1939. Treatment notes: does not know

2. Epilepsy – childhood – 1940. Treatment notes: no meds

3. Asthma – Dx in 1945. Treatment notes: Salbutamol MDI PRN, bd

4. Oesophageal ulcer – 1970. Treatment notes: see HPC

5. Repair of perforated duodenal ulcer – 1974. Treatment notes: see HPC

6. GORD – dx in 1974. Treatment notes: see HPC

7. Cholecystectomy – 1987. Treatment notes: gall stones, nil complications

8. Hip fracture – 1998. 

9. Osteoarthritis – 1999. Treatment notes: Paracetamol, 500mg, qid

10. Infectious diarrhoea – Jan 2004. Treatment notes: antibiotics, bed rest. 

· No other significant medical PMHx, denies COPD/Emphysema/SOB or CLD. 

MEDICATIONS

1. Salbutamol

MDI

PRN

bd

2. Ipratropium bromide
40mg

MDI

qid

3. Thiamine


100mg
tablet

bd

4. Multivitamins



tablet

od

5. Paracetamol

500mg
2 tablets
qid

6. Lansoprazole

30mg

tablet

od

ALLERGIES

Nil

OTHER THERAPY

nil

SYSTEMS REVIEW

1. CVS: 

a. 0 chest pain, SOB/SOBOE, PND/orthopnoea, ankle swelling, palp. 

b. 0 MI, hypertension, RF

2. Resp:

a. 0 SOB, cough, sputum/haemoptysis, fever/night sweats, tremors

b. 0 TB

c. Childhood pneumonia (PMHx)

d. Does not recall recent CXRs

3. GIT:

a. 30 year hx peptic ulcer disease: HPC

b. Heartburn: HPC

c. 0 dysphagia, jaundice

d. 0 hepatitis, colitis, bowel cancer

4. GUS:

a. 0 dysuria, urine stream problem, dribbling, haematuria, nocturia/polyuria

b. 0 renal stones, UTI

5. MSL:

a. Painful hip joint ( radiates down leg and to back. Osteoarthritis – 1999

b. 0 muscular pain

c. 0 gout, RA

6. NEURO:

a. 0 faints, fits, blackouts, dizzy spells, tremors

b. 0 stroke, head injury

7. HAEM:

a. 0 lymphadenopathy

b. 0 DVT, PE

FAMILY HX


[image: image1]
SOCIAL HX
Mr X is a retired pensioner who previously worked in road construction until the age of 60 years. He has not had any previous exposure to fumes, radiation or toxic chemicals. His asthma did not worsen when he was at work. Mr X is a smoker with a 4 pack year history (5 per day for last 16 years). He explains that during some weekends he would smoke 30/day citing work kept him busy during weekdays, hence not having to resort to smoking. He admits to high levels of alcohol intake until 2 years ago, averaging 10 beers / day, no spirits or “top shelf” drinks. He claims to have stopped drinking at all for past 2 years. 

Mr X currently resides with his good friends who do most house duties including: cooking, cleaning, and washing. His friends are a couple, who have no child of their own. The husband works 5-days a week, and wife works part time (3 days/week). The house is 1-storey and does not have additional fittings in the bathroom and toilet to help Mr X. He explains he has difficultly standing / walking for long periods due to his osteoarthritis. He has minimal family support as he has never been married, or have children, citing it as one of the “biggest mistakes” of his life. He explains his regrets for not taking interest in the family environment, and often feeling disheartened about his situation, having to rely upon his friends for the basic needs, although feeling extremely grateful for their lending hand. He has no contact with his sisters, and exhibits bitterness towards their relationship. 

Mr X explains his financial position to be tight, but manageable. He does not drive, and explains that “getting around town” is only possible when his friends are available. Furthermore, on days when both his friends work, he is “tied up at home”. 

When queried about his compliance record in terms of management of his medical conditions, Mr X initially denies any problems. After persistent questioning, he confides that his friends often help him manage his problems. There have been times of self neglect, according to Mr X, when he neglects to take his medication or his meals. He denies any depression. When asked whether he has sought any professional help for his attitudes, he strongly denies any wrongdoing and explains there is no need. 

PHYSICAL EXAMINATION

Vitals: PR: 78, BP: 130/90, RR: 16, Temp: 36.70C

Mr X sits comfortably at rest with Saline drip. Muscle wasting is mild. 

Cardiovascular Exam
Hands:

· peripheries warm

· 0 peripheral signs of IE, peripheral cyanosis, xanthomata

· PR: 78, regularly regular, 0 delays

· Clubbing ++

Head:

· 0 conjunctival pallor, jaundice, central cyanosis

· Poor dentition – yellow teeth

· Mucous membranes moist

Neck:

· JVPNE

· Carotids: normal volume & upstroke

· 0 bruits

Chest:

· Inspection: nil scars, pacemaker, deformities, asymmetry, apex beat not visible

· Palpation: apex beat palpable & normal, 5th left intercostal mid clavicular, 0 thrills / heaves / impulses

· Auscultation: heart sounds – dual, normal S1 & S2 with no added sounds

· Nil murmurs: 
(S1)|

|(S2)

Back:

·  0 sacral oedema, pleural effusions

Lower Limbs

· 0 peripheral signs of IE, clubbing, oedema

· Peripheral pulses present except popliteal (impalpable)

· 0 bruits

Respiratory Exam
· 0 signs of HPOA, lung tumour

· 0 lymphadenopathy

Chest:
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· Percussion: normal

· 0 liver ptosis

Abdomen Exam

· Peripheral: 

· Clubbing ++

· 0 leukonychia, onycholysis

· 0 koilinychia, palmar erythema

· Spider naevi ++ (5) 

· Abdomen:

· 0 guarding/rebound tenderness

· epigastric tenderness

· 0 organomegaly, ascites, bruits

· BS = normal but limited

Neurological Exam

Upper Limbs:

· Tone/power/reflex: L=R=normal

· Coordination: normal

· Pain/temp/Vib/Proprio/Ltouch: L=R=normal

Lower Limbs:

· Tone/power/reflex: L=R=normal

· Coordination: normal

· Pain/temp/Vib/Proprio/Ltouch: L=R=normal

Cranial Nerves:

· CN I: not tested

· CN II: acuity = 6/18 (L), 6/12 (R), fields = normal

· CN III/IV/VI: normal

· CN V/VII/VIII/IX/XII/XI: normal

SUMMARY & DDX

Mr X, a 66 yr old male, presents with an 8-day hx of epigastric pain, which worsened over past 3 days, on a background hx of duodenal ulcers and GORD. 

Anatomical: duodenum / stomach

Pathological: ulcer / bleed

Aetiological: infection / family hx / self neglect?

Functional: bleed

Provisional Dx: duodenal ulcer + bleed

Differential Dx: 

1. gastric ulcer + bleed

2. acute gastritis

3. oesophageal ulceration

4. angina

5. CLD?? (evidence of spider naevi & clubbing)

INVESTIGATIONS

1. Double contrast barium meal study / Endoscopy: Endoscopy is a better diagnostic aid. 

2. Liver Fn test: This is to further investigate his liver fn as he has a long term history of alcohol use/abuse (10 beers/day)

3. CXR: This is to further investigate the findings of his chest (occasional creps??). Patient has a smoking hx. 

4. ECG / Plasma enzymes: Rule out MI as one of the DDx. 

MANAGEMENT

1. Proton pump inhibitor – ulcer

2. IV fluid resuscitation & X-match – restore haemodynamics and BV

3. Antiemetics – vomiting

4. Analgesia – pain

5. General: avoid NSAIDs, smoking, aspirin

H. pylori eradication therapy: indicated if H.pylori = cause of ulcer (Proton pump inhibitor + amoxicillin / clarythromycin + metronidazole). 

DISCUSSION

Mr X has a long term history of GORD & peptic ulcer disease. In addition, he has a chronic history of excessive alcohol intake and has been a smoker. The main objective for this presentation is to manage his duodenal ulcer and associated complications. There is a seemingly underlying misrepresentation portrayed by Mr X. Although he seemed happy and content with his life and social circumstances, at times he did feel discouraged during the interview. 

In terms of long term management of his medical conditions, Mr X should consult counselling services to aid in his understanding and management of his conditions. Furthermore, there needs to adequate interaction between medical staff and Mr X’s friends, to fully evaluate whether Mr X’s needs are being met and whether they are happy to continue with the arrangement. Mr X’s friends should also be advised on the availability of social support services, government subsidies such as carer allowances and subsidised handyman services (bathroom and toilet fittings).

Rural issues do not seem to affect the management plan in anyway as Mr X resides in Hobart. However, travel arrangements and options available to the elderly should be discussed with him. In addition, ‘Meals on Wheels’ as an option for his meals on days when both his friends work.

Mr X should be followed up every 3 months by his GP to ensure proper handling of his medical and social problems. 
FATHER – 69


- Cause of death: ruptured “stomach” ulcers





MOTHER – 70


- Cause of death: ruptured “stomach” ulcers





MR X – 66


- 30 yr hx of peptic ulcer disease, GORD





SISTER – 69


- Cause of death: ruptured “stomach” ulcers





SISTER – 61


- hypertension, Type II DM 





NEICE – 40


- hypertension, Type II DM








Chest clear


0 bronchial breathing, wheezes


Occasional fine creps??





Chest pain





Linear scar + epigastric tenderness








