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Presentatlonﬂcommunlcatlon
x**m N A [

s Effective communication lies at the heart of
healthcare services. Whether it's conveying complex
medical information to patients, discussing
treatment plans with families, or presenting a
medical case to colleagues, the ability to deliver
clear, concise, and engaging presentations is vital.

= A well-designed presentation template tailored for a
Medical Case can significantly enhance the

effectiveness of a medical case presentation,
offering a structured format that aids
comprehension and maintains audience
engagement.

ZgpresentationgiAIERENER>E
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of a Medical Case
Presentation?

1.Structuring Your

Sehse e YN, ON
NENRVIE R4

. Problems Z{t2.{1EE?

. Problem list

. Problem analysis RRSOAP

. Dx. Evidence

. Treatment, choice, advantages and disadvantage, SDM
. Treatment response.

. Course and treatment

. Final conclusion and take home message

coNOUVT P WNRE



How to structure a Case Study
presentation?

s 1. Introduction

n 2. Explain the Problem in Question.

S5 H1 G R through history taking
problem list

s Problem presentation—RRSOAP
m R—roots
. R-risk factors

= SOAP




= 1. Family history

fﬁ(%ﬂ*g =
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s 2. Drug allergy/food allergy

s 3. Medication history: &Rz = EHZ
(history)

s EX.

= (1) 8552

s (2). Bt EEFZplavix---[&

VS T=KE

el ISES

LA ) B S ZR A LAz Plavix

= (3). RfTE:

1z T

VEAR100mg/d. -85 H




Detail the Solutions to Solve the Problem

SRR R

s 3,. Detail the Solutions to Solve the

Problem

AT TR (A+P), 55—

s Assessment—> diagnosis

eIl

n raise three possible diagnosis

s LR —R2ET AR

s Differential diagnosisz2Er{is

o HEEHE A —(E A

s Decision making




Plan and action

= 4. Management—plan

O Comparisons of different methods

o Effectiveness and side effects.

o Communication/shared decision making

= Key Stakeholders Involved =53hEE %S

O Severity and outcome predicted

= 5. Start action/Orders/Response
to

g the treatment —

- Aocrrihe N Cantrca and FraaFfmant



Course and treatment

o 1. BUIGZERRVZERZM TSt E A T (e
m 2. orders and actions.—f7ltim A 2 EiH (&
s FEJTET)

s 3. BEEET—RUOERE 2 N EE IS

m =] hassessment parameters

. EEEX

s 4. JEIEAE S ). 41/ R

s 5. JF A A EHE?

= 6. Discharge planning




Course and treatment

)

AAEBERHY;

Gl

B

. 1. AL R TR S

MR L.

ST T IR -
DD: 22 HEERA B2 E

s 2.8%; according to the guidelines

» 3. Response: assessment parameters
s 4 E5=—changes and complications.

= 5. Final outcome




6. Discussion
= presentationfy E5 Eh

m Discuss the Key Results & Outcomes—1
o (1) ETEEEEZSE NVESHHGE

Why?

From the history

From the physical findings

According to the laboratory findings
Corresponding medical imaging findings
Comparisons with some other common
diagnosis



s (2.) Cause (s) of the

Probable#:ET = &
A[g=% Houtcome

prob
-7t

em

BLALH:

= (3) Explain the risk factors.

- s BN TRIR

@@@, (1)(2)(3) = RIAMIZKFF Ik

presenter {E5H 4%



Risk factors,

« 1. Old age, 2t 2 S5l A e
0 2. SFRIEY—LE05/ A Al A .
s A5 HMm
R L
- ﬁﬁﬁmf” =%
s =B NMEEDE
n 3. AHYEENA.

n 4, /T\é-\’rflf

8
o
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Dx. And Mx

knowledge, experience

N (4) Inc

- -L/\H)E

[references

ude Visuals to Support Your Analysis
e %ﬁZﬁ@Fg B I H

S [&EEHE,EEES

- references =% .
» 2/D3FE, e L7~8F




Course and treatment

Recommendations and Next Step
s (5).Recommendations and Next Step

. TR
s 1)More examinationst 2, DX.
s 2) Consultation—including second opinion

= 3) Follow up symptoms-clinical progress
= 4) Notify the parameters
m 5) Status related to Changing medications

s 6) Evaluate the clinical progress and
change therapeutic plan.



([ = By e

s (6) Other problems or co-mobilities

o

EX. DM—/&R3R A~ 3, HB Alc > 8.0

EX. Obesity :BM I > 30 for several YEARS

Ex. Severe anemia, <8.0 not corrected

EX. Heavy proteinuria resulted in hypoalbuminemia

JEE S e RPN

1. Procedures =&4:fiH

2. Medications problems—side effects and drug interaction.
3. New problem observed after admission—by lab. Radiology
4. Poor response to treatment

5. New occurrence of symptoms, high fever/tarry stool----
6. Accident.



Discussion -2 5 5= g)jlfa] A

n 2. R EE R NE,
s Decision making—> =5 5ghesitation
I -
2> miR L EHVEEH

EL % i
- 2 Ry m FE

Consultation

=
2
A



Discussion 3. /& %55 RE

(1) {afiss =l DL e ?
0 (2) EEEF0
s (3) Advanced cancerizig el ], a5k
s (4) Post-operated stage #[I1{r] 4= &7 &
s (5).Rehabilitation—{EZ{85E
o (6). AHEFGEAG . AAT g 7E ),
m (/7).4)508RE —functional evaluation
= A ERE TR LA TS




7. FInal remarks

B S S e

s [lake heome messade

m A

= \/S, Residents, PGY-1,2

. Others
s @ diagnosis

s @ Interpretation of laboratory data
s @ Interpretation of medical imaging

[ HH S

A
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Main Discussion
s 1. 22 RE—gl bleeding,

= cause ? [ —
- FOU,
. Cancer of unkown origin—

s 3. Treatment [y &EE--E .
= Operation or medical

s 4. FdischargezE 1.

s 5. Others



» Case presentationfp,— Ereview, & [
| A

s @7

—N 0G
Egi
—a /)

=N
H= 125

n @700 5
s @72 outcome

1)

T

cra el
[t = e

PN
EATAE 7L

JUp to date-- 5%,

ek, atEtextbook and current
literatures.



5 RE : B A B 2

- Attending VS Ay Clinical teacher.

## 3 presentation 15/ DEr H=E Bl s a4 48 K PN A
2/VeienVS roundiSsE it s 5
CE e FFSAENERT)),

PHIT05 A E(have to) —8LIEEe s
comment: > 1 VSHYE 2,
Minimum-=Ei4: G 552 22K

1) =41 present

2)=E52Eicomment--5=E FirafEprotocol
(a) EZAlZE A2
(B)ERAEAR A, B B
(C){AfHF 221l
(d) XXTE s A iH e




T A DUR SRS, 8% — B &

How to Present

A Case Study

Like a Pro

FiFHycases, Z/EX. dF i reviewt n] DL
E—FHE—K, @R, 2 A B H— &
2+ Medical studentsiFHEAZEANE+ZR DL EAY
presentations




5 13 e - R LN B

n 57 alEEEE—S0-5577+ 55732

s Demonstration]4’= (special topic)
g 4555+10-15775 =%

2= (Clinical case)

s el (*R/VS)--35 ~40 min.
e medical students

N 304-+-5 min.

. 25455 D) | Discussion

|




o (EEHYRFEN, i R (I RSt ) 7 22
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Protecel &t Eige=
AN IR FE HY IR 2 = A =R

iFE/L_A\/ e :IIA Q

B U E AR - R I

Personal data
Problem list and problem descriptions—RRSOAP
Diagnosis, and diagnostic evidence
Why I Make this diagnosis
Treatment options and shared decision making
Clinical response—Course and treatment
@@assessment parameters.
@@ improved or deteriorated?
@@ next steps—check data again, references
ask instructors
consultation
Future plan---discharge plan and home care
My learning from this case—take home message

d

2 —EHY
L SEVEg T as
AR
TR R AT
YRR L
RELES T



Discussion =2 aE =2
s Attending VS— (VS comment)
s 5/ 5CR

o bz KESR DR (GE B mHyEl
SR =25 )

e

s e

N e R B

s |E2H B[22 i Eicomment

R 4heE
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Case conference

n NS, TS A ERZS,
s R ENFEI 2, B WO e =
s 1.8 presentiy A —take heme
= message

n 2. 2R EETER

n 'E/u/I\I_J%%/}E@/;lL‘
s 3.7kH FEEF5ERE conclusive

m  remarks.
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Stories of the disease 4= JFEHHTE
EX.1, Upper Gl bleeding

L. SR EAAE, RS EINT .

2 AT R B - - H R EARHY R I (R A SR ) A B 2 E Bk
JE=1E ?—fainting, hypotension, shock?
=N~ W, S e, -— AfE100mi-250 ML-500 ml.
=0 o 57—, last attack? Estimated blood

loss (EX. 250 mLX4=1,000 ml.)
PH: same episode ? endoscopy, previous CBC,
blood transfusion? Shock?

3. s b FHEs---2 28 i Kz vital functions.
CAD + stent, pacemaker+ anticoagulant
Aspirin for prevention of stroke.




Endoscopy In upper Gl bleeding
S
m 1973 (52 years ago)
= ---mYy personal experience

= ---how to differentiate upper and lower GI bleeding
(BUN/Cr ratio)

= Early endoscopy to find Bleeding lesions and
underlying disease

= 1976-1980- how to stop bleeding—Do my best.
= 1980-2010-practice makes perfect(3™@ APCDE)
s Academic society, 1992(Endoscopy Society)

m 2010-2024 guidelinesizz

m emergent/urgent—early endoscopy(12-24 hours)

m aspirin/plavix

m 2021, ESGE newest guidelines



Pl e e
I EE I 2 -1

LG S SR B RS -~ X R T L Ak
1. HR 5 A A o5 21 e L AR

Hematemesis--- due to ruptured
varices(fresh blood vomiting)

Tarry stool -->check stool OB(++++)
- upper gi bleeding due to
bleeding peptic ulcer
Blood + gastric acid
> hematin->tarry
Coffee ground vomiting

L







DRI e S MY B A
L2 22 97R-8, IR A B

Py Besmin' injection
50SmIn Spray.
APC(laser)
HEMOCIIPS application
Heater probe application:




Ezzt=e Endoscopy IS Useful----

1. BEIHm, IR -

fF .
—>endoscopy is B
useful in .

diagnosis and
treatment of gi
bleeding.

s EeEEELE [
I S B e

2 [ ERTIE?

=1 3> A

BY 2L F

= Es g =kl aniil

ML S2J5

N

22 2| [F I

Z)&7

=|

A [EHYEE = A [EIHVEER

-~ large series
National statistics.

Meta-analysis

Guidelines

== |
AN

2




Timing, {552

= Within 6 hours F
m 6-12 hours

s 12-24 hours
s 24-48 hours

% KNE, D=7 KR,
e =gl s g

Current opinions.



202 BRI

s 3, ESGE recommends that following
hemodynamic resuscitation, early (<24
hours)(12-24 hrs) upper gastrointestinal
(GI) endoscopy should be performed.

s 4. ESGE does not recommend urgent
(<12 hours) upper GI endoscopy since as
compared to early endoscopy, patient
outcomes are not improved.

n @

EAfEE < 1% HlIn]{EEarly endoscopy.

n @ ANEFEAFL2/NEFLINTEUrgent endoscopy



—H E s there limitation
of Gl endoscopy?

Scope of examination.—small bowel &z
small bowel endoscopy
Scope of technical development

--total colonoscopyfEifail2E>0lympus/ =]
1R257]
--Dx ability by dye , and magnifyingZ2iw

Age limitation of endoscopists:

85 or 90 or---(fieHkhi1a, Himre BiEmfR )

Teaching limitation—personal experiences,
electronic, videoendocopy.(H A=, G KiE)




What Is a Clinical Case Study and
presentation?

m A case study presentation involves a comprehensive
examination of a specific subject, which could range from an
individual, group, location, event, organization or
phenomenon. This analysis is meticulously organized and
presented interactively, with the goal of actively engaging the
audience. Unlike a basic report or whitepaper, the purpose of
a case study presentation is to stimulate critical thinking
among the viewers.

. R, R R RN ]
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=\ pProtocol or power point.~
SN L e e e
>::/u\'5i§‘1 =)

e EUNET

1.4, F0tE, HEFEHH 6. BW

2. Chart No. ID No.{f¥Hk 7. Personal income
3. JiE, BRI, 8. Rich or poor

4 A NBIE RVAE, AR, S IME 9. Blood type

5.7 (special disease)(HIV,VD, Cancer)

56. AENEATHE - HTBIREZ

e BESHEE AT

el  WEATEER > BRI -

([EANER  FEEAANZES - HAEFAH - BIRS05e9—dwst - s lel - K30
Ee B FIE ~ HE - BeE - RE - BFE - AN - AT - BERE - JBFERIH
» BsE A - WL ~ theEE S D B R s R T SR L E AN Z &R -
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EEIISIE 1B N ELIEE - AR - 1R B TE R A TEL
FZEE) - S skan o BEERAEMIZ - TEBHE -
BERMBASEENTRABREZAE - SRI8FIE ' FIzEE
BRI , - REABEEBERER  EASEL "'FIZER
SRR, & ' BEEEERERENmERE , - BlE®PIRZ - F
1TI_JZ1$|3“"£W)\J:FJ%?%$E

SREMEGARAZERER - RtERENERED - BIERMED
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BABL03MFREEHT ST L2588 IR - EREIEHISA
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B, BEEEINEHEESRTSH rF”ﬂn/J T}:j(ﬁ *Px ., @A
- IBINARAZLE

FERINERARTLAE Z 4K - BRI ERARINE
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= [he primary objective of a case study is to provide an
extensive and profound comprehension of the chosen topic.
This is achieved through the incorporation of empirical data,
expert insights and real-lite instances.

1% 5 R A FHE B ---- 22

N /)% *Eﬁ,
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https://venngage.com/blog/what-is-a-case-study/

Purpose of presenting a Case Study

ZBIATTE T2 \AKER 0] DAE Rt &g il o EIRZERHST
BB H A SRR - EASBIEAYEREL o DIAA - nR
ARANR 5 [ - dam R sl B R R & P e = i E
Y K H o BT %{hﬁﬁaﬁ%ﬁrmﬁﬂ%ﬁ%m EH%TEE
» FT BAFHY BT E o] LB IH 2 B 1 -

1. 550 ENLEEIREANTREERE - PkEksds iR
M > fER I_JEI’J%Tu Kk o ERLEEEREAMNE2H
i’@@ﬁiﬁkf‘uﬁ

2. B BREMET —(ESEEB bR e R ERRI T ITEE ]
MIEZEIE - ZHMHICHEEs AR RIS Eédam o 12
RS AREENEIAE KBS

3 %ﬂ_‘;@ﬁﬂ%%wﬁ e DL | N AR T TR e
N EH G2 IHEGER - BAEINEIREYEmEL A AR
PR ET RN > 1 P ISR AR Y s 2L
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SIVERSHIET TLM’EF%#:UET“ FE Y

IHE =GR (1515)

n SRR D HI NS e Gl e
(therapeutic response), 75 N\ H =

ZHE — K1




e/ N, —LIE 2

case presentation Fy{EHEL

s The information deduced from the case
study can then be generalized to
understand the behavior of the bigger
population or demographics. If you want to
understand how the mind of customers
work, especially in the marketing field, using
case study examples psychology to explain
your ideas is a great way to get your
stakeholders involved. By using case studies
to generate data and information to be
shared.



Stories of the disease.

- A B A TS

S R S  epic e
1P lif
= AIERIA, (roots) , e stress

o s N T 2 el EE(RSKS) 5. Foou,nutrients

1.
2.

3.
4,

. Alcohol-drinking
. Procedure-biopsy
. Others

o U1 b

Management of disease
Understand risk potential—risk
evaluation

Expectation of clinical progress.
Explanation to the family

Assessment and
planning

History taking from the patient and the family members.
Watch the expression of the patient—tachycardia, hypotension and

consciousness---also frequency/amount of tarry stool passage

Review previous records and lab data, medications.



UGI bleedingy & [ A=

- r1éE age—H{R % H EHTBIR A EEREY b

n 2. Iz —BC a2l Pt e |, DI/ M)

s —--aspirin, Plavix, coumadin---

= 3. DLRI7572 3 &l

s 4. 5 FFunderlying disease;d A 24T
(ex. DM)(COPD)

m 5.Nutritional status and immunological status




Pr A
=

RR-SOAP

Present condition,

Changes?

Continuous
bleeding or cease
bleeding

Blood transfusion

Surgical
consultation

~>0Operation
death

\ll/

]

]

Rebleeding-Forrest classification

s OUECOmE==

PIrOgNOSIS
! ]

Follow up check

. Symptoms: tarry stool or

hematemesis--stop bleeding

. Pulse and BP

hypovolemia
tachycardia >100/min.

&1L it

. Hospitalization—ICU

Endoscopy to find the site of
bleeding and to stop it.

. Operative approach.



N AE

CLINICAL PRACTICE

CLINICAL THINKING e
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N figeas el =
HYiE=
s Symptoms-Dbx
And RX.

1.58E->BH A E(GLE
2.5, (HE5y- >%Ahmﬂjﬂ_@
3. BAEE, —F-> BB TR

@@@Time to Emergency,

F& (11 -pm-5 am)
— & PEE S K e b

A& (R AR EAA L= 52)
LN —Tx

s 2 [H A known or

unknown

x Symptoms onset—time
s Feeling-experience
o Symptoms distress

s AR -E T

n PLEE-FLATR2FT,
s FAEAVEEGE

-

“z"a"g‘/ /Lnﬁﬁ:r_

s A E[5iE(Medical center)

=R

JCN Az



1.Early consultation—early recovery+ early
and adequate blood transfusion

2. Bleeding, repeatly and results in shock---
controlled by operation, gastrectomy.

3, Chronic intermittent tarry stool—chronic
and severe bleeding> weakness and SOB
on exertion—pallor of face was prominent

4., Fainting episode with traffic accident or
fainting without others attention,-=>death



n ERPRFES SR P K, A A e — 18

Clinical Reasoning

Cycle
frined

1. VS Round
2. Case conference—including morning meeting,
(fresh case) (New problems)(critical care)
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= Proplem(nistory: +PE)
Ilal;, and images=—>DX.
Treatment and respons Chmml COUrSsE)
ARl ZSAER (0 SR oS G NS ESE D)

AKE HOME ME




Before presentation: sy sm2KEL

= @EPAI-EEM(VS)E a2V 22K

» @@2 N -~ a0 2/ 2+1X
. @@@3 \H—F/P3+17%

. @0Q@@. And @@Q@Q@E@
U-#2H, 2 /052K

|

|
|
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Presentation

= 1, Power point slides: =
s 2. Direct download from

= medadical recorads---revised




1. Patient persenal information

1. Patient personal information

age, sex., occupation, marital status
previous health

drug allergy

= A 27 year old female , primary
school teacher,

= Generally good health
= No known drug allergy



2. Chieficomplaint

B s e, 052 i8S 2 LIE

SN E S

il

RF 1]

. (1). Intermittent tarry stool passage

for 4 days

» @@(2)Frequent passage of moderate
amount of tarry stool from 8pm on
2023.10.17. Last episode of tarry stool
passage occurred 3 hours before
entry. Total amount of tarry stool was
estimated to be about 1,200 ml. (He
arrived at ES at 11pm on 2023.10.19)



3. Present illness

» REETREIRLE, HR AN E

» Time of onset,Z=HHES
= Roots of the problem,ﬁﬂ%ﬁ

i1

SH i

=

= Changes of symptoms

= How to manage the problem—

personally and by health care

persons. 7o EE

L S gk

= Previous episodes ?

s EE AR EE

R B HIALI])

AT

Fred

ki




2D

s 1. 2555 active bleeding (—/hpyantmst
o @Fj‘!;@%[ﬁm) still active or remitted

. 2. BRI AHEEERIE?
s 3, CBC check?---Hb %/,
s 4. ﬁ/ﬂﬁiﬁﬁﬂ
s 5. 5% {EEE ’WE:SER?
o @1AF,9HAzotemia

n  @EETETER AETA




4, Past medical history

= 1. Roots of the problem,

= previous episodes

= risk factors—Ilab.

. symptoms, images

= co-mobilities

= altitude of the patient/family
8 to the disease

= To get more information about
= the health of the patient




5 Family history

s Family tendency—hereditary, genetic
. environmental factors

. contact and infected.
s Altitude to health care, man power,
age factors and past experience

m herb? 7 f#EFH.

»  BOEHYREIE: active treatment/ ¥ gz
n RS,

s KBS S EEIE AV 25 [/ good or bad

D impression to the medical care



FH, 205

s 2= age, sex, [EFHNL
0 AR A e SR R S [
e, MR 75 (5.

O 5 Bﬁggxﬁ‘/u\ %




Physical findings-1.
s BW: 65 Kg,(present, 2024.10.16)

O BMI: 22.5
. /0 .2 Kg. (past reading,
. 2021.01)

g 68.1 Kg. (past reading, 2018.3)

. Swallowing pain
. Abdominal discomfort
. Weakness and malaise
. Dyspnea
. Food? amount?
. Depression/psychological

A RS R B LR R AR Ry & 4Lk

Why?

O\U1-|>(Jdl\.)|—'-



Problem list of this patient
summary of present illness

= P1(major one)
= P2
= P3
s P4
| P5




Not a2 good example.
Rl i N

Problem List
* Migdanes

IR 2/ e B




m Hemorrhagic Brain Metastasis as an Initial Presentation
of Hepatocellular Carcinoma in a Patient With Alcohol-
Related Liver Cirrhosis: A Case Report and Review of
Literature.

= ChanThidgl St &l :

m J. Investigating High Impact Case Report 2022 Jan-Dec:10:23247096221117788

A 74-year-old male with a past medical history of heavy alcohol use with chronic
liver disease (CLD), hypertension, diabetes, benign prostatic hyperplasia,
dementia, coronary artery disease with coronary artery bypass graft (placed in
2004), C3-C7 laminectomy with posterior fusion presented to the emergency
department with weakness of lower extremities and altered mental status

1. BRI AR ERESAT.

2. Heavy alcohol use :x4l|N%, amount and years.
A AT L

3. Diabetes #4lfE 52, treatment and control status, including (HBA1c
and ac sugar--)


https://pubmed.ncbi.nlm.nih.gov/?term=Thida+C&cauthor_id=35975720
https://pubmed.ncbi.nlm.nih.gov/?term=Thida+C&cauthor_id=35975720
https://pubmed.ncbi.nlm.nih.gov/35975720/#full-view-affiliation-1

He was able to walk and drive independently until 4
months before the presentation. Then he gradually began
to lose strength in all 4 extremities. The patient stated
that he had head trauma recently and had noticed

significant unin
1. head trauma

tentional weight loss.
recently —24 X gijiJE=

2. unintentional weight loss.2&/\ TR E 247N T
3. 41 = JIHRERE.

G HETE S E

=¥

Fea— RS

NG A RERERSTE, BN EES T ERR?



» On initial physical examination, he was oriented only to
self. The nervous system exam was significant for bilateral
upper and lower extremity weakness with motor power in
the left upper and lower extremities 0/5 and 1/5,
respectively. The motor power of the right upper and
lower extremities was 3/5. Other exams were
unremarkable.

Orientation to time,place and to persons.
Upper and lower extremities--- weakness left >>>right



Laboratory tests:

» [nitial laboratory tests were significant for hemoglobin:
13.8 g/dl, hematocrit: 42.2%, white cell count: 8.3 x 103/pl,

platelet count: 363 x 103/pl,

m aspartate aminotransferase: 221 U/L, alanine
transaminase: 91 U/L, alkaline phosphatase: 430 U/L,

m total bilirubin: 1.3 mg/d], direct bilirubin: 0.5 mg/d],
albumin: 4.4 g/dl, partial thromboplastin time: 34.8
seconds, prothrombin time: 11.6 seconds, international
normalized ratio: 1.02. Serum electrolytes and kidney
function were within the normal range.

o] fEfE ? AST>>ALT
Alb : 4.4 gm/dlI
Pro- time 11.6

Cirrhosis ? gz &l



Imaging

T1 post-contrast axial magnetic resonance
imaging of the brain shows enhancing mass in

(A) right posterior parietal lobe and (B) left
posterior parietal lobe with surrounding
vasogenic edema


https://pmc.ncbi.nlm.nih.gov/articles/PMC9527531/#fig1-23247096221117788




multidisciplinary discussion

s Magnetic resonance imaging of the cervical, thoracic, and
lumbar spine was negative for bone metastasis. After a
multidisciplinary discussion, the decision was made to
proceed with the right craniotomy and stereotactic
resection of hemorrhagic brain mass. Pathology of the
brain lesion was consistent with metastatic HCC. On
immune-histochemistry, tumor cells expressed Arginase-1,
Hepatocyte, and Glypican-3. Ki67 proliferation marker
showed brisk mitotic activity (40-50%; Figure 4,5). Also,
the alfa fetoprotein (AFP) level was elevated at 349 400
ng/ml. Carcinoembryonic antigen (CEA) was normal.



https://pmc.ncbi.nlm.nih.gov/articles/PMC9527531/#fig4-23247096221117788
https://pmc.ncbi.nlm.nih.gov/articles/PMC9527531/#fig5-23247096221117788

s Hepatitis B virus antigen and hepatitis C virus (HCV)
antibody were negative. The patient was planned for
stereotactic body radiotherapy followed by treatment with
monoclonal antibody atezolizumab and vascular
endothelial growth factor inhibitor bevacizumab. However,
the patient developed status epilepticus on postoperative
day 8 and had to be intubated for airway protection.



m His clinical course was further complicated by a
progressive decline in neurological status and aspiration
pneumonia. Given multiple comorbidities and poor
prognosis, goals of care were discussed and code status
was changed to do not resuscitate/do not intubate with
comfort measures. He expired shortly after that.



Case Reports With Cerebral Metastasis as
First Presentation of HCC.

Table I. Case Reports With Cerebral Metastasis as First Presentation of HCC.

Author Risk factor Case presentation

Loo et al'? Hepatitis B 38-year-old previously healthy Chinese man with intracerebral hemorrhagic brain metastasis as initial
virus infection presentation of HCC.

Loo et al'? Hepatitis B 71-year-old Chinese woman with good past health with intracerebral hemorrhagic brain metastasis as
virus infection initial presentation of HCC.

Peres et al'® Alcohol 43-year-old white man presented with hemorrhagic cerebral metastasis as initial presentation of HCC.

(Case reported in South America.)

Lee et al' Unknown 58-year-old Chinese woman presented with progressive bulging mass over the high vertex of her head
and progressive weakness of her right leg. She was found to have metastatic hemorrhagic intracranial
carcinoma identical to hepatoma.

59-year-old Chinese man presented with weakness and numbness of his left upper arm, headache
and vomiting followed by weakness in his left side and altered mentation. He was found to have

extensive intracerebral hemorrhage in CT head. Biopsy showed metastatic carcinoma identical to
hepatoma.

Lee et al'

Abbreviations: HCC, hepatocellular carcinoma; CT, computed tomography.

Hepatocellular carcinoma presenting with brain metasta ses is rare,
occurring only in around 0.2% to 2.2% of cases, and represents a critical
stage. Hepatocellular carcinoma very rarely can even present as initial
cerebral metastatic manifestations before the primary lesion itself.11,35

Table 1 shows previous case reports with cerebral metastasis as the first
presentation of HCC.



s Unfortunately, the overall prognosis of patients
with brain metastases from HCC is extremely.
poor, with the median survival time being only 8

W. e e kS Cho1 HI, Cho BC, Sohn JH, et al. Brain metastases from

- hepatocellular carcinoma: prognostic factors and outcome. J
Neurooncol. 2008;91(3):307-313. doi:10.1007/511060-008-
9713-3.

Han JH, Kim DG, Park JC, Chung HT, Paek SH, Chung
YS. Little response of cerebral metastasis from hepatocellu-
lar carcinoma to any treatments. J Korean Neurosurg Soc.
2010:47(5):325-331. do1:10.3340/JKNS.2010.47.5.325.

s [here are no standard guidelines regarding
treatment modalities specifically for brain
metastases from HCC. Current treatment
modalities include surgery, whole-brain radiation
therapy (WBRT), stereotactic radiosurgery,
chemotherapy, targeted agents, immunotherapy,
and supportive measures.



s /Ncase presentation Ay I HHAY,

s Unusual presentation of brain
metastases in HCC

s [Nnitial manifestation.>rare cases.

s Alcoholic cirrhosis--> HCC
= HBsAg (-) Anti HCV (-) Alcohol (+++)




s A case report done by Punia et al.
showed multiple cranial nerve palsies
(extrahepatic metastasis) as the
initial presentation of HCC.

= Punia VS, Shetty A, Kurri N, Pratap N. A rare case of multi ple cranial
nerve palsies as the first presentation of hepatocel lular carcinoma: a case
report and review of literature. EMJ Neuro. 2022;
https://doi.org/10.33590/emjneurol/21-00212
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Anterior hepatic herniation.

Then E O, John F, Ofosu A, et al. (February 13, 2019) Anterior Hepatic
Herniation: An Unusual Presentation of Abdominal Incisional Hernia.
| Cureus 11(2): e4066. doi:10.7759/cureus.4066

= Diagnosis:
Recommendations or suggestions by radiologist.:



Diagnosis made (changed)after
clinical study
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= Change management too.
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Treatment done for the patient

HDRMONE CANCER
THERm TREATMENT
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. THERAPY
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RESPERSE
dramatic Improvement noticed

Parameters Clinical response
1. Fever, subsided from Oct.16, 2023
2. Symptom-1

epigastralgia  much less from 2023.10.16
almost no pain from 2023.10.18
3. Appetite improved much from 2023.10.17
4. Jaundice decreased on 2023.10.17 (from 6.5)
(total bilirubin: 2.8 mg/dl)
5. Lab.
Biliary enzyme reduced much on 2023.10.17
GGT was 149 on 2023.10.17(from 438)
6. WBC : reduced much, from 16500 to 9800 on 2023.10.17
7. CRP reduced much from 12.3 to 3.8 on 2023.10.17
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All problems listed should have
recommendations.

s 1. active or Iinactive,

m 2, under treatment with xxxx, or no

m more treatment

o 3P 2 ERIHEIY &5

= 4.related diaghosis and personal
altitude to the problems.

s DM-diet control J 3 ZEi&
» Obesity-exercise, BRI 4 E#HE/ IR
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Conclusion from the
clinical course

= About diagnhosis

s Severity and outcome

s Effectiveness

s Complications

s Changes of symptoms, response
= And changes of management

s Warning signs and risk factors.



Discharge decision 55—{[& ez 54
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Treatment will be continued
until he can be discharged
Wwhen?

Present condition

Case : gall stone with obstructive jaundice

(2023.10.20)

No
No

fever
more pain

Serum bilirubin

GGT

A\

A\

1.5 or less
60 or less

conditions to be discharged

9o BF ] DL
e R4



Another case--

Sudden onset of consciousness
change.---

BRI A SRR A
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Conscious; distirbance at pm 500 On

2005/07/26,
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« (PICO)

s Patient A man with acute ischemia
stroke (pm 5:00 On 2005/07/26,)

s [ntervention,

s Comparison Heparin, LMWH
s Outcome --Mortality

. Hemorrhage...
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PICO

s Patient-
problem

s Intervention
s Comparison
s Outcome

1.

2.

FEXPICOR&E (Formulate
the PICO Question)
RyPICORYEETE T B
(Identify Keywords for
each PICO Element )

. HlEM RS (Plan the

Search Strategy )

TRz (Execute the

Search)

B =4S (Refine the

Results

. faH Y ER (Review the

Literature

aHiEe B ZEAk (Assess the

Evidence)



1. Problem formulation

= 1. Problem formulation.

s From history taking—roots of disease
. risk factors

g symptoms details.

g Past facts

= + physical findings

= > Laboratory data

= + Medica images

s —-2>Problem list



». [dentify keywords.

s 1. Maim symptoms(problem)

= . Main signs-anemia. Jaundice,
arrythmia, tachypnea, dyspnea,
shock,--hepato-splenomegaly,

s Lymphadenopathy,

s Bleeding spots,

s Special skin manifestations.
= Motion disability
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Low-molecular-weight heparins or heparinoids versus
standard unfractionated heparin for acute ischaemic stroke
(Review)

Cochrane Database of
Systematic Reviews.
2005

!
o
%}

Sandercock P, Co

unsell C, Stobbs SL




s Selection criteria
s People with acute ischaemic stroke

s Heparinoids, LMWH vs Heparin
Treatment started within 14 days of
stroke onset

s Randomized trials



Main results

© 6 trials, 740 people were included.
€ 4 trials heparinoid, 2 trial LMWH

¢ Results
© Deep vein thrombosis: Odds ratio 0.52
(95% CI 0.56~0.79)

€ Others: data too small
¢ Death
¢ Intra-cranial or extra-cranial haemorrhage
¢ pulmonary embolism...




Study LMWH or heparinoid Stardard UFH
i M

Peto Odds Ratio
5% Cl

Peto Odds Ratio
95% CI

Ol Heparncid versus standard unfractionatad heparin
Dumas 1994 | 3/89

Hagdulen 1922 12118
Stiekama |968 556
Turpie 1992 445

Subtotd (95% C) 308

Total events 41 (LMWH o heparinoi), 41 (Standard UFH)
Test for heteropenaity chi-square=3.96 df=2 p=027 P =242%
Test for overdl effect z=253  p=0.0I

02 LM'WH versus standard unfractionatad heparin
Hilbom 1998 14/104

Subtotd (95% C) 106

Total events 14 (LMWH o hepannoi), 24 (Standard UFH)

Test for heteropensity: not applicable

Test for overdl effect z=1.79  p=0.07

Total (95% CI) 414 291
Total events 55 (LMWH or heparinoi), €5 (Standard UFH)

Test for heteropeneity chi-square=3.54 di=4 p=04| P =0.0%

Test for overdl effect z=210  p=0.002

074034, 151
0.84 [ 027, 258]
030 [ 008, 1.17]
0.25 [ 009, 072]

052 [031,086]

053 [026, 1.06]

053[025, 106]

052 [ 035,079




Fig. 3. Comparison 01. LMWH/heparinoid versus standard unfractionated heparin in acute ischaemic stroke

01.03 Death from all causes during scheduled follow-up
Revew, Low-molecubrweight heparns or hepaninoids versus staindard unfracionated hepanin for aoute schaemic strole
Companson: 01 LMWHhepannod wrae standyrd unfractionatad haparnin in acute ischasmic strole
Cutcome: 03 Death from all uses during scheduled follow-up
Study LMWH or heparinoid Standard UFH Peto Odds Ratio
N N 9% Cl

Peto Odds Ratio
5% Cl

01 Heparmncid versus standard unfractionated heparin
Dumas 1994 17es

Hagdulen 1992 e 18
Stiekama 1988 756
Turpie 1992 945

Subtotal (95% CI) e

Total events 51 (LMWH or hepaninoid), 28 (Standand UFH)
Test for hatercanaaty chi-squane= 250 df=2 p=048 P =00k
Test for overdl affect z=055 p=0é

02 LMWH werae standard unfractionatad hepanin

Hilbom 1998 211106

Subtotd (95% C) 106

Total events 21 (LMWH or hepaninoid), 28 (Standand UFH)
Test for heteropansity: not apphicable

Test for overdl effect z=1.14 p=03

Total (95% CI) 414

1.68 [ 075,375 ]
061 [020, 184
1.63[037.7.13]
092[033,258]

LI&[0£9, 194]

069 [037, 131]

069 [037,131]

094 [043, 141]




Authors' conclusions

© Deep vein thrombosis, after acute ischaemic stroke
< LMWH > heparin

© Major outcomes (death, intracranial haemorrhage...)
< Too few reliable data




My conclusion,...
¢ Back to the my patient...

©® Heparin vs LMWH: still undetermined
¢DVT

Evidence-Based Medicine &

Case presentation

© Cochrane Ef 2/~ 5#E

THANCERD ¢ MESE BET
S R e el AT

Sandercock P. Counsell C. Stobbs SL. Low-molecular-weight heparins or
heparinoids versus standard unfractionated heparin for acute ischaemic

stroke.[update of Cochrane Database Syst Rev. 2001;(4):CD000119; P.
[Review] [35 refs] [Journal Article. Review]
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@ @Effective
communication

s Effective communication lies at the heart of
healthcare services. Whether it's conveying
complex medical information to patients,
discussing treatment plans with families, or
presenting a medical case to colleagues, the ability
to deliver clear, concise, and engaging
presentations is vital.

= A well-designed presentation template tailored for
a Medical Case can significantly enhance the
effectiveness of a medical case presentation,
offering a structured format that aids
comprehension and maintains audience
engagement.

s HEFELERREMY W LEREININ . B2 [ AR E B AR
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s Understanding Medical Case Presentations

s Medical case presentations are a staple in
the healthcare industry. They're used to
share patient information, discuss differential
diagnoses, and decide on the best course of
action for treatment. They form a critical
part of healthcare education and
Interdisciplinary communication, providing a
platform for knowledge sharing, problem-
solving, and clinical decision-making.
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s Medical Case presentations are often
created by a wide range of healthcare
professionals, including doctors,
medical students, nurses, research
scientists, and healthcare

administrators.

= [he context and audience can greatly influence the
structure and style of the presentation. For
instance, a presentation to a room full of medical
colleagues may delve deeper into technical details
and use more medical jargon, while a presentation
to non-medical stakeholders would need to be

im(i8%




Key Components of a

Medical Case Presentation

= A typical medical case presentation
includes the patient’s information,
presenting complaints, medical
history, clinical findings,
iInvestigations, diagnosis, treatment,
and follow-up. The ability to succinctly
present this information in a logical and
structured manner is a valuable skill for
healthcare professionals, enabling clear

communication and efficient decision-
malinA



How to Prepare the Outline of a Medical
Case Presentation? Structuring Your
Presentation

= Just as with any story, your medical case presentation should
have a clear beginning, middle, and end.

Start by introducing the patient and their presenting
complaints.

Next, delve into the clinical findings, diagnosis process, and
the chosen treatment plan.

Conclude with the patient’s response to treatment and the
follow-up plan.

= Visual slides can be incredibly helpful, offering a quick and
effective way to communicate complex information. This is
where a good PowerPoint template can be invaluable,
especially those created by professional presentation
template designers, including metaphors, illustrations,
infographics and a wide range of slide layouts for medical
presentations.
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= Delivering an effective medical case presentation is
no small feat, but with the right tools and strategies,
it becomes much more manageable. Using a Medical
Case PowerPoint template for your medical case
presentations can save you time, enhance your
professionalism, and boost clarity.

= With careful planning, a clear structure, and a strong
PowerPoint template, you can transform your
medical case presentations from good to great.
Remember, the goal is not just to share information,
but to do so in a way that engages your audience
and promotes clear understanding. Happy
presenting!

Conclusion:
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Medications related problems

s Side effects, allergy

s Complications

s Drug Iinteractions.

s Masked diseases—Acetaminophen/
. NISTAVED;

g Steroid

Risk factors,
Underline diseases
Co-morbility



Major Risk Factors for Upper Gl
Clinical Events With NSAID Use

Risk Factor Risk Increase

Prior upper Gl clinical event 2.5-to 4-fold

Older age 2- to 3.5-fold (>65 years)
Anticoagulation (eg, warfarin) 3-fold
Corticosteroid therapy 2-fold

High-dose/multiple NSAIDs
(eg, NSAID + low-dose aspirin)

2- to 4-fold (vs aspirin alone)

Laine L Rev Gastroentt

High risk

Moderate risk
(1 — 2 risk factors)

Low risk

NASID Gl toxicity

Patients at increased risk for NSAIDs Gl toxicity

1. History of complicated ulcer especially recent

2. Multiple (> 2 nisk factors)

. Age > 65 years

. High dose NSAID therapy

. Previous history of uncomplicated ulcer
4. Concurrent use of aspirin
5. Concurrent use of corticosteroids

. Concurrent use of anticoagulants

No risk factors



Erosive gastritis

Erosive Gastritis mit
Hamatinauflagerung
en
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Table 2: NSAID-related deaths and admissions to hospital
E\rent UI{ USA Canada

~

Annual NSAID prescriptions 25 million ?EI million 1EI million

NSAID-related admissions

al Cheng Kung University, Tainan, Taiwan.

l. South Korea.

IE,DDD IDD,DDD 3,9[][]

We identified 9879 patients in Japan, 70 492 in Taiwan, 263 741 in
Korea, and 246 in Hong Kong who initiated an NSAID, and 44 013
patients in Australia, a predominantly Caucasian population. The
incidence of gastrointestinal hospitalization was 25.6 per 1000 person-
years in Japan, 32.8 in Taiwan, 11.5 in Korea, 484.5 in Hong Kong, and
35.6 in Australia. Compared with diclofenac, the risk of gastrointestinal
events with loxoprofen was significantly lower in Korea (hazards ratio, 0.37;
95% ClI, 0.25-0.54) but not in Japan (1.65; 95% CI, 0.47-5.78). The risk of
gastrointestinal events with mefenamic acid was significantly lower in Taiwan
(0.45; 95% ClI, 0.26-0.78) and Korea (0.11; 95% CI, 0.05-0.27) but not Hong
Kong (2.16; 95% CI, 0.28-16.87), compared with diclofenac.
CONCLUSIONS:

Compared with diclofenac, loxoprofen was associated with a lower risk of
gastrointestinal hospitalizations in Korea and mefenamic acid with a lower
risk in Taiwan and Korea.
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Figure 8. PPls Prevent ASA-Associated Ulcers

* Patients with complicated ulcers on low-dose ASA
» H pylori treated; ASA restarted; randomized to
lansoprazole/placebo
Recurrent ulcer nnmplinatun at1 year, Ve
20

.‘_4 .8 f1 Placebo (n=61)

Lansoprazole 30 mg qd
(n=62)

F=.008

Source: Lai et al. N Engl J Med. 2002;346:2033.




PPl Prevents Recurrent Ulcer Bleeding

1.} in NSAID Users

P = 0.005

18.8

N
o
J

—
W\
A

77% relative risk
reduction in
upper Gl bleeding

4.4

L]
|

|

H pylori eradication + NSAID Omeprazole + NSAID
n=7%) (n=T73)

o
d

Patlents With Recurmrent
Upper Gl Bleeding at 6 Months (%)
=

Chan et al. N Engl J Med. 2001,344:967-973.
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NSAID andl aspirin USEers.

= Epidemiology of nhon-steroidal anti-inflammatory drugs
consumption in Spain. The MCC-Spain study.

= GoOmez-Acebo 112, Dierssen-Sotos T34, de Pedro M#5etal:BMC Public
Health. 2018 Sep 21:18(1):1134.

Four thousand sixty participants were selected using a pseudorandom
number list from Family Practice lists in 12 Spanish provinces.
1. Women consumed more non-aspirin NSAIDs (38.8% [36.7-41.0]) than
men (22.3 [20.5-24.2]), but men consumed more aspirin (11.7% [10.3-

13.2]) than women (5.2% [4.3-6.3]).
2.Consumption of non-aspirin NSAIDs decrease with age from 44.2% (39.4-49.1) in younger than
45 to 21.1% (18.3-24.2) in older than 75, but the age-pattern for aspirin usage was the

opposite.
Aspirin was reported by about 11% patients, as being twice as used in men (11.7%) than
in women (5.2%); its consumption increased with age from 1.7% (< 45 years old) to 12.4%

(=75 years old). Aspirin was strongly associated with the presence of cardiovascular risk
factors or established cardiovascular disease, reaching odds ratios of 15.2 (7.4-31.2)
in women with acute coronary syndrome, 13.3 (6.2-28.3) in women with strokes and
11.1 (7.8-15.9) in men with acute coronary syndrome.



https://www.ncbi.nlm.nih.gov/pubmed/?term=G%C3%B3mez-Acebo%20I%5BAuthor%5D&cauthor=true&cauthor_uid=30241493
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https://www.ncbi.nlm.nih.gov/pubmed/?term=Dierssen-Sotos%20T%5BAuthor%5D&cauthor=true&cauthor_uid=30241493
https://www.ncbi.nlm.nih.gov/pubmed/?term=de%20Pedro%20M%5BAuthor%5D&cauthor=true&cauthor_uid=30241493
https://www.ncbi.nlm.nih.gov/pubmed/30241493
https://www.ncbi.nlm.nih.gov/pubmed/30241493
https://www.ncbi.nlm.nih.gov/pubmed/30241493
https://www.ncbi.nlm.nih.gov/pubmed/30241493
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Upper Gl bleeding:

Complete history taking
Consider various causes of ugi bleeding

Ask administration of anticoagulant or
anti-platelets,

Check past history of diseases and
examinations.

Check records of previous bleeding

Arrange endoscopy(Upper gi ) as
soon as possible after well preparation.

Check local epidemiological
characteristics and seasonal variations.
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