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Case History of: HM 

Age: 34 

Sex (Biological): F Gender (Identify as): F 

Height: 175cm 

Weight: 72.7kg 

BP: unknown 

HR: 72 

 

 

Chief Complaint: 

Constipation. 

Currently, no bowel movement for 4 days. Movement can be over a week until the next one. They are 

hard to pass. Described as tiny droplets to hard large clumped together (Type 1 and 2 on the Bristol 

Stool chart). Occasionally (3 out of 5 times) begins with cramping then hard dark clumps pass with 

difficulty followed by liquid diarrhea. Client has no hemorrhoids and has never noticed blood. 

History of Present Complaint/Illness/Condition: 

Constipation has been an issue “for as long as I can remember.” She can’t actually remember what it 

was like when she was a teenager, but definitely since her early 20s. 

Last spring after a long (1\2 hr) episode of intense straining, “was alarmed” and called the Nurses Health 

Line. Blood tests were recommended of which the client has yet to follow up due to COVID. The laxative, 

Jamp Bisacodyl 5mg was suggested. She took it once. “It didn’t work” and has not taken it since but has 

kept the medication.  

Cramping happens right before attempting to pass. Described as sharp stabbing pain. 

 

 



 

 

Past Medical History: 

Born one month premature. Spinal tap for Meningitis at 18 months. Severe asthma as a child. Has a 

ventilator and has taken this medication two times in six years. 

Was sexually abused at the age of “somewhere between 7-10 years old.” 

At age 10 was hospitalized for two weeks for a kidney infection. “Post stepicochal glomerulonephritis”. 

Broke right foot at age 10 or 11. 

Experienced being raped in high school and reports running away and being returned by the police. 

Began “binge drinking” since then, while still in high school and has “never really stopped” 

Mother is diagnosed with ALS in 2006. 

Migraine headaches begin in the winter of 2007 (when her mother was able to walk with a walker) 

simultaneously her body numbs on the right side from head to foot. This happens two or three times 

over the course of the winter. She saw a neurologist. A CT scan with contrast and a stress test were 

performed with the concluding suggestion that the numbing is due to the migraines and that chocolate, 

wine, cheese and cigarettes are to be eliminated from her diet.  

Diagnosed with depression in 2008. 

Injures back in 2009 while helping her mother in bed where her back seized. Injures back again in 2014, 

pulling an intercostal muscle picking up luggage. 

Mother dies 2010 

Hospitalized for “a mental health episode” in 2013 at which time the client was diagnosed with bi-polar 

II. She has been prescribed zoloft and seroquil. Taken off zoloft in 2018. 

Saw a psychiatrist until 2018 when the Dr. moved practice and was not replaced. 

Currently sees a counselor one-on-one on a bi-monthly basis.  

Has been in group counseling for substance abuse until summer 2020. Stopped going because of COVID 

restrictions.  

“succumbs to bed-ridden depression” 2-3 times a year for a week or more. 

Is currently on disability because of “the disability of it all” 

 

Current Medications/Supplements/Herbs: 

Quetiapine fumarate: (Seraquil) 25mg 2XD for sleep and boosts Mylan. 

Mylan-Bupropion XL: 300mg (Bupropion Hydrochloride) 1XD 



Smooth move type teas: once or twice a week (all contain senna). “usually works” 

 

Family History: 

Paternal Grandfather: Alcohol\substance abuse 

Maternal Grandfather: ALS 

Mother: ALS. Dies at age 56 

Father: “Functional Alcoholic” HBP  

 

 

Social History: 

Lives with a roommate. Is currently single. Is not sexually active. 

Attending school (Humanities) (on-line) full time. Is currently experiencing overwhelm with school 

projects. 

Has daily interaction with family via phone or internet and where they play games together at least once 

per week. Has a close circle of friends. Mostly feels supported and engaged. 

Describes herself as an extroverted introvert. 

2007 began smoking cannabis and cigarettes. Quit cannabis in 2015. 

Currently has 3-8 “drinks per session” and is currently “doing that five to more times a week”. 

Smokes 1-3 cigarettes per day. 

 

Review of Systems: 

Cardiovascular: 

Occasional (3-5 X per month) heart palpitations 

Experiences “intense emotion” which client describes as anxiety, since leaving work August 2020. 

EENT (ears, eyes, nose, throat) 

Wears corrective lenses for near-sightedness 

Nose drips steady in cold weather or when walking through the woods “no matter what the weather” 

Had seasonal allergies when living in the prairies. 

Endocrinological: 

WNL 



Gastrointestinal: 

 As noted 

Genito-urinary:  

Client reports urine is darker in the morning and nearly clear during the day. Urinates “often” 8-9 times 

a day, “and only a little” (egg cup amount or a little more) 

 Seems to pee more often when she is constipated and bloated. 

Gynecological: 

Menarche at 13-14. Reports no pregnancies 

Birth control at 14 to make her periods “more regular” stopped within a year. 

A copper IUD inserted at 17 after the “rape incident in high school” for about a year which she replaced 

with a transdermal contraceptive patch. Used this form from age 18-28. 

Is currently not using contraceptives. 

Experienced yeast infections “a lot” as a teenager. Up to 7 times in a year. Treated with antibiotics. 

Contracted genital herpes in 2011. Has not had an outbreak since. 

Diagnosed with bacterial vaginosis while in her mid 20s “when I was having a lot of casual sex” would 

treat it with antibiotics twice a year. Comments that she thinks she often “does not smell good” 

Client tracks her cycle: 24 day cycle with 4-5 days of bleeding. Light to moderately heavy for two days 

then light for the remaining three. Some cramping. Not a lot. Asked if there is clotting; “not normally, 

but last period, yes, a bit with cramps at the onset.” 

Wears a panty liner daily for she reports consistent smelly tacky cloudy discharge. 

 

Musculoskeletal: 

Carries tension in shoulder (right side) where there is reoccurring shoulder pain. 

Reports to have a curve in her spine just below her neck. 

Hips: “Pops” the left side out as it “aches” described as a dull deep ache. 

 

Immune: 

Asthma and allergies as a child and runny nose as reported. Eczema like rash on the back of her right 

hand which is currently flaring up. 

 

Respiratory: 

In states of sickness the “lungs are usually involved” They don’t run phlegmy but says she would like 

someone to look at them. Currently her voice is hoarse and dry and weak. 



 

Psychological: 

Underwent care in rehabilitation in 2014 for alcohol, cocaine and cannabis use (after her second back 

injury) for three weeks. 

Describes herself as an “all or nothing” thinker. She's either joyful or she's not. 

Her trigger is “overwhelm” and she succumbs to anxiety and spins into feeling she is not OK (failure) 

followed by depression. 

Getting sick as a child was a way to garner attention from her parents as her siblings were “high 

achievers.” She attributes the paralysis as a way of having her ailing mother focus on her. “My life was 

disappearing before my eyes” 

 

Skin: 

Overall: oily and shiny. Bronze-fair skinned. Freckled with significant irregular flat moles on leg and back 

which her family doctor is watching.  

Last four years, client complains of cyclic acne; small red raised bumps on forehead and jawline 

sometimes with white hard pin-head sized heads. 

Diagnosed with Irritant Contact Dermatitis on posterior right hand. Thinks she remembers having 

eczema as a child. Currently is red, raised and cracked and dry. Was “really bad” when she was working 

as a server and a nanny, when she was washing them all the time. Is worse when she eats wheat or 

drinks alcohol. 

Sleep: 

Sleeps well and deep when on prescription medication. Does not sleep at all without them. Can count 

on getting 8-10 hours a night. Doesn’t think she has good “sleep hygiene” stays up too late and does not 

feel motivated to get up in the morning; “the world feels like it’s pressing down on me.” 

Client experiences intense dreams, remembers “flying all the time” in her dreams as a child,  but does 

not anymore. Her mother has been showing up in her dreams lately which she feels both curious and 

disturbed about. 

 

Three Day Diet Journal including beverages and water intake: 2-3 liters of Santevia room temp./day 

 

 

MEAL 

 

 

DAY ONE 

 

 

DAY TWO 

 

 

DAY THREE 

 

 

AM Breakfast 

   



  

Coffee with 35% cream

  

  

 

 

 same 

  

 

 

Same with cocoa

  

  

 

 

Snack 

 

 

 

  

  

 

 

Smoothie. Blueberry, 

spinach, banana, 

psyllium, collagen, 

almond milk 

  

  

 

 

 

  

  

 

 

PM Lunch 

 

 

Ichiban raman soup 

with veggies, egg, miso 

  

  

 

 

Breaded chicken bites 

  

  

 

 

 

Tuna salad on 

multigrain rice cakes

  

  

 

 

Snack 

 

 

Rest of raman 

  

  

 

 

Noochpop pocorn 

  

  

 

 

Coffee w cream and 

cigarette 

  

  

 

 

PM Dinner 

 

 

Pizza ordered from 

town, gluten free, 

pepperoni mushroom, 

olive... 

  

  

 

 

 

Dark chocolate almond 

milk  

  

 

 

 

  

  

 

 

Bedtime Snack 

 

 

  

  

 

 

 

 

 Smooth move 

tea  

 

 

 

Peanut butter on 

digestive bisquits 

3 beers  

  

 

 

 

  

  

 

 

 



Physical Assessment: 

Frame: 

Tall, average build, “bigger than comfortable with”  

Facial/Colour/Eyes/Hair/Nose/Lips 

Hair is coloured. Face is symmetrical, kind, worried, sad and pensive. Lips are full and light pink. 

 

Hands/Nails: Fingers; long and pointed. Nailbed; light pink-yellow with visible moons. Hands; long, 

many-lined and used freely in gesturing as she speaks. 

Gait/Stance: Toes turned in slightly. Client reports that her hips hurt after walking. 

  



 

 

 

  



 

 

 

  



 

 

 

  



 


