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CT abdomen:




-The study shows normal in size and attenuation of the liver. No space taking lesion, intra or extrahepatic bile

duct dilatation is identified. There are multiple small calcifications at the right lobe, posteroinferior segment.
-Gall bladder is well distended without thicken wall or stone.
-Pancreas and spleen appear normal.

-Both kidneys are normal in size and attenuation. No left nephrosis or stone. Moderately-dilated right

pelvicalyceal system and right proximal ureter. No demonstrable cause of obstruction.
-No free fluid or mass. The visualized bowel loops are unremarkable.

-No enlarged node. Bladder and uterus are normal.

-Both basal lungs are clear.

-A large 3.6 x 6.4 cm. left adrenal mass. Density 28-43 HU, to post contrast 50-60 HU

Impression: Multiple small calcifications at the posteroinferior segment of the right lobe of liver. Old

granulomas are considered.

-Moderate right hydronephrosis and proximal hydroureter, without demonstrable cause of the partial

obstruction.

-A large 3.6 x 6.4 cm. left adrenal mass with mild enhancement, differential diagnosis are adenoma,

metastasis.
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Past history:
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cervical tissue biopsy WA
Gross examination: A rubbery gray-white irregular tissue, measuring 1.2 x 0.8 x 0.5 cm.

Microscopic examination: Section of the cervical tissue reveals full thickness involvement of epithelium by
malignant cells with infiltrating irregular nests and clusters of neoplastic squamous epithelium in the beneath
stroma. The malignant cells are polygonal with eosinophilic cytoplasm and prominent cellular membranes.
The nuclei are pleomorphic with coarse clumped chromatin. Atypical mitotic figures are seen. There are
desmoplastic reaction and inflammatory infiltration surrounding neoplastic nests. Lymphovascular invasion is

also observed.
Diagnosis: Nonkeratinizing squamous cell carcinoma, presence of lymphovascular invasion
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Gynecologic history:
-Para 2-0-1-2 last 26 years.

-Menopause 50 years.
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Physical examination:

Ht 157 cm. BW 50.5 kg. BMI 20.49 kg/m”

General appearance: A middle-aged Thai female patient, look chronically ill, well co-operative

Vital signs: BP 102/64 mmHg BT 38.5 °C PR 100 /min, regular RR 20/min

Skin: No rash, no sign of chronic liver disease, no moon face, no purplish striae, no supraclavicular fatpad, no

dorsocervical fatpad, no hyperpigment lesion

HEENT: Moderately pale conjunctivae, anicteric sclerae, no puffy eyelids, normal pharynx and tonsils, no oral

thrush, no oral ulcer, no enlarged thyroid gland, no glossitis
Lymph node: Can’t be palpated
Breast: No mass, no nipple discharge

Chest: Equal chest movement, no chest wall deformity, trachea is in midline, vesicular breath sound both

lungs, no adventitious sound, egophony negative, equal tactile fremitus and vocal resonance

CVS: JVP 3 cm. above sternal angle, apical impulse at 5" ICS, MCL, no LV heave, no thrill, normal S1 S2, no

gallop

Abdomen: Mild distension, no superficial vein dilatation, no truncal obesity, active bowel sound, soft, not
tender, fluid thrill negative, shifting dullness negative, liver and spleen can't be palpated, no splenic dullness,

Nno mass

PR: Yellow feces, no mass



PV:

MIUB - Normal

Vagina - Atrophic mucosa

Cervix — Clean, os close, no mass, no lesion

Uterus — Normal size

Adnexa — Free, no mass

RV - Smooth

Extremities: No edema, no joint swelling, no joint pain

Neurological examination: Full consciousness and orientation

Cranial nerve:

CN II: Pupil 3.0 mm RTL BE, pink fundus, macular dull reflex, no hemorrhage, RAPD negative

Fundoscopy: Normal fundi, no papilledema, sharp optic discs, normal retinal artery-to-vein ratio

CN HI/IV/VI: Full EOM

CN V: Normal facial sensation, normal power of temporalis, masseter and pterygoid muscles,

normal corneal reflex

CN VII: No facial weakness

CN VIII: No nystagmus

CN IX/X: Normal gag reflex, uvula is in midline

CN XI, XllI: intact

Motor: Normal muscle volume and muscle tone, muscle power grade V all

Sensory: Intact pinprick sensation, intact proprioception both feet



Deep tendon reflex: 2+ all

BBK: Plantar flexion response both sides, Clonus: negative

Meningeal irritation signs: no stiff neck, negative Kernig's sign

Cerebellar signs: Finger to nose and heel to knee are intact, no dysdiadokokinesia, normal gait

Laboratory investigations

CBC: Hb 7.1 g/dl, Hct 22.4% (MCV 83.5 fl, MCH 26.6 pg, MCHC 31.9 g/dl, RDW 14.7%), WBC 41,660/MI

(N 92.8%, L 3.1% M 2.7% Eo 0.3%), Platelet 730,000/MI

Reticulocyte count: 2.9% (79,000/M1)

Direct antiglobulin test: weakly positive, Indirect antiglobulin test: weakly positive

UA: Hazy sp.gr.1.013, pH 5.5, protein 1+, glucose negative, blood negative, RBC 0-1/HPF, WBC 2-3/HPF,

squamous cell 0-1/HPF

BUN/Cr: 8/0.9 mg/dL

FBG 79 mg/dl

Serum electrolytes: Na 121 mmol/L, K 3.6 mmol/L, CI 88 mmol/L, HCO, 21 mmol/L

Serum osmolarity: 255 mOsmo/K

Urine Na: 7 mEqg/I

Ca 9.28 mg/dL, PO4 3.2 mg/dL, LDH 221 U/L

LFT: TB/DB 2.22/1.71 mg/dL, TP 3.2 g/dL, Albumin 2.9 g/dL, Globulin 4.2 g/dL, AST/ALT 44/19 U/L, ALP 572

U/L, GGT 152 U/L

Anti HIV: Negative

HBsAQg: Negative, anti-HBs: Negative, anti — HBc: Negative, anti — HCV: Negative

Serum cortisol 8.00 AM: 35.4 ug%



TFT: FT4 1.09 ng/dl, FT3 0.94 pg/ml, TSH 5.12 ulU/ml

24hrs urine volume: 1,740 ml

Urinary metanephrine; 115.41 ug/24hrs (52-341)

Urinary normetanephrine: 317.78 pg/24hrs (88-444)

Urine creatinine: 34.7 mg/dl

Stool occult blood: Negative

CXR




CT abdomen




Transvaginal USG

-Uterus RV 3.7 x 3.3 cm.

-Mixed cystic and solid mass 2.6 x 2.0 cm. at right adnexa

-Free fluid in cul de sac 2.1 cm.



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

2. What is the most likely diagnosis?



