2003 Paper Renal questions

2. Young woman presents with lethargy. BP 105/60. 

Na 140. K 2.8. HCO3 38. Cl 83. pH 7.5 pO2 90 pCO2 45

Urine Na 30 K 40 Cl 13.

This is most likely due to

a) Bartters syndrome

b) Chronic diuretic abuse

c) Chronic laxative abuse

d) Self-induced vomiting

e) Primary aldosteronism

This patient has a metabolic alkalosis with hypokalaemia, hypochloraemia and partial respiratory compensation. 

Causes of a metabolic alkalosis with hypokalaemia:

Diuretics (loop or diuretic)
Surreptitious self-induced vomiting

Mineralocorticoid excess

Gitelmans or Barrters syndrome

(c)Chronic laxative abuse is usually associated with a metabolic acidosis hence ruling out this answer
How then to distinguish between the others?

 (e) Mineralocorticoid excess typically presents with HYPERTENSION rather than hypotension.

The other three can be distinguished by looking at the urine electrolytes:

 (d) Urine chloride excretion is usually very low (<25mEq/L) in patients with vomiting and metabolic alkalosis. Excess bicarbonate is excreted as Na HCO3 with no associated stimulus to Cl wasting so the urine Cl will be inappropriately low. The Na will often not be as low as you would expect (as in dehydration) because the HCO3 is excreted as Na HCO3. There is an associated alkaline urine (pH>7.0). Part of the Na in the collecting tubules is exchanged for K so you get a high potassium concentration in the urine as well. (In later vomiting volume and chloride depletion is sufficient to allow all filtered NaHCO3 to be absorbed and hence the Na excretion is low and you get a paradoxical acid urine and low potassium). Therefore this picture would be consistent with acute self-induced vomiting. More persistent vomiting would not have this picture.
(e) Diuretic therapy will be associated with a metabolic alkalosis. The urine will show a high Na and high Cl with high K concentration. Hence this is wrong.

( Remote diuretic use will be associated with a low Cl concentration though  as the effect of the diuretic will have worn off but the patient will be hypovolaemic. Hence this could also be the picture of remote diuretic use.  The only way to distinguish this picture is to look for signs of self-induced vomiting on physical examination, find evidence of diuretics in the urine or find a high Cl concentration at subsequent testing as the patient has taken further diuretic).
(A) Bartters syndrome

Impairment in sodium resorption in the loop of Henle.

Present with hypokalaemia, metabolic alkalosis, hyperreninaemia and hyperaldosteronism

Tend to be clinically euvolaemic with chloride excretion equal to intake (usually >40mEq/L)

NB: theres a good review of this topic in UPTODATE called: Unexplained metabolic alkalosis and hypokalemia: Vomiting; diuretics; Gitelman's or Bartter's syndrome
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2003 PAPER GERIATRICS QUESTIONS NO 2
An elderly man is brought to you for assessment. His family state that he has had a few episodes of inappropriate social behaviour and states he has been a bit forgetful over the last few months. Verbally abusive at times. Physical examination and CT head normal. Best way to assess competency to write his own will?

(a) clinical assessment

(b) MRI brain

(c) Neuropsychological assessment

(d) Ask family

(e) Minimental examination

