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. WARDS 4/5

Mes EPDyson o AnM/nw/515326M

GRO-C

 26th March 1998

- Dear Mrs Dyson

“Thank you for your letter of 20. 2,98. As yau ‘know I dlﬁ ngt see yvu peramnally‘
*\f;when you attended nmy clinic recently., We are frequently asked for reports by
- the Department of Social Security whxch are usually abt&xn&d on the standard
~form, I have anclosad with this letter an appointment for my clinic so that I
can see you to asaess your elinical condition yersmnally, In addxtxan p&rhaps
“you could obtain the neceggary. forms from the DHSS. Are you applymng for-a
“disability living allmwanae or attendance allowanaa? If you could £i1l me in
“with the details of the persan wha you are de&lxng thh at tha Departmant of
~Snaxal Eeaurmty I could wrxte to them dlxactly. S ) : o :

s Ymurﬁ sxncerely

A J MORRIS S :
& CGnaultant Physlcxan & Gastroanterologist

Encp
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~Consultantin Charge .~ 00 0 S N ROYAL INFIRMARY

" R.LRUSSELL et SR o i  GLASGOW

. Comsultant oo T N : G31 2ER
J.F. MacKENZIE S R i

- Senior Biochemist : T S EXT GRO-C

: ADUNCAN i = : iy e, S
‘ : 1 Gastroenterology Unit L ?X;ECT GRO-C
~ Mr CWImrie oo JM/RS/515326
~ Consultant Surgeon T S L ~ : B
Ward 61
- Royal Inflrmary Lo : - 1 N e
: Glasgow = s ©oo st July 1994

: Dear Mr Imme,

...................

;Eﬂeen Dyson GRO- Cy’sa) :
: GRO-C i -

‘Please fmd enclosed the case nctes of the above named patlent - She
is a patient Who attends Dr Russell's Chmc ‘with mterrmttently severeg ‘
- epigastric pain. She has a comp}.ex prevxous ‘medical history which
~includes portal vein thrombosis, severe ‘haemorrhage from gastric
-~ .varices whlch required laparotomy, cholecystectomy for gan stones and -
‘subsequent ERCP and sphincterotomy for retained duct stone and
‘flnally several documented episodes of acute pancreatltls with a CT
scan in December 1993 showing marked pancreatic swelling. Her
- overall clinical condition is comphcated by the fact that she now has
low grade hepatitis C as a result presumably of previous: multlple

I transfusions. Fox- the trme ‘being her liver function tests remain
i relatxvely normal She is on pancreatic supplements and H2 receptor

antagomsts, but in view of the recurrent bouts of pain Dr Russell .
- wondered, and I would tend to agree mth him, whether she might

~ have a further ERCP in assessment of the pancreas in partlcular As
- hep case history is rather complex, I feel you may wish to look at the
~ case sheet ycurself ‘but in the interim I Wonder whether you would be

prepared to send an appointment for ERCP on a Tuesday so that I
~will be present and perhaps be able to do the procedure

‘Yours,;smcerely -
GRO-C ‘ =
ey % H;(}v\ ((ur erb m &) Z.F
J MORRIS Jo

Senibr Registrar

LT m /‘nN ug; «% :
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CDe.MeGH,  DJG/VC/515326
Health Centre, A e o
- 138-144 Windmillhill Street, N
'MOTHERWELL. - Diet. 21.12.93 o
N Typed 13.1.84

~ Dear Dr. McGill,
e ,EﬂeeansonGROCﬁB e
i GRO-C

Portal Hypertension ? Secondary to Portal ~Vein Thrombosis and
Ca;vendus\Malformationjdfi?ortal Vein. St N Sk e
~ Chronic Pancreatitis. - L e R
 Hepatitis C positive (abnormal liver function).
PrevidusiCholecystectomy. S i

" Further to my discharge letter [ reviewed this lady with her husband in
the clinic and explained‘ftheiresultsjof‘our‘investigations;jto date.  The -
o only outstanding result was the result of her dual isotope fat absorption
|  test which was in fact normal.  We went into gross detail about the :
A fact that she is ‘Hepatitis C positive and has mildly abnormal liver
transaminases. I told her that I thought it was important that she
~ should have a liver biopsy before ‘cnnsidex‘-in‘g‘treatment‘with Interferon,
“and she had her husband are going to think about this. ~If in fact
‘they decline liver biopsy they know that we will almost certainly treat
~ her with Interferon in any case. As recorded in my discharge
summary the CT ‘scan showed the pancreas enlarged twice its normal
- size though her trypsin level and LUNDH test was normal, and her fat
- absorption was also normal reﬂectingif‘normal\function.f; I think it is
~ worthwhile however trying her on Creon pancreatic enzyme supplements
“to see if this relieve some of the pain she is getting. i
1 have also checked her ‘ﬁpids:‘and\wil‘l‘review the result of the bowel -
titre she had ‘at Monklands to consider whether ‘this is a factor in her
on‘gaing“pancreatitis.‘ She is going to ring me in the New Year with
" her thoughts about liver biopsy after discussing it with her husband in
- more detail. ShTE e e e e e S

~ Yours sincerely,

3 D.K. George,
~ Registrar
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GLASGOW ROYAL INFIRMARY B Teiephone No. 041:552 3535
84 CASTLE STREET, GLASGOW C4 = o Ext WITN3362002 0.

:ADMITTED A f‘ UISCHARGED : - WARD ~AGET ] HOSPITAL NUMBER
25/11/93 . 3/12/93 | B4l
: B SRR o NAMEANDADDRESﬁ
Home E_l__l.@_e_x_l____l_)_y_sgg .........................
_FOLLOW UP. - :: ‘ . T S GRO-C
 Gastro Chmc 2 weeks : st
SR émwmcmosxs ANDANY‘QTHERCOMPLICATING; S D!STF‘HBLJTIC:)N‘OF Lé'rrsn.é T
HNESS o i tsco | i
o : : cope | Dr MeGill e
A Heii \ ‘ || Heelth Centre =~
I- g Portal hypertensmn ? seco ﬁfdary to 138-144 Wmdtmllhﬂl Street
= ~ portal vein thro‘"’bosm and [cav  Glasgow
s ~ malformation of the portal jein | . SMRO, GRI
Loabe Pancreantis = Conmpe e SR
a3 ‘Hepé.tiitis C:\im.‘?,‘jitivé‘ (abnormal HvW@m oy e
| Previous cholecystectomy |  |:  Duel isotope fat absorptior test
T B ‘ B = ‘ (DIFA), Lundh test, Uppé’f GI
A R e sl ‘endoscopy, Doppler Ultrasbund
5, e : S g scan, CT scan, Nutmtmna s;creen‘
|&  KG/RS/17th December 1993|- Typdd

Dictated 13th :D'" ce‘mber‘ 1993
‘f“‘Dear Dr McGlIl

This interestmg lady was adnutted to the ward for mveatxgatmn havmg
attended Dr Russell's Clinic for a second opinion of a gastrointestinall
problems She has a camphcated past medical history of which you are no|
doubt aware, dating back to 1989. At this time she was admitted as an|

- emergency to Monklands Hospital with haematemesis and eventually had a|
- laparotomy for uncontrolled bleeding from gastric varices. At this time a|
~dilated portal venous system was obvious and a bleeding gastric varice was| =
oversewn.  Subsequent investigations in Monklands Hcspltal suggested al
. _cavenous malformatmn of the portal vein and portal vein thrombosis.|

| e ‘However, repeat Doppler ultrasound scan in 1991 suggested flow of blood in
: oy ‘the tortuous dilated vessels around the portal hepatis were in fact towards
the hver, ratber than away from it. - Subsequently she developed problems

- with abdominal pam with abnormal hver function tests and ultrasound scan|
- showed stones in the gall bladder. A cholecystectomy was performed in
Monklands Hospltal and subsequently a sphincterotomy of the common bile
duct performed due to a retained stone in the cystic duct. The cystic duct|

- was not possible to diseet out at the time of cholecystectomy due to her
~ abnormal dilated veins. She has also had a couple of admissions to|
- Monklands Hospital with documented acute ‘pancreatitis and stays at home|
when she develops less severe symptoms, which she treats herself with
Pethidine analgesia.  Also of note from the history is that following blood

: transfusmn gwen at the tnne of cmld blrth she developed Jaunchce,j X :

Her eurrent problems are. of mght upper quadrant and eplgastrm pain,
intermittent abdominal distention and swelling of her ankles and fingers and]
_intermittent diarrhoea, occasionally loose, pale and difficult to flush away.
Inspite of the ‘suggestion of malabsorptlon she felt that a low fat dlet m

e : fact made her symptoms worse. -
| ‘ COPY PAGE
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:;On exammatmn she looked well with no abnormahty of the cardlovascular or

o respn'atory system. There was no stigmata of chronic liver disease, and

~ apart from abdommal scarring no abnormahty was . detected in ‘the abdorxﬁnal\ :
~5ystem S :

‘;*She; was mvestxgated mth various blood tests as well as mvest:gauons‘ -

~ a@bove. Results are Hb 14.7, white cell count 4.7, platelets 169, ESR 3,
~ CRP <5, ferritin 47, U's and E's normal, glucose normal, amylase normal,

_caleium normal, albumm 49, _globulin 27, bilirubin 10, alk phos 200, ASI“i

42, ALT 72, gamma GT 52 copper 17. 5 seroplasnun 269 (both normal) s

_ transferrin saturation 30%. Doppler ultrasound of abdomen showed multiple
- collateral vessel in the porta hepatis and around the portal vein. The
portal vein ‘however appeared patent as were the mght and middle hepatic

- veins. CT scan of abdomen showed extensxve varices in the epigastrium
- and Splemc helum. The swelhng of the pancreas to about twice the normal
. size, but no mass lesion or fluid collection seen. There was no pseudo cyst -
~or ascites or calcification. Splemc size was normal. Contrast medium for

dynamic scan was not injected in view of the patients history of hay fever.
Hepatitis B surface antigen negatwe, ‘hepatitis C positive. “Urine test
showed tz*y'psm actxvxty fractionally above the normal range with 75.
\ GastrOSCOpy normal Result of DIFA test awalted. Urmaiysis no protemi
‘loss m urine. : : : ‘: o

ﬁThe most szgmﬁcant new fmdmg to date is the fact that she is hepa’utls C
positive fitting in with the history of post transfusion jaundice. In view of
her mildly deranged transaminases she will require a liver biopsy and trial
" of Interferon therapy. We will discuss this with her when we see “her mi

: ‘the Clmic on. QIst December 1993 Dlscharge medicatmn ml :

: Yours ‘smcere‘ly T

D K GEORGE
Registrar

'GENERAL PRACTITIONERS NAME and ADDRESS
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_GLASGOW ROYAL INFIRMARY ~ Telephone No. O4yiRE002 |
-84, CASTLE, STREET, GLASGOWC4. ~ ~  Bxt =

DISCHARGED R \WAHD : ¢ Ll HOSPITAL NUMBER.

71/ | 68 s 515326“

QIBTRIBUTION OF LETTERS

Dr McGﬂl o : \

; o = -~ 138-144 Wmdmﬂlhlll Street
‘Portal hypertens:xon ? se‘cd jary toj ;Motherwell

: pavenmods MLl

~ tmalformatmn of portal vem B ‘SMRO, GRI
: Pancreautls : Chm i

~ Hepatitis :(‘}.‘pos:ttlve‘}‘ | OPERATION

- Chrdniciipézfsis‘t\ent‘:he\pati |, Liver biopsy

: Pre?iqizs : ‘choie‘c;ystéqtc‘:my; >

}KQI RS/Ich J‘anﬁary‘ ‘199“4‘ -l
; 4

= iDear Dr McGlll

- ‘Further to my last dlscharge summary this lady was admltted for hver J
‘biopsy which was performed uneventfully. Histology of the biopsy showed
changes of chronic persistent hepatitis, but no active hepatitis. She will
be rev1ewed in the Chmc w1th these results for cons:tderatmn of Interferon

- therapy : 3 _ ‘ : S

_ Yours sincerely

D K GEORGE
- Registrar
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CUEXL,

:”SULTANT:“:T“ . GLASGOW ROYAL !NFtHMARY L Te tephgme No. 041- 552 a5 | :

84 CASTLE STHEET GLASGOW C4

o problems  She has a complicated past medical history of which you are no

‘cavenous malformation of the portal vein and portal vein thrombosis.
~ However, repeat Doppler ultrasound scan in 1991 suggested flow of blood in
~ the tortuous dilated vessels around ‘the portal hepatis were in fact towards|

‘ ~transfusmn g:xven at the txme of chﬂd blrth she develoPed jaundice.

~intermittent abdominal distention and swelling of her ankles and fmgers and

Inspite of the suggestion of malabsorptmn she felt ‘that a low fat dlet in
~ fact made her symptoms Worse ‘ : :

Dear Dr McGﬂl

This mterestmg lady was adzmtted 0 the ward for investlgatlon havmg

. ‘ E WITNG362002
;ADM[TTED e | DISCHARGED ?k R . wmoi ‘ J AGE _______ ] HOSPITALNUMBER o
\ 25/11/93 Lo oay19y93 e ] 64 | GRO-C /55 . 5153%6M
= S NAMEANDADDRES%’ """""""""" :
__E1leen Dyson
GRO-C
5 msmsu*ncm OF LETTERS -
‘ | &0t | Dr McGill 2
: : L ~;@‘;‘Hea1thCentre_
1 Pnrtal hypertensmn ? secondary to - 188-144 Wmdmlllhzll Street
portal vein thr “and |cavenops  Glasgow
 malformation of the portal Veini | ~ SMRO, GRI
= ;;Pancmatltls S o S
o Hepatitis C positive (abnorinal hiversfEmmgiom o
L ~Pré€i6us‘éholecyst‘éctémy 1 |, Duel isotope fat absorption test
e —{DIFAJ, Lundh 1est, Upper GI —
T endoscopy, Doppler Ultraspund |
5 g scan, cT scan, Nutrltmnal screen|
e _ KG/RS/17th December 1993 - Typdds.
El'c‘fafea 13th December 98—

attended Dr Russell's Clinic for a second opinion of a gastrointestinal|

doubt aware, dating back to 1989. At this time she was admitted as an|
emergency to Monklands ‘Hospital with haematemesis and eventually had a]
laparotomy for uneontroned bleeding from gastric varices at this time a|
dilated portal venous system was obvious and a bleeding gastric varice was|
oversewn. . Subsequent investigations in Monklands Hospltal suggested a|

the liver, rather than away from it. Subsequently she developed problems

with abdominal pam ~with abnormal liver function tests and ultrasound scan|

showed stones in the gall bladder. A cholecystectomy was performed in
Monklands Hospltal and subsequently a sphincterotomy of the common bile

o ‘duct performeci due to a retained stone in the cystlc duct. The cystic duct|

~ was not possible to disect out at the time of cholecystectomy due to her| .
abnormal dilated veins. She has also had a couple of admissions to| '~
5 Monklands Hospital with documented chronic pancreatitis and stays at home|

when she develops less severe symptoms, which she treats herself with
Pethidine analgesia. Also. of note from the history is that followmg ‘blood

mght upper quadrant and eplgastmc pain,

o

Her current \problems‘ are oi.

intermittent diarrhoea, occasionally loose, pale and difficult to flush away..

S[CO‘PY;PA

‘ l
\GE_ [
=
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~ On examination she ooked well with 1o abnormality of the cardiovascular or
respiratory system.  There was no stigmata of chronic liver disease, and
~ apart from abdominal scarring no iabnormality:was-d‘etect‘ed in the abdominal

“*gs‘yis;t‘em;}, i

~ She was inxiéstigated Withfx}ai'ious blood tests as well as investigations

 above. Results are Hb 14.7, white cell count 4.7, platelets 169, ESR 3,

C‘BP?:(S,%fe;trritin!?,‘_U‘s and E's normal, glucose normal, amylase normal,

calcium normal,

‘albumin 49, globulin 27, ‘bilirubin 10, alk phos 200, AST

49, ALT 72, gamma GT 52, copper 17.5, seroplasmin 969 (both normal),
transferrin saturation 30%. Doppler aultrasound of abdomen showed multiple

0

collateral vessel in the porta hepatis and around the portal vein. The

~ portal vein however appeared patent as were the right and middle hepatic -

veins., CT scan of abdomen showed extensive varices in the epigastrium

~ and splenic helum. The swelling of the pancreas to about twice the normal

size, but no mass lesion or fluid ‘couecticih seen. There was no pseudo cyst
or ascites oxy‘calcification, “Splenic,size‘;Was normal. Contrast medium for

- dynamic scan was not injected in

view of the patients history of hay fever.

Hepatitis B surface _antigen negative, hepatitis C positive. Urine test
showed trypsin activity fractionally above the normal range with 75.

~ QGastroscopy norm
_loss in urine.

al. Result of ~DI‘FA‘t‘ast awaited. ~Uxfinal‘ys\ls"ﬁnolpixfote‘in" -

 The most significant new finding ‘to date is the fact that she is hepatitis C
~ positive fitting in with the history of _post transfusion jaundice. In view of

~her mildly derangedtra‘nsaminases she will require a {iver biopsy and trial
wiziof Interferon“thex-apy.  We will discuss this ~with her when we see her in
~ the Clinic on‘iz‘lst\Decemberi1993;. ‘Discharge medication mil. :

_ Yours sincerely

D K GEORGE

~ Registrar

‘GENERAL PRACTIT&ONEF‘KS NAME and ADDRESS ST

__ copyPpaGH
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~Dr MeGill
Health Centre

138-144 Windmillhill Street

- Motherwell S

" Dear Dr McGill,

L UWITN3362002

. RIR/RS/515326M

‘\S:{h‘Novémber; 1993

GRO-C

i
i

| ‘Thafnk you for ~ydur‘§‘léttéxfrabmif; this patient whom I \sa‘w‘ait‘“my Clinic
today. She gives a complex history starting in 1980 with abdominal

pain and swelling ‘which was in

- in 1988 during “her first pregn

 Monklands Hospital and had a hae

- found to have portal hypertension, ‘

 been unclear. Since then she has had frequent abdominal pains and in -
my followed by acute pancreatitis and
or chronic pancreatic insufficiency

and diarrhoea. .

she does not smoke. There was no .

~ January 1992 had a cholecystecto
 gince then bouts of sub acute

‘presenting with pain, tiredness
slightly, but alcohol induces pain,

termittent since then and became worse
ancy..

At that time she was in

matemesis in January 1989 and was
_the cause of this seems to have

She drinks only

~clinical anaemia, nor oedema on examination and no obvious weight

Joss, but abdominal ‘examination s

howed wide spread generalised

tenderness and the spleen was palpable. There is no ascites. It is

clear that we need to ftry to get to the Dbottom of the portal

“hypertension and the possible sub acute or chronic ‘pancreatitis. For
~this reason I have arranged to admit her as soon as possible to my
- Ward for further investigations to be performed.

~ Yours sincerely

R I RUSSELL

~ MD PhD FRCP

|

WITN3362002_0009




 GASTROENTEROLOGY | WiTNasez002

. Doypllofirmary
- 16 Alexandra Darade =~

‘ 0+ ClsgowG31%kR

. Dr A J Morris's Liver Clile

- . Gvilchboard 01412114000

S e Lo e Lo Dircct Dial = ‘

- +Glasgov Royal lafimmery « =~ : R % Nimbers 5o =

e e s e s s fax Number
e Candiesbues Hoapital »o : k
N Ligmbnm‘ﬂoiespimi * lﬁclvid@c Hospital «

DI“KGI;’I' I R
~ Motherwell Health Centre
138-144 Windmillhill Street

- AJM/SKP/515326M

s . Typed: 12 qung‘wg& .

..................

~ Diagnoses:
1 Chronic hepatitis C R Sl
: 2 Previous portal vein thrombosis '
3 Previous pancreatitis

T

.~ Mrs Dyson was seen with her husband in the Liver Clinic this
. afterncon, She wished to discuss further the question of _an ERCP
given that her HIDA scan was normal. In fact the reason for her
ERCP was to try and elineate whether she had structural changes of -
_chronic pancreatitis. I agreed with her suggestion that this would not
‘materially afféct her management at present and for this reason we
-~ have decided to defer the test given her natural anxieties about side
 effects of the procedure. In addition, she was not keen to have
~ endoscopy and as she has had no bleeding for 10 years I do not feel
~we should pursue this by means of primary prophylaxis by identifying
current varicele status and allowing this primary pharmacological

 prophylaxis unless her planned liver biopsy shows advanced hepatitis
e e

 Qur main discussion today therefore was around liver biopsy and we
discussed its potential side effects and complications. She had a liver
biopsy in 1994 and certainly had referred shoulder tip pain. In -
. principal the reason for this test is to establish whether the disease
 has progressed, particularly as we would probably not treat her if she
‘had very mild liver disease but would strongly pursue treatment
- should she have progressed in any way towards fibrosis or cirrhosis. -

. She has had further ~kdié‘cus‘sions ‘with our ‘uﬁi{se ‘;s}‘)eci‘a\lii‘s:t; tms
- afternoon and she will return for a liver biopsy when she has decided

e B
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L Fie Notea re Elleen Dyson _'-C';E'(_D_IEHSE;

...................

-  : Notes Revrew

- ~"been destroyed and therefore the Wrshaw nc:tes are an that\ L

remam

5&989 admftted ta Mnnklands Hcsptta! thh haeszmatemes;s ‘tf
“laparotomy for uncontrnued b!eedmg from gastnc varices andf :
bleeding gastnc varix oversewn, Subsequ@nt mvesttgatzons

= suggested cavenous malformation of the portal vein and portal vein
- thrombosis. Repeat Doppier uh:rasound in 1991 suggested flow of

i blood in the dslated veasseis around the porta hepatxs and m forward -
& 1;directi0n of ﬁow - - - ;

- fContracte—:d Hep CI afs a result of blood transfuston

\“Subsequently daveloped pmbtems wcth abdommai pam WIthf

- abnormal hver function tests An ultrasounci scan showed stones in

‘ gallbladder. Cholecysteetemy performed in Monklands in 1992 and

‘ ‘nsubsequent sphmcterotomy of common bﬂa duct because of

retamed stone ln cystxc duct Cysttc duct not able to be dlssected :

- : “~f1992 Open ahnlescystectamy

: ‘One week post operatfvely acute pancreat!tls

: “Subsezquent documented admssslon to Monklands Hospltal wﬂ:h;
: documented chromc pancreatxtss : : : ‘

| 51993 current problems w;th rrght upper quadrant and eplgastnc: ST
pain, mterm;ttent abdommal d;stensmn, interm;ttent diarrhaea wrth o
nccasmnal lnase and pate stoa! e L :

‘Invast;gatlons m 1993 qu b!ood count normas Ferntm normal.
Bilirubin 10, alk phos 200, ALT 72, gamma GT 52, Copper studies

~ normal. Doppler ultrasound mu!txple collateral vessels in the porta
hepatis, but portal vein appeared patent as her nght and mddie :

~ hepatic veins. CT scan of abdmmen showed extensive varices in the

“epigastrium and splenic h! lum. Pancreas swollen to about twice the
~normal size, but no mass lesion or fluid cailectxon pseudo cyst,
~ ascites or calcification. Normal spleen, Hepat&ttﬁ B surface anttgen :

‘ jnegatwe Upper GI endoscopy negative.

. wiTNa3e2002
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_“ﬁ:{iShe was feund to be. Hegatitsa C posmve at that txma and{‘
L }jj;subsequent fiver bacps;es showed changes o‘r’ chrom::: per&ustent[;
o f;:hepatxt:s but no actwe hepatstts - .-

. 10 trxpsyn level, LUNDH test ncrmal Fat‘absdrptsén‘ normal
- reflecting normal pancreatnc functxen November 1994 abdemmai{ =
_pain ressc:lved S = .

.. January 1998 re- referred ta:) hve:r chmc symptems reiated to Chronm -
~ fatigue and nterm:ttent eplsades of abdominal pain. Liver function
~ tests normal. Ultrasound scan. cavanous transformatnon of the
?[;parta! vesm Gross; splenomegaly e = =

= fMarch 1998 HIDA scan normai

f?;ff“In v;aw of the daubt as to whether she hag chromc pancreatztls we:”}\f\ -
- owilk proceed to ERCP to try and clar&fy” ERCP then deferred due toif};
: ‘pattent cencem abaut ssde effects of the proc:edure. - -

: \:‘;Nﬂvember 1998 repeat WEr b:opsy = mlmmal actwe hepatztis andf
;::;:no ewdence of crrrhos:s N0 srgmﬁcant progressxon smce 19@4

: ;fAugust 1999 sxgn ﬂcant!y troubled by abdommal pam and general
: fatigue Sharp abdommal pam worse after food =

May 2000 seen by Dr Cmften “fasrly constant r:ght sided abdomina o
- pain which goes away completely about one day a week. Her other
~painis Ieﬁ: sided pain that goes through to the back which comeson
~every two to three mc::unths It starts as a low grade pain for about
~ three weeks culm’matmg in very severe pain whach lasts for several
~days associated with nausea and \fomtting She has learned to field
these acute attacks with analgeSIa ncludmg Kapake and Pethadme S
g “Laver functton tests narmal ; = s

= ;Dec:ember 2000 CT scan extensive venous conaterahsatmn on theif‘f E
left of the spleen, but no. evxdence ef pancreatxc calc ﬁcatlon or
b pseudo cysts : S : ; ; ; ‘

 2001 = 2006 ongo ng abdommai pam fatlgue mﬂdly abnormai lwer >

funct:on tests

S January 2607 admltted wzth abdommal pain. and Jaundtce Bxltrubm ~
‘ *1;;73 ALT 112, alk phcs 318 gamma GT 263, albumin 31. (;RP 156.
~ Ultrasound scan - common bile duct is not dilated, spleen is Iarge :
~gallbladder has been removed. Pancreas could not be wen ‘

X vlsuahsed but no features in uppf:«zr abdomen \ .

COPY PAGE
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- iFebruary 2002 MRCP - no extra hepat:c dllatatxon and no evndenc&pé L
- of intra duct calculus. Proximal intra hepatic biliary tree appears
~ slightly prominent with somewhat irregular in calibre. Multiple
~ prominent vessels in ‘the peri pancreatic area and splemc hilum.
- The sple&n is mederat@. y enlarged The appearanr.:es suggest portal:?
L hypertenslen ’?PS(: - - ;

L ‘;‘February 2007 further admlsslon wi th abdmmmal pam and Jaundlce o
_ Bilirubin 34, ALT 247, alk phos 559, gamma GT 309 bilirubin rising
. toio8 Repeat ultrasound shows CBD 0 65 cm. Pancreatlc head\ e
o ﬁnarmal Nzo other abﬁﬁrmahty seen - - - :

e ERCP Marr.:h 0? ampulla cannulated prev;gus aphmc:temtomy noted -
= ‘;“‘There appearsto be a stncture in l:he lower common bile duct. The{ -
~ ducts proximal to this appear to be normal in appearance Afree
~filling defect was noted. Balloon catheter passed in the duct, but
. did not produce any stones and the defects were probably alri“
3 bubbles Comment LFT’s rmprcwmg - ’l@l

g;“j;Admltted en hellday in France in Juy 2007 wnth fever, jauncllce
~ ERCP in August demonstrated a short tight strzcture n the lower mmc@
l _comman b:le duct and a 7 cm stenl: was mﬁerted

: Thfs resulted ln resolutlon c)f Jaundzce and pam stcussmns thh :
: radmleglsts “it s possible the stricture is due to a large portal vein
~ collateral abstructmg the bowel ducl: whlch could l::e treated w;th
] Lmtra hepal:c shunt" = = ~ : ;

iLel:ter tD Professor Hayes in November 2007 wnth dlsc:uss on about ‘
~ TIPSS. Comment from Professor Hayes was that TIPSS was not
~going to be possible techni ically as the portal vein was largelyg
 thrombosed. . Surgical shunt thought to be difficult because the l
o extent af the thmmboms mc:ludmg the splemc vein. Cansawatlvej SRR
B appmach to treatment suggested If further chmcal ep:sodes occur
and require further stenting the least aggressive surgical option
~ may be hepato jejunostomy. In the meantrme cnmmenced on
1Carvedlh:,)l to reduce pgrtal pressure : RN

l January 08 replacement {;’lf the bllary st:ant because of abdommal
pain and jaundlce 10 cm stent mserted

E:Unable to tolerate Carved:lol at 6.25 dose, mlerate 3 125 mg

| July 2008 recurrence of Jaundme Nermal mtra hepatlc duc:t:s extra‘
;hepatlc: stricture. Further stent tnserted
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September 2008 abd@mmal pam and abnormal Iiver functxon tests -
Normat mtra hepatsc ducts met*ftent 6 cm Inaerted -
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