Clinicopathological conference
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Diagnostician: concealed identity
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Chief complaint
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Present illness
Previous status: able to perform basic ADLs without limitation
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fulaedfastlszdmidenimns twinan vizeld Tutae 6 hauneiiumn
R999319NEN N LA N Ty alert, good consciousness, pupils 3 mm RTLBE, full

EOM, no facial palsy, no tongue deviation

Motor power: Right Left
Neck F/E VIV
Deltoid V V
Biceps V Vv
Triceps V V
Brachioradialis Vv Vv
Wrist F/E VIV VIV
Handgrip V V
Hip F/E M/ V
Knee F/E V/IV V
Ankle DF/PF V/IV Vv
EHL \Y V

Deep tendon reflex: Right Left
Biceps 2+ 2+
Triceps 2+ 2+
Brachioradialis 2+ 2+
Knee 0 2+
Ankle 0 2+

Sensation:

Decreased pinprick sensation along right L2-L5 dermatomes
Anal sphincter tone and wink reflex: not done

lhdamsaa TL spine WAL LS spine film uay MRI NAAIULAAS



TL spine and LS spine radiograph

LS spine and screening whole spine magnetic resonance image

The study reveals normal alignment of the whole spine. No scoliosis, spondylolisthesis or
retrolisthesis is noted.

Infiltrative marrow lesion at right sided L3 body, pedicle superior and inferior articular
processes with cortical destruction and associated soft tissue formation, overall sized about
6.5x6.9x7.9 cm in transverse x AP x vertical diameters. Lesion extending involved spinal
canal and right L2/3 and L3/4 neural foramen with compression and encasing on the cauda

equina and right L2-3 exiting nerve roots, right psoas and paraspinal muscles.



Lesion showing low and highSl on T1W, highSI on T2W and heterogenous and thickened
irregular peripheral and septal enhancement and perilesional soft tissue edema is seen.
Internal hemorrhage is possibly.

Circumferential disc bugling at L2/3 and L3/4 with annular cleft and associated soft tissue

causing severe spinal canal stenosis compression on the cauda equina.

Sagittal T1WI Sagittal T2WI Sagittal T1WI with Gd




Coronal T1WI Coronal T2WI Coronal T1WI with Gd

Axial T1WI Axial T2WI
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Past history
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Personal and social history
Ufastsedmuien uiiamng
ﬂﬁmﬁﬂ@zrﬁ?}'uqm quLYE nslansianiin
Ufjiastszdmnedn nnsfuiaen
UfjiasiszdRnisd unsafe sexual intercourse
Ufjiastszdmnisldeniin engnnasu anayulng avnsidis
Family history
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Current medications

none

Physical examination:
General appearance: a Thai male, with good consciousness and well cooperation
height 180 cm, weight 80 kg, BMI 24.69 kg/m2
occipital-frontal head circumference 60 cm

Vital signs: BP 125/70 mmHg, HR 90/min, RR 16/min, BT 36 °C



Skin and appendages: no petechiae, no purpura, no ecchymosis, no bruise, no
telangiectasia, no purplish striae, multiple skin-colored to yellowish papules on face (unrecognized
exact duration but in years), predominated on forehead, solitary erythematous firm nodules on left
shoulder, hyperpigmented macules on penile shaft and gland, palmoplantar pits on palm and

soles, papilliform papules on tongue, multiple skin tags on axillae and inguinal areas, multiple

hyperpigmented papules and plaques on neck area




HEENT: no pale conjunctivae, anicteric sclerae, intact ear drum, no ear discharge, no
swelling or erythema of turbinate, no oral ulcer, no OC/OHL, no thyroid gland enlargement, a
palpable firmed, non-movable nodule at right lower lobe of thyroid gland

Cardiovascular system: JVP 3 cm above sternal, regular rhythm, PMI at fifth intercostal
space at midclavicular line, no LV heave, no RV heave, no thrill, normal S152, no S354 gallop, no
murmur

Respiratory system: trachea in midline, normal thoracic contour, equal chest expansion and
tactile fremitus, equal vesicular breath sound, equal vocal resonance, no adventitious sound

Abdomen: no distension, no superficial vein dilatation, nhormoactive bowel sound, no renal
bruit, soft, not tender, liver and spleen cannot be palpated, liver span of 8 cm at MCL, splenic
dullness negative

Extremities: no clubbing, no deformity, no pitting edema, no swelling, erythematous, or
tenderness of joint and periarticular region

MSK: no spine deformity, no stepping, tenderness at L2-3 spinous processes

Lymph node: no lymph node enlargement at bilateral anterior and posterior cervical, axillar,
as well as epitrochlear lymph nodes

Per rectal examination: loose anal sphincter tone, diminished anal wink reflex, intact
perianal sensation, no rectal shelf

Neurological examination

Consciousness: alert, orientated to time/place/person

Speech: no dysarthria, intact fluency, comprehension, repetition, and naming, no

paraphrasia



Cranial nerves:

RAPD negative, normal visual field by confrontation, pupils 3 mm react to light both eyes,
midline resting eye position, fundoscopic exam: sharp disc, A:V ratio of 2:3, normal venous
pulsation, no retinal hemorrhage nor exudate, full EOM, no ptosis, no nystagmus, no facial palsy,
normal facial pinprick sensation, normal strength of muscles of mastication, normal hearing by
finger rub, uvula in midline, normal gag reflex, no tongue deviation

Motor: generalized muscle atrophy both legs both flexor and extensor muscle groups, no

fasciculation, flaccid tone both legs

Motor power: Right Left
Neck F/E VIV
Deltoid Vv V
Biceps V Vv
Triceps Vv Vv
Brachioradialis Vv Vv
Wrist F/E VIV VIV
Handgrip Vv V
Hip F/E /111 Vv
Knee F/E V/IV V
Ankle DF/PF V/IV Vv
EHL \Y V

Deep tendon reflex: Right Left
Biceps 2+ 2+
Triceps 2+ 2+
Brachioradialis 2+ 2+
Knee 0 2+
Ankle 0 2+
Babinski plantarflexion plantarflexion

Clonus negative negative



Sensation:

Decreased pinprick sensation along right L2-L5 dermatomes, intact pinprick
sensation of other areas

Impaired joint’s position sensation of right toes

Impaired vibration sensation of L2-5 spinous process, right ankle and right toes

Cerebellum: finger to nose and heel to knee intact, no truncal ataxia, no dysdiadokokinesia

No neck stiffness

Laboratory investigations

CBC: Hb 13.8 g/dL, Hct 41% (MCV 71.1 fL, MCH 22.3 pg, MCHC 31.4 g/dL, RDW 20.3%),
WBC 9,620/mm’ (N 82%, L 12.9%, M 3.2%, E 1.4%, B 0.5%), platelet 268,000/mm’; PT 13/11.5 sec,
INR 1.14, aPTT 25.3/25 sec

Blood chemistry: BUN 10 mg/dL, Cr 0.58 mg/dL, Na 139 mmol/L, K 4 mmol/L, Cl 105
mmol/L, CO2 24 mmol/L, Ca 8.5 mg/dL, Mg 0.86 mmol/L, PO4 2.6 mg/dL

LFT: albumin 4.3 g/dL, globulin 4 g/dL, total protein 8.3 g/dL, TB/DB 1.03/0.37 mg/dL, AST
15 U/L, ALT 20 U/L, ALP 80 U/L

Urinalysis: yellow clear, sp gr 1.014, pH 6.5, leukocyte negative, protein negative, glucose
negative, ketone negative, blood 3+, bilirubin negative, urobilinogen negative, nitrite negative, WBC
0-1 cells/HPF, RBC 0-1 cells/HPF

Serology: anti-HIV negative



Chest radiograph

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

2. What is the most likely diagnosis?



