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Diagnostician: Concealed Identity
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otoscope right tympanic membrane AN Diagnosis : acute otitis media with effusion right ear
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Audiogram WU Mixed hearing loss both ears , PE: nasopharyngeal mass

Nasopharyngeal mass biopsy

The section showed fragments of benign appearing stratified squamous epithelium with orderly maturation with
necrotic inflammatory debris and fibrotic stroma, the stroma also contains mixed inflammatory cells including
lymphocytes, plasma cells, collections of epitheloid macrophages with scattered multinucleated giant cells.

There is no definite cellular atypia



Impression: Necrotic inflammatory debris and dense chronic inflammation

Repeat nasopharyngeal biopsy left side: chronic inflammation with necrotic inflammatory debris and vague

granuloma, no malignancy, AFB negative, GMS negative

MRI nasopharynx and brain: infiltrative enhancing lesion involved left side nasopharynx, oropharynx and

filled in left side valeculae and attach the epiglottis, extension to left parapharyngeal space with encased
cervical part left ICA with suspicious destructive inferior part of left petrous apex and encroach to left jugular
foramen

Suspicious an infiltrative soft tissue filled in bilateral ethmoid and left sphrenoid sinus with mass
effect causing compression prechaismatic part of optic nerve and orbital apex and compression anterior part of
left cavernous sinus. Thickening with enhancement of bilateral maxillary sinuses were observed. There was a
turbid desiccated content at right maxillary sinus. Fluid filled at bilateral mastoid aircell, right petrous apex and
right middle ear could be otomastoiditis, enhanced soft tissue filled in left middle ear. Multiple lymphnodes at

bilateral neck level Ib, IIa and IIb were observed

Bone scan TC99m: no evidence of bony metastasis
U/S upper abdomen no significant abnormality
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AN TNAANTIAINITNHIADTN.YWT WULWNY ENT Q13395 NNMINY left submandibular lymph node size 2 cm

fixed firm/rubbery consistency

FNA LN pathology : epithelial tumor

DDx included salivary gland tumor (So-called monomorphic adenoma group e.g. Basal cell tumor)

both benign and malignant (low grade) tumor

2 130U PTA Admit ENT 5 W.9W1 PE: tympanic membrane dull both ears no discharge, bulging at left
nasopharynx, indirect laryngoscope within normal limit, palpable lymph node 2 cm at left submandibular area
firm not fixed not tender, visual acuity right eye 20/50 PH 20/25 , left eye no light perception, pupil RE2 mm
RTL, LE 6 mm NRTL RAPD+ve on left eye, both lens clear both cornea clear, anterior chamber clear, both
EOM full, consult ophthalmologist

PE: fundus Rt eye C:D 0.3 sharp disc, flat retina, dull macular reflex, Left eye: C:D 0.5 mild pale
temporal flat retina dull macular reflex R/O left optic nerve compression from ENT condition

Audiogram mixed hearing loss both ears



ENT: _Nasopharyngeal biopsy with left uncinectomy with left MMA with left ethmoidectomy (anterior and

posterior)
Pathology: Nasopharynx : negative for malignancy, left maxillary ostium : chronic sinusitis, left anterior

ethmoid sinus : chronic and acute sinusitis with nasal polyp

Submandibular gland excision: salivary tissue composed of atrophic acini associated with numerous chronic

inflammatory cells infiltration. Focal fibrosis is noted. Neither granuloma nor malignancy is seen.

Impression: chronic sialadenitis, no granuloma, no malignancy

Lab investigation 17] IN. N

-P-ANCA negative, C-ANCA positive

-Rheumatoid factor: positive (19.7) , anti MPO negative, Anti PR3 strongly positive, LDH 308, cryoglobulin
positive

-Direct Coombs’ test gel test: positive 2+ AntilgG: 2+, AntiC3d: negative, Antibody screening: negative

Review pathology Nasopharyngeal biopsy: no organism, negative AFB GMS or malignancy, Necrotizing

granulomatous inflammation
CXR : multiple pulmonary nodule

CT chest: multiple pulmonary nodules of various size in both lungs. In peribronchovascular distribution, many

of them having irregular margin and cavitation

Segmental and subsegmental brohchiectasis in both lungs findings suggestive of Wegener's granulomatosis, no
significant mediastinal or hilar node enlargement , A 1.5x1.5 rim calcified nodule in lefi thyroid lobe, A 1.9x1.6

cm well-defined hypodense lesion at lower pole of left kidney, probably renal cyst
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6 das PTA. MWﬂiQ%ﬁﬂhematologist {599 R/O NK/T cell lymphoma Review pathology: no malignant cell,
EBER negative, lildaensie Immunohistochemistry e n lulidnyae malignant cell 114 hematologist

lsifinda lymphoma 24 consult Rheumatologist R/O Wegener’s granulomatosis
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Hinseausises lilinvuvieeuuse lifiyuinnszqn lalian 11@529100 ophthalmologist 22/2/56 PE: mild

injected right eye, fine KP, no edema cornea, anterior chamber cell 1+, left eye cell trace at anterior chamber
fundus left eye mild pale disc at temporal flat retina, Diagnosis: anterior uveitis right eye, FFA+ICG: no

vasculitis both eyes
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Past history

No known underlying disease

Personal and social history
Alcohol social drinking
Smoking 18y 2-3 1) Tuazuau @nu 101 iiiesainiiyas

Urasenyn oayulns evife vieergnnasu No IVDU

Family history
No family history of allergic disease
No family history of malignancy
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Physical examination

Vital signs: BT 36.6 ¢ RR18/min Pulse 66/min BP 133/83mmHg

Ht 168 cm BW 54.9 kg BMI 19.45 kg/m2

GA: A middle age Thai male with good consciousness and well cooperative

Skin: Normal skin turgor, no discoid/malar rash, no significant rash, no clubbing finger/toe, nail, normal
appearance, no sign of chronic liver disease

HEENT : eye examination

Rt eye (OD) Lt eye (OS)
VA 20/30° PH 20/30° no PL
Pupil 2.5 mm RTL 3 mm poor RTL with RAPD positive
Conjunctiva mild injected mild injected

Sclera scleritis scleritis



Cornea clears with fine KP clear

A/C formed, cell trace formed, cell trace

Lens clear clear

Fundus C:D= 0.3, pink disc C:D= 0.3, pale disc
A:V=23 A:V=2:3

No pale conjunctivae, anicteric sclera, injected conjunctiva both eyes marked at upper part, cornea clear, no
hypopyon, swelling inferior turbinate no redness or discharge, normal pinna, EAC both ear normal, Tympanic
membrane dull, decrease light reflex both ears without erythema or bulging, no parotid gland enlargement, no
OC or OHL, oropharynx normal appearance, thyroid not enlarge, surgical scar at left submandibular area with
palpable LN size 1 cm rubbery not tender, no other lymph nodes enlargement

Pulmonary: trachea in midline, symmetrical chest movement, equal breath sound, no adventitious sound

CVS: Neck vein not engorged, pulse full and equal, apical impulse at 5" 1CS MCL, no heave no thrill, normal
S1S2, no murmur

Abdomen: Not distended, no superficial vein dilatation, soft not tender, no guarding or rebound tenderness,
liver span 6 cm, liver spleen cannot be palpated

Musculoskeletal system: No pitting edema, no joint swelling redness or limit ROM, No raynaud phenomenon
no cervical, axillary, epitrochlear or groin lymph node enlargement

Neurological exam : E4AM6V5,0Orientation to time place and person, normal speech , no stiffneck, CN pupil RE
3 mm RTL, LE 6 mm SRTL with RAPD+ve, left VA no light perception, LE, EOM full no nystagmus, normal
muscle of mastication, normal facial sensation, no facial palsy, decrease hearing both ears, gag reflex+ve both,
tongue deviation to left with tongue atrophy left side with suspected tongue fasciculation, Motor gr V all
normal tone, PPS intact, Propioception intact, no truncal ataxia, Reflex 2+, Finger-to-nose intake, BBK plantar
flexion both, Clonus negative

Breast : no mass

Lab investigation

CBC: Hb 11g/dl, Het 32%, MCV 71 fl, MCH 24 pg, MCHC 33.7 g/dl, RDW 17.6%, WBC 7520/uL, N 60% L
28% M 6% Eo 6.1% Ba 0.5%, platelet 260000/uL, PT 12.7/12 PTT 25/27

Electrolyte: Na 140 mmol/L, K 3.8 mmol/L, C1 100 mmol/L, HCO, 31 mmol/L

BUN/Cr 5/0.74, TB 0.24 mg/dl, DB0.12 mg/dl, AST 17 U/L, ALT 24 U/L, ALP 86 U/L, albumin 3.9 g/dl,
globulin 3.7 g/dl, LDH 261 U/L

FBG 95 mg/dl

antiHIV: negative, HBsAg: negative, antiHBs: positive, antiHBc: negative, antiHCV: negative



ECG 12 leads

UA: yellow color, sp.gr 1.015, pH 6.0, protein: negative, glucose: negative, ketone: negative, RBC 0-1
cel/HPF, WBC 0-1 cell/HPF, squamous cell:0-1 cell/HPF

Chest radiography




CT brain and nasopharynx




CT chest

1. What are the diagnostic investigations leading to final diagnosis?

2. What is the most likely diagnosis?



