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MET3B PBL/CBL SCENARIOS 
From 2016/17, approximately half of the cohort of Met 3b students will be attending General Practices for two days per week (community clerkship). We would therefore suggest that four of these PBL/CBL scenarios (cases 5-8) should be done during the community clerkship in the General Practice. 

For students not undertaking the community clerkship, all PBL/CBL sessions should be undertaken during the hospital attachment. 

Hospital based PBL/CBLs:

1. A woman in a coma
2. A woman in shock
3. A dizzy secretary

4. A woman with headaches and sweating
Hospital or Primary Care based PBL/CBLs:

5. A woman with blood in her urine

6. A woman with irregular periods

7. A man with constipation and depression
8. A man attending for a routine diabetes check
HOSPITAL BASED PBL/CBL
1. A WOMAN IN A COMA  

A 67-year old widow who lives alone, was diagnosed with Type 2 diabetes three years ago following referral from Moorfield's Eye Hospital, where she had attended for investigation of deteriorating visual acuity. 
When first diagnosed she had been treated by diet alone in an attempt to lose weight. Since this was largely unsuccessful in the first year she had subsequently been treated with metformin. She also took lisinopril and simvastatin.
At recent diabetes clinic review, her weight was 75 kg and height 1.60 m (body mass index 29.3 kg/m2). Blood pressure was 146/84 mmHg, and she had reduced fine touch and vibration sense in the lower limbs. Glycated haemoglobin was 86 mmol/mol (28 – 42 mmol/mol), cholesterol 5.6 mmol/L, albumin creatinine ratio 8.6 mg/mmol (0 - 3.5).
On his recent weekly visit to his mother, the patient's son discovered her collapsed on the sofa, breathing but otherwise unresponsive, and dialled 999.
Examination:
Clinically severely dehydrated

Glasgow Coma Score 

7/15

Capillary glucose 


>30 mmol/L

Pulse 




120 irregular

Blood pressure


90/50 mmHg
Investigations:

	
	

	Plasma glucose 
	52 mmol/L (4 - 6)

	Serum sodium 
	150 mmol/L (135 - 145)

	Potassium 
	4.8 mmol/L (3.5 - 5.5)

	Bicarbonate 
	23 mmol/L (22 - 28) 

	Creatinine 
	208 umol/L (56-97)

	Serum Osmolality
	362 mOsm/kg (275 - 285)

	pH 
	7.36 (7.35 – 7.45)

	pO2 
	12.0 kPa

	pCO2 
	5.5 kPa

	Urinalysis
	Glucose +++

Blood Neg

Protein +

Ketones Neg


She was admitted to the Intensive Care Unit, and urgent treatment was instituted. She required a 6 day stay in ICU where she was stabilised metabolically, and was stepped down to the ward. Once she was eating and drinking, capillary glucose levels were noted to be 13-24 mmol/L despite titration of oral hypoglycaemic medication to maximum doses. 

HOSPITAL BASED PBL/CBL
2. A WOMAN IN SHOCK 

A 72-year old woman is admitted urgently via A&E. Her daughter states she is normally fit and well, has a past history of Type 2 diabetes (treated with tablets) and hypertension, but no known kidney problems. She has been unwell for 48 hours with fevers and abdominal pain. On the day of admission, she became confused and disorientated and her daughter phoned for an ambulance.

Examination:

Confused




Glasgow Coma Score

9/15

Pulse 



110 regular

Blood pressure

84/43 mmHg

Temperature


38.9 0C

Oxygen saturations

89% on room air

Chest



Clinically clear

Abdomen


Soft, no organomegaly

No focal neurology

Investigations:

	Hb
	10.4 g/dl (11 - 13)

	White cell count
	23.5 (3.5 - 9.0)

	
	

	Sodium 
	138 mmol/L (135 - 144)

	Potassium
	6.5 mmol/L (3.5 – 5.2)

	Bicarbonate
	16 mmol/L (24 - 28)

	Urea
	18.7 mmol/L (3.3 - 6.6)

	Creatinine
	427 umol/L (75 - 95)

	Lactate
	6.7 mmol/L (0.5 - 2.2)

	
	


	pH 
	7.28 (7.35 – 7.45)

	pO2 
	8.9 kPa (On air)

	pCO2 
	4.5 kPa


	Urinalysis
	Blood ++

Leucocytes +

Nitrites +

Protein ++

Ketones Neg


CXR
Normal 

 ECG – enlarged T waves

She was admitted to the intensive care unit, and required emergency treatment with inotropes, fluids, haemofiltration and subsequently ventilatory support. Over the next 10 days on ICU she was weaned off ventilatory support, but did not pass urine. The nephrologist had a discussion with her and her daughter about the likelihood of her kidney function recovering. Consideration was given for long term renal replacement therapy. 

HOSPITAL BASED PBL/CBL
3. A DIZZY SECRETARY

A 34 year old secretary had noticed that she is getting progressively tired, with weight gain, constipation and feeling cold. She also had developed areas of depigmentation on her forearms. Blood tests revealed:

TSH



56.5 mIU/l (0.6-6.0)

Free T4


7.0 pmol/L (9-20)

She was prescribed medication by her GP and was assured that she would rapidly feel better. After two weeks, she noted that she was not feeling any better and indeed began to feel worse. She started feeling nauseated and felt dizzy as she got out of bed in the morning.

Despite this, she continued to work until whilst travelling on the underground in the morning during her commute she collapsed. She was taken to her closest A&E department. 
Examination:

Alert, but looks unwell

Looks tanned

JVP not visible

Pulse



108 bpm

Lying BP


104/75 mmHg
Sitting BP


84/60 mmHg
Investigations:

	Full blood count 
	Normal

	Sodium 
	122 mmol/L (135-144)

	Potassium
	6.5 mmol/L (3.5 – 5.2)

	Bicarbonate
	16 mmol/L (24-28)


Appropriate endocrine tests were sent. She was treated with emergency intravenous treatment, stabilised and converted to standard oral treatment within three days.
On discharge, she was educated about dose adjustment in the event of illness and was issued with an emergency pack.
HOSPITAL BASED PBL/CBL
4. A WOMAN WITH HEADACHES AND SWEATING
A 48-year-old female accountant is referred to the endocrinology clinic with headaches, sweating and pains in her joints. She is a partner in a firm of accountants. Her two teenage children were doing well at school and the family had no financial or other domestic concerns.

During consultation, she described a number of other symptoms; she had noted her clothes and shoes felt somewhat tighter; she had noticed some problems with her eyesight, and had stumbled into door posts on more than one occasion. Her husband noticed that she had started to move her head from side-to-side when reading the newspaper, and also noted a change in her facial appearance. She complained of pins and needles in both hands, especially at night, and also noticed milk like secretions from her nipples on a few occasions. Her periods were regular but she was taking a combined oral contraceptive pill.
Examination:

Large jaw and hands

Pulse 


100 bpm
Blood pressure
160/95 mmHg
Visual fields 

bi-temporal hemianopia with optic atrophy
Investigations:

	Serum sodium 
	139 mmol/L 
	(135 - 145)

	Potassium 
	4.8 mmol/L 
	(3.5 - 5.5)

	Urea 
	4.5 mmol/L 
	(3.3 - 6.6)

	Creatinine
	86 umol/L 
	(75 - 95)

	
	
	

	Free T4
	14.5 pmol/L                          
	(9 – 25)

	TSH



	0.3 mU/L                           
	(0.4 – 4)

	Prolactin
	987 mU/L 
	(<400)

	LH



	4.5 IU/L
	(1-20)

	FSH




	6.5 IU/L 


	(5 - 30 pre-menopausal

50 -100 post menopausal)

	9am cortisol


	364 nmol/L 
	(9am: 140 – 700)

	Serum Insulin Like Growth factor-1
	780
	(94 – 252)


An appropriate confirmatory dynamic test was done, and she underwent a dedicated pituitary MRI scan, whereby the diagnosis was confirmed. She was treated with initially medical treatment, followed by surgical resection. 
 HOSPITAL OR PRIMARY CARE BASED PBL/CBL 

5. A WOMAN WITH BLOOD IN HER URINE 
A 65 year old woman with a long history of cigarette smoking, goes to see her GP complaining of frequency of micturition, dysuria and haematuria.

 

Urinalysis results:

Blood ++

Protein +

Glucose -

Ketones -

Nitrites ++

Leucocytes ++  

 

Her GP starts her on trimethoprim 200mg for three days. He also sends the urine sample to the lab for M,C+S. The report shows E. Coli is grown sensitive to trimethoprim, co-amoxiclav and nitrofurantoin. The GP contacts the patient to ask her to drop off a further sample to check the infection has gone. This sample again grows E. Coli. A course of co-amoxiclav is now given. Unfortunately her urine still grows E. Coli. 

She is referred to the local urology services but whilst awaiting an appointment she develops severe left sided colicky loin pain and begins to pass blood in her urine with clots. She attends the local A&E. Following an initial assessment, she is admitted for investigations in order to determine the cause of her loin pain and haematuria.

Investigations requested by the admitting team include urine cytology, blood tests, imaging and a cystoscopy. These investigations reveal a transitional cell tumour of her left ureter. She is counselled about the various treatment options. Given the limited nature of the tumour and the lack of evidence of spread she is offered a left nephroureterectomy.
She has an uncomplicated recovery from her operation and is discharged from hospital 7 days later and remains under follow up with her consultant urologist.

  
HOSPITAL OR PRIMARY CARE BASED PBL/CBL 

6. A WOMAN WITH IRREGULAR PERIODS  

A 30 year old canteen assistant comes to see her GP because she and her partner had been trying for a baby for over 2 years without success. On closer questioning she reports irregular scanty periods for the last 18 months. She has a family history of type 2 diabetes with her father and paternal uncles affected. On examination she is noted to be obese with a BMI of 31.4kg/m2. She has facial acne, hirsutism and central obesity. Her blood pressure is 160/90 mmHg. Investigations are requested and the results are shown below.
 

Fasting glucose 



6.4 mmol/l

Androstenedione 



11.2 nmol/l (<8)

SHBG (sex hormone binding globulin) 
12 nmol/l (>30)

T4 and TSH normal

Prolactin normal

 

Whilst she is embarrassed by her facial hirsutism, she is most concerned about her infertility and wants to seek treatment for this. The doctor states that she is at risk of developing diabetes, and suggests that she sees a dietitian to makes appropriate lifestyle changes to lose weight. The doctor also suggests she commence metformin, and consider fertility treatment to aid her fertility.

HOSPITAL OR PRIMARY CARE BASED PBL/CBL
7. A MAN WITH CONSTIPATION AND DEPRESSION   

A 69-year old man has noticed increasing symptoms of abdominal pain, constipation and headaches. He attended his GP surgery to complain about these symptoms but his wife also mentioned that she thought that he was depressed. His GP prescribed him some medication for his constipation and recommended paracetamol for his headaches. This helped for a period.

A few weeks later whilst lifting some furniture he developed sudden and severe back pain in the lower lumbar region. The pain was so severe that he called an ambulance that took him to the Emergency Department. 

He was examined by the doctors there and investigations were organised, the results of which are shown below:
	
	
	

	Calcium
	2.90 mmol/L
	(2.20 - 2.60)

	Phosphate
	0.62 mmol/L
	(0.80 - 1.50)

	Alkaline Phosphatase
	290 U/L
	(30 -130)

	Albumin
	39 g/L
	(36 – 53)

	Urea
	7.8 mmol/L
	(2.5 - 7.5)

	Creatinine
	80 umol/L
	(55 – 106)

	Parathyroid Hormone
	15.2 pmol/L
	(1.1 - 6.8)

	Urinalysis
	Blood ++
	


Lumbar spine X-ray showed a wedge fracture of L5, and KUB showed a left renal calculus.

He was treated with intravenous fluids and analgesia. He went on to have a DEXA scan indicating significant loss of bone mineral density.

He underwent diagnostic radiological tests and was told by his endocrinologist that operative treatment was required to effect a cure. 

HOSPITAL OR PRIMARY CARE BASED PBL/CBL
8. A MAN ATTENDING FOR A ROUTINE DIABETES CHECK   

A 72 year old man goes to see his GP for his routine diabetic check. He was diagnosed with type 2 diabetes 4 years previously when he suffered with excessive thirst and was found to have an elevated glycated haemoglobin. 
Since then he has sustained a heart attack and suffers with pain in both calves if he walks for more than 100 metres. 
He attends regular appointments at an ophthalmology clinic for poor vision and says he has had laser treatment to his retina for complications of diabetes. At his GP review, it is noticed he has protein in his urine. His blood pressure in clinic is 172/93 mmHg.
Further investigations:

Serum creatinine - 



102 umol/L 

(60-110)
Estimated GFR (eGFR) - 
 

47 mls/min 

(using the MDRD formula)

Urine albumin:creatinine ratio (ACR) 
94 mg/mmol/L
(<2.5)

The GP tells the patient that he has diabetic nephropathy and that his management will consist of good blood pressure and glycaemic control.
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