Example 1 – descriptive account
Lucy B is a 38 year old single mother, who lives with her 7 year old son. She is new to the practice and works as a legal secretary.
She presented with a 4 week history of headache and visual disturbance.  She had a past medical history recorded of a moderate depression 10 years ago and a past history and family history of classical migraine

There were no ‘red flag’ symptoms or signs at the time of initial presentation.  As she had not tried any painkillers, I asked her to take simple analgesia and asked her to return if she became worse.  My working diagnosis was of tension headache or possibly a variation of migraine
She next presented 3 weeks later, tearful and stating she had to give up her job because of the pains in her head and neck, also symptoms of photophobia.  On examination she looked unwell, ad fundoscopy revealed papilloedema.
I referred her urgently as a medical emergency, a CT scan revealed the presence of a frontal lobe tumour, and she was transferred to the Royal Free.
She is now waiting for a follow-up with the neurosurgeon, and has consulted me again this week with symptoms of depression and anxiety.
