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CASE HISTORY – GYNAECOLOGY

Name: X

Sex: Female

Age: 52 years

DOB: 03-07-1950

PRESENTING COMPLAINT

Ms X is a 52 year old married female, who presents with an 3/7 hx of lower abdominal ache on a background hx of uterine fibroids for the past 4 years. 

HX OF PRESENTING COMPLAINT

Ms X presented to her GP (Ulverstone) with a 3/7 hx of lower abdominal ache, which was constant. 

The ache was generalised below her umbilicus and has been continuous. It is described as a “nagging” pain with a severity of 5/10. The pain did not radiate to other areas, and was not exacerbated by anything, including posture and movement. She explained that she has not taken any pain killers specifically for this pain, but does take tablets for her osteoarthritis, which did not help. 

There were no associated symptoms of abnormal vaginal bleeding, urinary frequency/urgency, dysuria, costo-vertebral pain, urinary / faecal incontinence, altered stools, or vaginal discharge. 

She explains this has been the first time the pain has continued on for more than ½ hr. She has had similar pains in the past. Her last “attack” was approximately 2 weeks ago, when the pain lasts for ½ hour with the same characteristics. Later on, the pain disappears. 

Ms X has a 4 year history of uterine fibroids (leiomyoma). In 2000, Ms X experienced episodes of menorrhagia which progressively worsened over 3/12. The volume and duration of flow was significantly increased compared to her normal cycles. Associated with this was dysmenorrhoea. The pain was in the lower abdomen, intermittent, was described as “dull ache”, of severity 6/10, did not radiate to other areas, and was mostly present during menstruation. Specialist attention was sought, and she underwent an ultrasound. Investigations identified 3 fibroids (hypoechoeic areas), the largest being of dimensions: 1.5 ( 1.8cm. She was advised to have a hysterectomy, but Ms X refused the operation due to post-operational concerns, and her personal research showed fibroids have an opportunity to “shrink” after menopause. 

Ms X is otherwise well, who is able to perform her ADLs with no difficulty. 

MENSTRUAL HX

· Age of menarche: 16 years old
· Initial cycles: regular 28 day cycles, lasts approx 3-4 days, light periods, no clots

· Current cycles: reached menopause at age 51 years

· Dysmenorrhoea: 2000 – dx with uterine fibroids

· Vaginal bleeding: nil

· Painful coitus: nil

· Menopause: 51 years old – hot flushes, mood swings, tiredness, lethargy, headaches. 

PAP SMEAR HX
Ms X has not been regularly having pap smears. She is not registered with the Tasmania cervical cytology register. Her last pap smear was approximately 4 years ago. She explains, her Pap smear history is very irregular because she often forgets. She was surprised to hear of the Cytology registry and the advantages of this. Her last pap smear was normal. 
PAST OBSTETRICS & GYNAECOLOGY HX

1. One child at age 29 years. Birth weight: 3.5 kg, Gestation: 40 weeks, Labour: 12 hours, Delivery: vaginal with no complications. 
PMHX
1. Osteoarthritis – 1994. Treatment notes: Paracetamol 500mg qid

2. GORD – 1998. Treatment notes: Esomeprazole (Dosage)

· No other significant medical PMHx, nil diabetes, hypertension, COPD/Emphysema/SOB or CLD. 

MEDICATIONS

1. Paracetamol

500mg
2 tablets
qid

2. Omeprazole

20mg

tablet

od
ALLERGIES

Nil

OTHER THERAPY

nil

SEXUAL HX

Ms X does not have an hx of sexually transmitted diseases. She has been in a stable relationship for the past 20 years. She has not had intercourse since the start of her current lower abdominal pain. 
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

3. GIT:

a. 0 dysphagia, jaundice

b. 0 hepatitis, colitis, bowel cancer

4. GUS:

a. 0 renal stones, UTI

5. MSL:

a. Osteoarthritis – 1994

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

8. GYNAE:

a. Uterine fibroids – 2000

9. BREAST:

a. 0 lumps, abscesses, nipple discharge, pain

b. Last mammogram result was normal 

FAMILY HX










SOCIAL HX
Ms X lives with her husband in their home in Ulverstone. Ms X does not work at present, but previously worked as a labourer for the local harvesting company. Her husband also works for the same company. She has not had any previous exposure to fumes, radiation or toxic chemicals. Ms X is a smoker with a 6 pack year history (20 per day for last 6 years). She does not smoke excessively during weekends. She does not consume any alcohol. 

Ms X is has been comfortable with her ADLs and house work. She has not been able to keep this up for the past 3 days due to the pain. Otherwise she is capable of doing the cooking, cleaning and washing. She has not had any help services previously, and explains they are not needed. Her husband has been helping with the house duties. 

Ms X is content with their financial position. 

PHYSICAL EXAMINATION

Vitals: PR: 75, BP: 130/80, RR: 15, Temp: 36.70C

Mr X is comfortable at rest.
GI Exam
· Peripheral: 

· 0 clubbing leukonychia, onycholysis

· 0 koilonychia, palmar erythema

· 0 Spider naevi
· Abdomen:

· 0 guarding/rebound tenderness

· lower abdominal tenderness

· 0 organomegaly, ascites, bruits

· BS = normal
Pelvic Exam

A pelvic examination was not performed. 

CVS, Resp, Neuro Exams were normal.
SUMMARY & DDX

Ms X, a 52 yr old female, presents with 3/7 day hx of lower abdominal ache, on a background hx of uterine fibroids for 4 years. 

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. 












SON - 23


Healthy, moved out of home





MS X - 52


Uterine fibroids, osteoarthritis














FATHER – 76


Cause of death: CVA


Diabetes, hypertension





MOTHER – 74


RA, osteoporosis, endometrial polyps





HUSBAND - 53


diabetes








