Clinicopathological Conference
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Radiologist: 771.WEY.4NALN LAARN
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Diagnostician: To be announced
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v = . Yy gy o > ay A o % =
daaiin waauainnisldsasindugailusaadindng lifiaanaw ansoizaiiailanidas

% d’l [ % o [ % S { S U4 = o A o o | da/ [~1
NATHIUANANIRDNNIANINE 13JN°HWLL@$@@MLLN lllllﬂfll VLNN‘Q‘LIMLWF] $TA8NN1AINI8TNU ANl

Q

naanviedl NN anadulininailildeninwn dvinnulinndng enniadupsinnisas)
| @ o A & o
Tdiflunnnau ladfidaanmsminas

5 54 NauN1199NE1UNa UNAINRRINITTIFALALAN S TR WD 2 919

{
a %

Gudunanunenldsaaiinudallbandilanaiadinag Tuuumunt] nasaniNen911 a1n1san

tdl 1 dd’j 1 | a o % a
NUBIAUU 13JN@WﬂW?@@ULL?Q Lﬂl&LLZ\]ﬁVI’NWLﬂﬂﬂﬂE‘I

v
| = o [

3 §u e lsanening flennnsiidanediafieds 10 s Aetunaneda ludeu
use nBusUTeelinG SAneisndudetnngiuan 2 $ fensdunandugninuiil
1M1971 1BBIAzTin 2 9 SAnmuliduas bifafuoiteduas nauaanazeaansz i il
anstlamas Tif1d liiaeAsee Taifwiininn Tifanivdessasiunimden lnsaaisn. us
Wﬁﬁ R999319N8NUN decreased pinprick sensation at both hands and both legs up to knees,
other normal

Lab CBC: Hb 11.4 g/dL, Hct 33.1% (MCV 103.2 fL, RDW 21.3%, MCH 29 pg, MCHC
30%), WBC 2,300 cells/mm’ (N 24.8%, L 67%, M 7.5%, E 0.3%), platelet 123,000 cells/mm’
LP OP 9 cmH20, CP 7 cmH20 clear, RBC 50 cellsymm3, WBC 0 cell/mm3
protein 51.4 mg/dl (15-45), sugar 54 mg/dl (50-80), DTX = 90 mg/dl
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Past history:
- Myelodysplastic syndrome 2Haga 3 Hnauunlsaneruia ﬁ‘/ﬂ‘i‘_‘f’]’ﬂgl:ﬁﬁ‘w.l,m\mﬁ\i
10 Tlreusnlsenenung Gaefifuindnsunmd Wewindda lifenisiadng
ANZIABARTIANLIIN Het Hszanns 30% Snprofile awlslE asde thalassemia 14 folic acid Usvannd
2-3 auudanga lilinsziiudiudaussd lisieslifuinen
3 Yraunnlsanening Buvneuiisn. fenniseeunde mileadieu 6 e 14
\ATReARIIAgUNINL a1l WU CBC: Hb 6.2 g/dL, Het 18.7% (MCV 106 fL, RDW 20%, MCH
30.1 pg, MCHC 31.6%), WBC 2,200 cells/mm’ (N 53.5%, L 41%, M 5.4%, E 3.1%), platelet
54,000 cells/mm’ lEWn3nslulsmentnauasinissemsiaiuifnsoss
Serum iron 68 ug/dL (59-158), Serum ferritin 122 ng/mL (30-400), TIBC 282
ug/dL (228-428), normal Hb typing, B12 level 1000 pg/mL(20-950), anti dsDNA negative, BM
aspiration: hypercellularity, slightly decreased megakaryocyte, dyserythropoiesis,
1H5unnsinmfiae erythropoietin 40,000 units 90 2 A Rasianii 6 AN
saxnuaenulnsawgaen Tllfinsainuise
- Solitary thyroid nodule 4 T fiauu199NENLa AFIANLLES N thyroid nodule #1127
2u7A 2 cm 18U M99 TSH 3.42 mU/mL (0.3-4.1), FT4 1.2 ng/mL (0.8-1.8), FT3 3.2 pg/mL (1.6-

4.0) 14 eltroxin 100 ug/day tszanns 2-3 ihau udapanfioulilfiasmenen

Personal/social/family history:
- laiguynis lidingsn ldldenge amile srgnnaau anayulng

- Wiiaarnrianne 8 au idsedRlantlszansale lunseunin

Physical examination:

General appearance: A Thai female, good consciousness

Vital signs: BP 120/80 mmHg, HR 72 bpm regular, RR 16/min, BT 37.0°C

BW 59 kg, Ht 172 cm, BMI 19.9 kg/m2

HEENT: mildly pale conjunctivae, no icteric sclerae, no OC, no OHL, pharynx and tonsils
not enlarged, no oral ulcer, thyroid gland 30 gm, diffuse enlargement, rubbery consistency, no
parotid gland enlargement, no lid lag, no lid retraction

CVS: apical beat at Lt 5" ICS, MCL, normal S1, S2, no murmurs

Chest: normal chest contour

Lungs: trachea in midline, normal breath sound, no adventitious sound



Abdomen: no caput medusa, normoactive bowel sound, fluid thrill and shifting dullness
negative, no hepatosplenomegaly

Ext: no pitting edema, no palmar erythema, no clubbing of finger

Lymph node: no enlargement

Skin: no rash, no petechiae

Neurological examination:
Consciousness: E4AM6V5, fully conscious, good orientation, normal speech
Cranial nerves: no papilledema, positive retinal venous pulsation; pupils 3 mm BRTL, full
EOM, no nystagmus, no facial palsy, gag reflex positive both, no uvula/tongue deviation, no
tongue atrophy, normal power of sternocleidomastoid muscles
Motor:
Normal tone, power gr V all except mild weakness of left peroneus muscle
DTR: 2+ all extremities, clonus negative
Babinski's sign: plantar flexion
Sensory:
Spinothalamic tracts:
Pin prick sensation:

Impairment: decreased pinprick sensation from distal fingers and hands
to elbows, from knees to proximal 1/3 of thighs and anterior aspect of T6-10
dermatomes

Hyperesthesia: hyperesthesia from distal feet to knees both sides

Proprioception:
Joint position: impaired both feet
Vibration: decreased vibratory sensation from both feet to both hips, decreased
vibratory sensation below T2 spinous process
Romberg test sway to both sides
Cerebellar functions: intact of finger to nose, no dysdiadochokinesia, heel to knee test

and tandem walk can't be evaluated due to profound impairment of proprioceptive sensation



Laboratory investigations:

CBC: Hb 11.0 g/dL, Hct 33.3% (MCV 102.1 fL, RDW 17.2%, MCH 30.3 pg, MCHC
32.0%), WBC 2,120 cells/mm’ (N 33.9%, L 59%, M 7.1%, E 0%), platelet 84,000 cells/mm”

PT 11.7/12.1 sec, INR 1.05, PTT 26.5/27.8 sec

UA: clear yellow color, pH 6, sp.gr 1.010, protein neg, glucose neg, WBC 0-1/HPF, RBC
0-1/HPF

Random plasma glucose 90 mg/dL, BUN 8 mg/dL, Cr 0.6 mg/dL

Electrolytes: Na 137, K 3.9, Cl 104, HCO3 24 mEg/L

Total protein 6.5 g/dL, albumin 3.9 g/dL, total bilirubin 0.54 mg/dL, direct bilirubin 0.05
mg/dL, SGOT 23 U/L, SGPT 27 U/L, ALP 67 U/L

LDH 554 U/L (230-460)

Calcium 8.5 mg/dL, corrected calcium 8.58 mg/dL (8.4-10.2)

Phosphate 3.0 mg/dL(2.5-4.5)

Anti-HIV: negative, Anti-HCV: negative, VDRL: non reactive, TPHA: non reactive

HBsAQ: negative, anti-HBs positive, anti-HBc: negative

TSH 16.68 mU/mL (0.3-4.1), FT4 0.998 ng/mL (0.8-1.8), FT3 2.5 pg/mL (1.6-4.0)

Anti-thyroglobulin 92.55 IU/mL (<4.11), anti-thyroid peroxidase >1000 IU/mL (<5.61)

ANA negative, AntidsDNA negative, rheumatoid factor negative, cryoglobulin negative

Chest x-ray
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EKG 12 leads

MRI brain

Finding

The study reveals few tiny foci of T2WI/FLAIR hyper signal intensity (Sl) at subcortical
white matter of bilateral high frontal lobe without definite enhancement. The rest of brain
parenchyma is of normal Sl on all pulse sequences. Cortical sulci, gyri, ventricular system and
basal cisterns are unremarkable. There is no space taking lesion. No evidence of restricted fluid
diffusion or prior hemorrhage is seen. There is no abnormal enhancement after intravenous
contrast material injection.

There is a small mucous retention cyst in right maxillary sinus. There are mucoperiosteal
thickening in bilateral ethmoid sinuses. The rest visualized paranasal sinuses and mastoid air

cells are clear.



Axial view: T1, FLAIR, and T1 Gad

MRI cervical and thoracic spine

Finding

The study reveals long segment intramedullary signal abnormality involved posterior
central column of C7-T10 levels, showing isosignal intensity to gray matter on T1WI, hyper Sl on
T2WI without definite enhancement. Cervical and thoracic cords are of normal size and shape.

There is normal alignment of the cervical and thoracic spine. There is no fracture or
spondylolisthesis. The vertebral bodies are of normal height and contour. There is diffusely
decreased marrow Sl on both T1WI and T2WI. There is slightly decreased Sl on T2WI at cervical
intervertebral discs, likely degenerative change. There is no disc bulging or protrusion.

Central spinal canal and bilateral neural foramina are patent. Facet joints are
unremarkable. Bilateral paraspinal muscles are unremarkable. There is minimal pleural effusion

bilaterally.



Axial view: T1, T2, and T1 Gad

Cervical spine

Thoracic spine



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

2. What is the most likely diagnosis?



