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Clinicopathological Conference

An 80-year-old woman with abdominal pain and vomiting
(The 15th case)
Institute of Geratric Cardiology, Chinese PLA General Hospital

Case Presentation

The patient, an 80-year-old female, retired worker,
was admitted 1o the hospital because of vomiting and
stomach discomfort for 5 days, abdominal pain for 1 day.

Five days before admission she had had a cold
characterized by nausea, vomiting small amount of coffee-
ground fluid, and stomach discomforl. On the day of
admission { March 7), she complained of palpitation,
shoriness of breath, and epigastric pain without precordial
discomfort, diarthea and vomiting. On the way lo the
hospital, she gol temporal abnormality of consciousness.
In the emergency department, the patient’s biood pressure
was 60/50 mmHg and could nol be measured gradually .
After giving intravenous dopamine and other pressor
agents, the BP could be mainiained at above 80/60
mmHg.
abnormality. The patient was then diagnosed to have

Imitial electrocardiogram did not show any

shock for [urther observation and treatment. At 9 o’ clock
in the moming of March 8, a repeated EKG revealed high
sharp R wave in the lead 1 and Q waves in leads 1I,
MM, aVF. The levels of GOT and GPT were elevated 1o
1400 and 1014U/1, respectively. Initial laboratory studies
revealed a white-cell count of 13. 6 x 10°/L, the
percentage of neutrophils was 80% , blood gas analysis
showed PO, 65.1 mmHg, PCO, 30 mmHg, BE - 6.9,
The patent was immediately admitted to the ward for
further treatment because of acute inferior myocardial
infarction.

On physical examination, vital signs were BP 80/60,
pulse 154/min, temperature 39, 29C, respirations
24/min. The patient was restless and the peneral
condilion was poor, her lip and finger tip showed

cyanosis, the extremities were cool, pupils were equal in
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size, round and reactive 1o light. Neck veins wers not
prominent and distended, thymids were not enlarged.
Examination of the lungs revealed dry rales in the whole
hing field and moist rales were not heard. The heart was
not enlarged, heart rate was 154/min and regular, S, was
diminished at the apex, A, > P>, no mummr was heard.
Examination of the abdomen was normal except for diffuse
no edema of both
extremities. Signs of pathologic reflex were negative.
The patient had heen diagnosed to have cor
pulmonale 1 year ago because of recurrent attacks of
asthma. She had no history of hypertension and diabetes
mellitus. There was no personal history of cigaretie

tendemess, There was lower

smoking and alechal drinking.

After admission, the patient received antishock
therapy with pressor agents and fluid replacement (2500-
3000ml/day ), correcting acid-base imbalance therapy,
and anti-infection therapy with 16 x 10°U of penicillin.
At4 o’ clock in the afternoon of March 8, the patieni
suddenly
disability. Afler neurologic examination, the consultant of

presented  unconsciousness  and  speech
the depariment of neurology concluded that the patient
suffered from stroke. The neurologic signs included
blurred consciousness, having reaction to stimulation, not
being waken by calling, equal size of pupils, sluggish
light reflex,
symmetric nasolabial grooves on two sides, decreased

edema of optic dise, neck rigidity,
activities of the left lower extremity on scraping,
decreased tendon reflexes of extremities, positive Babinski
sign in the left, and negative Chaddock sign on both
sides. Computerized tomographic scanming could not be
done because of the patient’ s poor state. At night, her
heart rate decreased to 45/min, BP fluctuated between
50/30—40/0mmHg afier receiving pressor agents such as
dopanine{ 220mg in 250ml Muid}, aramine(40mg). A 8
o clock, the patient started having apnea and did not
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show the sign of resuscitation after giving nikethamide(0.

375¢ ), external cardiac massage and  artificial

respiration .

Clinical discussion

Dr. GAQ Lei: The clinical characteristics of this
case were as follows ;: (DThere were no history of coronary
arery disease, cerebrovascular diseases, gastrointestinal
disease; (2) Nausea and vomiting were the primary
symptoms; (3)The patient presented refractory hypotension
and temporal abnormality of consciousness on admission;
(DEKG showed dynamic changes of QS waves in leads
IT. 1, aVF and obvious elevation of serum myocardial
enzymes; (3) The patienl became unconscious again in
In short, the
diagnosis of acute inferior myccardial infarction was
established according to the changes of EKG and
myccardial enzymes. However, following questions should
be discussed: (D Were the gastrointestinal symptoms
before  admission associated with acute myocardial
infarction ( AMI)? (@) What was the cause of tefractory
hypotension? (3Tt was still not clear what resulted in loss

spite of active anti-shock treatment,

of consciousness of the patient just before dying; @ From
the patient who died in 1990s, what can we leam

according to current opinions about acule coronary

syndrome?

Dr. LI Jindong: Possible causes of refractory
hypotension after her admission were as follows: (D Acute
inferior myorardial infarction might be accompanied by
right ventricular infarction, leading to severe hypotension.
Firstly, some patients with inferior infarction in whom the
Bezold-Jarisch reflex is activated may transiently have
gsystolic blood pressure below 90 mmHg: secondly,
dependingron the eriteria used, approximately 50 percent
of the patients with inferior infarction have some
mvolvement of the right ventricle, these patients mostly
present refractory hypotension because of limitation of
right ventricular fillmg. (%) Cardiogenic shock, by
definition, has systolic pressure below 90 mmHg and
evidence of end-argan hypoperfusion. (DSeptie shock. Tt
oceurs most frequently in elderly or immunoccompromised
patients. Infections of the lung, abdomen, or urinary
tract are most common cause. The patient was of

advanced age and presented cold 5 days before adnission,

in addition, laboratory studies revealed a white-cell count
of 13.6 x 1{°/1. and the percentage of neutrophils was
80% . These all supported the possibility of septic shock.
@ Hypovolemic shock. According to the history of
vomiting small amount of coffee-grounds fluid, we can not
exclude loss of excessive blood into gastrointestinal tract.
(& Neurogenic shock. Strong neural stimulation caused
release of vasoactive substances, leading to dilatation of
peripheral blood vessels. The blood pooled in dilated
microvessels, leading to sudden decrease i effective
circulatory blood volume and shock. The patient had
hemorthage of digestive tract before admission, and
complained of epigastric pain on admission, so gastric
perforation could not be excluded, extreme epigastric pain
might cause neurogenic shock.

Dr. ZHANG Wenli: The whole course of disease
could be divided into 3 phases: () Eraly stage, the
patient suffered [rom gastrointestinal symptoms after cold.
It might be acute episode of peptic ulcer; (2 Period of
onset, the patient developed acute inferior myocardial
infarction and shock 5 days after afore-mentioned stress;
(3 Terminal stage, ischemic stroke caused by cerebral
hyoperfusion because of refractory hypotension. So,
diagnosis of the patient included peplie ulcer, acute
inferior myocardial infarction, shock, and ischemic
stroke.

Dr. TIAN Jinwen: This patient was of advanced
age, had been diagnosed 1o have cor pulmonale for | year
Physical
examination on admission showed high temperature,
bilateral dry rales in the whole lung fields. These findings
all supported the existence of pulmonary infection.

and presented symptoms of cold at first.

Dysfunction of multiple organs including heart, brain and
digestive system appeared aller admission. Pulmonary
infection was an important initiative factor of multiple
organ dysfunction syndrome (MODS) in old patient, the
climical course of the case was consistent with the
hypothesis of lung initiating mechanism in multiple organ
dysfunction syndrome in the elderty (MODSE) .
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Dr. QN Xiaoshun: 1 did not agree with doctor
TIAN. The patient had no obvious evidences of pulmonary
infection. Although the patient had symptoms of cold
early at the onsel of disease and fever, high WBC count
and dry rales in the whole lung field on admission, the

dry rdes conld be caused by cor pulmonale. In addition,
lack of moist rales typical of pulmonary infection and
evidence in chest radiography also did not support the
diagnosis of pulmonary infection.

Pathological discussion

Dr. YIN Tong: The major panthological lindings
were as follows: (D) Extensive acute myocardial infarction
located at left inferior ventricle and interventricular
septuin; @Hight coronary atherosclerosis ( Stage )
with old organized thrombosis; (3)Coronary atherosclerotic
heart disease and pneumocardial disease; @ Aorta
atherosclerosis {Stage 1 — TV ); @) Brain basal artery
atherosclerosis {Stage IV ) ; @ Pulmonary emphysema with
congestion at bilateral inferior pulmonary lobes; (P Liver
atrophy complicated with chronie hepatic congestion; &
Perforation of anterior wall of duodenal bulb (with area
about 2em X lem) ; Splenic and 1enal arteriolar sclerosis;
@ Chronic enteritis and colonitis; (0 Cerebella tonsillar
hemia. From the aforementioned pathological changes,
we could conclude that the death of the patient was caused
by respiratory and circulatory failure as the result of
extensive myocardial infarction and in lum the total
cardiac failure, cerebml anoxa, ocedema and finally
cerebral hermia. Extensive myocardial infaretion was most
pessibly induced by the perforation of duodenal bulb
anterior wall.

Dr. ZHAQ Yusheng: The main characteristics of
acute coronary syndrome in the elderly are as follows: (D
Insidious onset and atypical pain are the most important
features; @11 is not uncommon that symptoms such as
heart failure, shock, cerebral circulatory failure and
gastrointestinal symptoms such as nausea and vomiting as
a presentation of AMI are more likely to be seen in the
period of onset; (DSymptums of previous diseases such as
cor pulmonale or asthma may be the outstanding
sympioms. As for this case, symptoms of digeslive tract
played the central mle in the onset of disease. However,
pathological  diagnosis  included both  gastromtestinal
perforation and AMI. We need to pay more attention to
elderly patients first presenting symptoms of digestive
tract. We had 1o consider if the patient was suffered from

gastrointestinal  disease, acute cornary syndrome, or
hoth . Perforation is the second most common ulcer-related
complicalion being reported in as many as 6% to 7% of
peptic uleer patients. The main clinical characteristics
include variation in the intensity or distribution of the
ahdominal pain as well as the associated symptoms such

of  upper
gastrointestinal

as  hausea, vomiting, and symptoms

gastrointestinal ~ bleeding.  However,
symptoms which may occur in patients with AMI are
nausea, vomiting, and abdominal pain. Nausea and
vomiting occur more commonly in patients with inferior
AMI. In this patient, gastrointestinal symptoms exisled in
the whole course of the disease and vomiting small
amounts of coffee-grounds fluid occurred in the early
stage, so we can suspect the diagnasis of upper
gastrointestinal  disorder.  Abnormalities of myocardial
enzymes and change in EKG after admission supported the
diagnosis of AMI induced by gastroinlestinal disorder.
With regard to the cause of hypolension, 1 agree with the
opinion of doctor Li. [t was the comprehensive effect of
decrease of myocardial  contractility,  infection,
insufficiency of fluid, severe pain and so on,

Dr. WANE Shiwen: This patiest had obvious
neurological symptoms, even though the patholagical
examination did not find the evidence of distinct
cerebrovascular accident and only find the presence of
cerebellar tonsillar hemia, it must provoke the attention of
genatric cardiologists. Firstly, There may be coexistence
of AMI and acute cerebrovascular accident in the elderly,

Although the
pathological diagnosis did not support the evidence of

conslituting  cardio-cerebral  syndrome.

acute stroke in this case, more elderly AMI patients were
compamied with acute cerebral accident. Low cardiac
output during AMI causes decrease in cerebral vascular
blood flow. At the same time, regulation of nervous reflex

results in arterial spasm, which aggravates deficiency of
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blood supply to briu. lan additon, rupture of the
arteriosclerotic blood vessel in brain or embolism from
dislodging of heart thrombs can cause cerebrovascular
disease. Secondly, refractory hypotension which resulted
in cerebral hypoperfusion, cerebral ischemia and hypbxia,
and at the same time, large amount of fluid infusion for

treating shock were possibly the causes of cerebral edema
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and tonsillar hernia. 1 think that anisshock therapy for the
patient needs the measures such as early revascularization
including intra-aortic balloon purping (IABP) in time,
anti-infection treatment, appropriate fluid infusion and
alleviating pain.

Translator GAO Lei

A R, SRR AL K 4 mm, 3HO6R BHE L A
FLE KN, HAE B, AU B X R, EE L B
ARSI T RS s B, IO AR B SR,
Rabinskifif. 22 f B 4% , Chaddock fIE TLIEAHE: , Kemig £F
RAMEOYE, FRAEE D, BRA—-RROLE , T
Wi —4 CT S, AR, BELE 45 K/min, i
KA R, W 508 2 250 ml IR IMA
A ERE 220 mg, FTHEHH 40 mg, M1 FE ¥ S77E S0 ~ 30/
40 ~ 0 mmHg, 20: 15 58 2 H BUPFREE ik P mA
JBEFIK 0.375 g, MR A, LFEFHEE L WIEE
20 W /min, [ HM A S, 2235 PEGC- B4 1F ST HPF
VLOWHER “ZBRG 72 £, A TRV BEER
A TR BT, B E AT SRR A RS T AE
AR

2 WRSmEN

RO I 2 e S LG DRRH AE 07
Fi e A R G L QU i LU G
nt, o /b e (A A T AR DA B AT R IR
A E, — S HEREOARSE LdORE
2HEREE, 0, M, avF £ QS ¥, O ANEHE A 8 7
B QO BEBNIIRTIAIT 2SR Bl R A s 45
b ARR G L B AR R A A TR
WU LW AL BT EL N &E R (DA B i ik &
GAERSAR LI A LR, QB EME
AR O 4 T R 0T (3D K I 0 T 1 Ol o PR AR
T FI2 I H A 2 @4 4 B a2tk bk
SRUEMBERIAT  BRAA L2 AL, EE
v B VA b AR e HAh o] B R T T 32 3
ZEE AR R - AR L e P B S S R
HLEE o, A B R PEC DT FES T 2 S i,
OB AR H U [ A9 (6 AR &, T EEH LAF
FER:Q 2 FRLESHAFOEFEEMRM



MEBFLEERRNE 2005E 128 F435 £45  Chin J Mult Organ Dis klderly  Dec 2005 Vol 4 No 4 + 305 -

i@ LIRPE, KB GRS RCR IR RE,
BUERME; © BRAT, B R AR, ABLAT
FREE WL, [ S IFHAERER, ARBHER
39.29C,WBC 13.6 x 10°/L, "1 i 0.8, SR H iR 7
W AREHERR: @ BN EENR T, ZREAKIE
Al KL R 3 M 8 R BB HERR IR IR
BB KN ERERZHTEE; @ WHEEERK
TL, R IRt 2 1, 51 0 TS AR A,
SEEBEMEY H, X BB RE T R g
B, SR RER MR RAR WS RAR. ®E
FAGRTBFBACE S MAE, AR XX S -
PR, A BEBR S T AL AL L o S SRS R A

SCATE A SR AR B H B BRI A
AL FILABT B, B2 BB 5 Kb EAE
R FEATFEERE2HEE ZRP. 8 F LR
MERE 5 d & BB ST B O IS SE & FH 4R
3 s W 3R - BB b, 28 FEC (8]0 I JE 5 BB A
FES RSk I PR B VT AR K

F s SCBR TR - 12 48 R i B, BT 5 i
DA, I R FTRTS R B SR, A BERT A
IR EE S PR, UM W TS E, A
Bef AL B H AR E LT REEE, A
FeEtERAREEFEHTNRA RS
BUE”, LU 98 &, B R B 4G L I 28
T LIRE R,

BNE S : AR HHE RN S, R E
BEWENMENE. BRAAMBREELHREH
FRCE LR, AR R A B, U AT
HMETSE BZEXARSEREREREE, A
FEHERS AL RURI N TTRE . MO B BRAEA G
PR WU AR TR TS &, 5 A E S 7 g
A T RZ A FERFERE, O L5
AL,

P PSR iL wr Q2.0 TR, E R
SO IVETE , PO R PR 5 A 4o i s @48
BRSO HEREAL IV R ) , PEBRIOPEDLAL Y R T B
(Dlth s B RETE A v B Bl P O BT D 3 Mk
R T~ IV & QERSKERELN %;0
B, R T 0 s D BF 48 5 R R
® "B EFL(EH 2 anx | cm); D18
e/ K2R 42 /M m BRI . BEWNIET

R BB AL, B R T I O LT
BE R0 R, B K B T B L R AB SRR
R TR

B A BT B4 A A BRI ROl ks
SRORFBEE, AORRRFIUE OLLG HFOR .
KT IR B i R KRB A
W QEH MERIBRTIE R B3, G5 B
S, OB SR R H AR R
BLESER S T, B AL MaENLETL
RIE O U B AW, B E SR 4.0 R
EIEEER, o TR AHER S LML ER
HIELE WL RS ERR AT RS S H
BB EF AR, WREEAR
WAL ER % WA R, EHELEART R
B 6% ~T%. HEERLAE, BRRER
FE R 7 A , I P s PR 4L HH I A
o TSt CHUEFES EEERE R AEL,
et ORI £ L TR
BRBE, ZEEE RRAR PN EEREE
T72e, R R RS S s AL 0, B R
FEPREE 1 IS L R BR IO TT 6, ABLIS B0 LS O
S L TGRS & A O DS
B, TS A EE 0 E, R R R
PRI, % P R A R R 3 14 A U , 4L L
BN T T TR B S,

TR AR B B B SRR,
(EL B PR S S A S T 1 50 0 I A R A Ak B,
R A/NRUR B AT , BB R 2 O IE R S BB
EMEN, —HEASEE SR E S AR
BT, XK LR DS A T, X2
R 2 22 OLATE B VeI B2 T 5 0 085 10 7
W, e S T s BoRs A IRt I R
SRS A A Ak B 0k AR LR, AL
RN R A E MR E, B—HE, BT
T ARG L JE PR SRR, I 1R 2, Bl | R
485 TR A 2] TEAK B2 2h 3 I A B B 2R SR B i
B, BT A ET BRI B, 3 i A AR R I, 4 (E A
i R A R T LGS T 3R YT, B B
EkERE R MRS R, UL R, 3
WA, S SIRT

(HE &8)



