
International Medical Journal Vol. 26, No. 4, pp.  349 - 350 ,  August  2019

CASE  REPORT

A Case of Difficult Patient Diagnosed with Advanced 
Laryngeal Cancer 
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ABSTRACT
Objective: This case report is aimed to discuss the dilemma in obtaining consent for emergency tracheostomy and total laryn-

gectomy and subsequently managing the patient postoperatively.
Case Report: A 58-year-old gentleman, a recreational drug user of "Syabu" or methamphetamine for seventeen years and 

chronic smoker presented to the emergency department (ED) with stage III laryngeal cancer requiring total laryngectomy and 
selective neck dissection. The consent for life saving emergency tracheostomy was obtained from his wife since the patient was 
uncooperative and verbally abusive. Subsequently, the decision for total laryngectomy was done after a lengthy discussion with 
the patient and wife. Post-total laryngectomy care was challenging due to inablity to follow post-operative instructions down to 
the drug addiction.

Conclusion: The present case illustrates the difficulty in managing a substance abuse patient who was diagnosed with 
advanced laryngeal carcinoma undergoing emergency tracheostomy subsequently total laryngectomy. A family conference 
together with an ORL surgeon and a psychiatrist is pertinent during decision making on the surgery.
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INTRODUCTION

Clinicians encounter many issues in their daily clinical practice. 
One of the most difficult issues that doctors have to face is managing a 
difficult patient. They may be labelled as "difficult" for being violent, 
demanding or aggressive1). Nevertheless, clinicians are expected to treat 
them to the best of their ability. The present case report discusses a case 
of a recreational drug user who was diagnosed with stage III laryngeal 
cancer requiring a total laryngectomy and selective neck dissection. He 
became a difficult patient endangering himself and nurses in the ward as 
well as causing dilemma to the clinicians in treatment decision making.

CASE  REPORT

A 58-year-old gentleman, retired stock broker with underlying hepati-
tis C, a recreational drug user of "Syabu" or methamphetamine for seven-
teen years and chronic smoker presented to the emergency department 
(ED) with a complaint of difficulty in breathing. He had been having 
chronic cough for past three months. He had hoarseness and dysphagia 
with aspiration symptoms for one month. He claimed that his last meth-
amphetamine usage was 3 months prior to the presentation. He was previ-
ously under methadone replacement clinic but had defaulted follow up for 
many months. There was no history of psychiatric illness in his family. 
Premorbid personality revealed a person with narcissistic personality trait 
with high degree of self-importance and his expectation of full obedience 
from his wife. On examination, he was stridorous, tachypnoeic and rest-
less with oxygen saturation of 84% under room air, and there were neck 

nodes palpable over the right side. A bedside flexible laryngoscope 
revealed oedematous bilateral false cords and mass arising from both true 
cords. Both vocal folds were immobile in paramedian position. Urine 
examination for substance abuse was negative during this admission. 

An emergency tracheostomy followed by direct laryngoscopy and 
biopsy was planned but the patient was uncooperative and very abusive 
in the ED. He refused all forms of supplementary oxygenation and treat-
ments. Instead, he requested discharged against medical advice 
(DAMA). Next of kin were consulted and subsequently consented for 
the operation on the patient's behalf. The patient was lacking in cogni-
tive function as he was delirious hence unable to retain and comprehend 
information provided to him. Post-tracheostomy, the patient was well, 
however he requested to be discharged home immediately. Despite the 
request, he was advised to continue to stay in the ward to improve his 
nutritional status as a preparation for a major surgery. In the ward, the 
psychiatry team was called to help in managing his fluctuating aggres-
sive behaviour. He was diagnosed with adjustment disorder with 
depressed mood with comorbid substance use disorder. He cited reasons 
of his inability to rest well in the ward as compared to home as the main 
reasons of wanting a DAMA. 

During the clinic visit, the next dilemma was a decision to offer 
total laryngectomy after the histopathological examination of the laryn-
geal mass confirmed squamous cell carcinoma. There was a concern 
about managing him post-operatively due to the underlying substance 
usage. Nevertheless, he appeared to have accepted the bad news and 
understand the operative procedure and risks entirely. After a lengthy 
discussion with the patient and family members, a date for total laryn-
gectomy was given. 

Before the surgery, the psychiatry team was called again to reassess 
his psychological and emotional status and he was found to be stable 
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and sound to give consent for the total laryngectomy and neck dissection. 
On the day of scheduled surgery, his urine test revealed positive for meth-
amphetamine despite him denying recent substance use. He however did 
not exhibit any clear signs or symptoms of methamphetamine withdrawal 
or psychosis. The surgeons proceeded with total laryngectomy, right 
hemithyroidectomy with bilateral selective neck dissection as consented 
earlier. Post-operatively the patient was initially calm. However, the sec-
ond day, he became restless in the ward and hit his head multiple times 
against the bed railing. The psychiatry team was consulted and oral 
Clonazepam 1mg was given via nasogastric tube to the patient which man-
aged to calm him down. There were no clear signs and symptoms of deliri-
um or substance withdrawal at the time of review. Further interview with 
the patient revealed that his head banging behaviour was just to get atten-
tion from the ward staff as the buzzer near his bed had malfunctioned. 

At day 3 after the surgery, he became more aggressive and abusive 
towards his wife and the ward nurses when his request for discharge was 
turned down. He was still on intavenous antibiotic and parenteral nutrition 
since his neck wound was inflammed and albumin level was low. The 
patient's aggressiveness escalated necessitating him to be restrained and 
oral clonazepam was increased to 1mg bd. Intramuscular Midazolam was 
added. The aggression settled for several hours before he again demanded 
for DAMA as he was feeling unhappy in the ward. His request was 
declined by the surgeon in charge who was of the opinion that the patient 
seriously needed an in-patient care for the impending surgical site infection 
and hypoalbuminemia. The patient absconded from the hospital. The 
patient was only managed to be contacted about one month later. He was 
fortunately well, and clinic visits were planned for his voice rehabilitation.

DISCUSSION

Difficult patients and the issue of DAMA is part of parcel of being a 
clinician. Some may find it a nuisance in already a difficult environment 
that we are working in. As we are being subjected to the daily stress and 
pressure in a society where we are being judge on our every decision that 
is being made as a doctor. Doctors are often placed in a dilemma, to either 
continue to persuade the patient or the family to accept the treatment or to 
give in to the autonomy of the patient. 

"Difficult" patient has been hard to define. In the book of Clinical 
Methods, it is defined as medical patient experiences emotions and demon-
strates behaviours that interfere with effective medical care. These emo-
tions and behaviours typically evoke negative feelings in caregivers, and 
this aversive reaction leads to the designation of such patients as "diffi-
cult2). Koekkoek et al 2006 described it as the lack of cooperation between 
patients and theprofessional3). The authors further described the difficult 
patient into three groups: 1) unwilling care avoider; 2) ambivalent care 
seeker; and 3) demanding care claimer. Each group has its own characteris-
tics that in the authors opinion, the patient in the present case fit the group 
3 with characteristics of attention seeker, manipulative, aggressive and 
destructive. It was also found that "difficult" patients label are associated 
with professional's pessimism, passive treatment, and possible discharge or 
referral out of health care1). 

Difficult patient may affect clinician's emotion may ensue anger and 
exhaustion as the unreasonable behaviour lead to prolonged consultation 
and treatment duration4). However, MEMO study revealed that frequent 
encounter with difficult patients are associated with higher burnout and dis-
satisfaction, however it does not affect the quality of care or cause a higher 
rate of error5). Caruso et al stated in their study, CAT(cognitive-analytical 
therapy) based training was found to have positive impact on the mental 
health team workers who are subjected to increased handling of difficult 
patients6). Discharge against medical advice (DAMA), is when a patient 
chooses to leave hospital before the treating physician recommends dis-
charge8). The prevalence of DAMA in USA is reported to be 2% with a 
Malaysian hospital in Taiping reporting an incidence of 2.1%. In the present 
case, the patient was denied DAMA after the major surgery as he was 
deemed unfit to be sent home as it will be detrimental to his health and 
might eventually lead to death. In such a case the physician should be bold 
and make the decision to keep the patient in the hospital against his will7). 
Fadare et al stated that in developing countries, decision making is still to 
some context communal/family-based despite better financial health8). 
There are many reasons why the patient might demand DAMA. Tong et al 
divided DAMA into few factors. Factor one, patient or family matter where 
poor understanding or misunderstanding resulting them to perceive infor-
mation differently from what is being said. Factor two, physician factor. 
Lastly, social economic factor where financial burden will result in patient 
wanting to be discharge9). 

Alfandre et al, shows that there is a link between presence of drug 
usage or alcohol problem in patients with DAMA7). Several factors have 
been identified leading to DAMA in substance abusers such as unstable 
employment, recent incarceration, daily heroin injection, and younger age10). 
However, the contribution of withdrawal from methamphetamine use in 
DAMA has not been extensively studied. During methamphetamine with-
drawals, several changes may occur which include mood swings, irritability 
or anger and cravings which in some ways may contribute to DAMA11). 
Other than that, previous study had also found that decision-making in 
methamphetamine dependence individuals were more impaired during a 
shorter period compared to longer periods of abstinence12). This impairment 
in decision-making may possibly explain the difficult behaviour seen in 
meth dependent patients which may also lead to DAMA. Till date, there has 
been no FDA approved medication for methamphetamine dependence. The 
agitation occurring in methamphetamine withdrawal is often managed with 
either benzodiazepine and/or antipsychotics13). 

It is worth remembering that physician factors may also have a role 
contributing to DAMA. Negative attitudes among health professionals 
towards substance use disorders patients are common with a tendency to 
perceive violence, manipulation and poor motivation in those patients. The 
negative attitudes among inpatient staff may affect general treatment out-
comes14). These attitudes may also lead to denial of substance use in the 
stigmatized patients. 

CONCLUSION

The present case illustrates the difficulty in managing a substance 
abuse patient who was diagnosed with advanced laryngeal carcinoma 
undergoing emergency tracheostomy subsequently total laryngectomy. A 
family conference together with an ORL surgeon and a psychiatrist is perti-
nent during decision making on the surgery.
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