
PGY 2 Case Presentation
Jordan Lockhart, PGY 2



Past Medical History

51 y/o F with PMHx significant for hypothyroidism and known metastatic adenosquamous cervical cancer

- Originally presented with irregular vaginal bleeding in 2016

- PAP smear in 2016 negative, but HPV 18 positive

- Repeat PAP smear in August 2017 showed high grade SIL (squamous intraepithelial lesions) 

- Underwent biopsies which showed mass on the cervix; histology confirmed invasive high-grade 
malignancy

- Underwent radical hysterectomy, salpingo-oopherectomy, and pelvic sentinel lymph node staging 
September 2017, no complications

- Pathology report showed: one left pelvic sentinel lymph node positive for metastatic carcinoma

- Began weekly chemotherapy and daily radiation in September 2017, finished in November 2017

- In December 2018, noticed some blurred vision; underwent needle aspiration of lesion in eye which 
showed rare atypical cells suspicious for metastatic adenocarcinoma (treated with brachytherapy)

- PET scan also completed at the same time, significant for hyperbolic 1 cm lymph node in the chest 
as well as suspicious area in L3

- Underwent bone biopsy of L3 lesion, positive for metastatic cervical cancer

- Last office visit in February 2019: patient complaining of nodule in left axilla as well as left upper 
neck, pain in the mastoid area…



HPI

February 10, 2019. Patient presenting with chief complaint of right sided head 

and mastoid area pain

 Pain ongoing and constant x1 week, acutely worsened the morning of 

presentation to excruciating pain unrelieved by home medications

 MRI 1/25/19 showing fluid in the right mastoid but no evidence of metastatic 

disease

 CT 2/2/19 with no evidence of mastoiditis, but showed evidence of 

metastatic disease in the mediastinum and lungs as well as subcutaneous 

nodules

 Had just restarted chemotherapy with Carboplatin 2/6/19

 Directly admitted to 7E for management of pain, concern for mastoiditis



ROS and physical exam

 ROS positive for headache, pain in the 
right mastoid region,  myalgias, 
arthralgias, lymphadenopathy, and 
anxiety 

 BP 109/70, HR 90, Temp 98.4, RR 18, 
satting well on room air

 Physical exam positive for tenderness 
of the right mastoid region with no 
overlying erythema or bogginess, 
enlarged and tender 2x2 cm lymph 
node in the right axilla, left arm 
ecchymosis at site of mediport
placement, right-sided tongue 
deviation



Labs/Imaging

 CBC and BMP entirely WNL

 MRI 2/11/19 showed findings consistent with worsening right sided mastoiditis 



Hospital Course: All the Consults

 Infectious disease consulted for concern for mastoiditis 

 Hematology/oncology consulted for known metastatic cervical cancer

 Palliative Care consulted for pain control

 Neurology consulted for tongue weakness and deviation 

 ENT consult for concern for mastoiditis



Hospital Course

 Initially started on ceftriaxone for concern for mastoiditis, ID consulted and 
transitioned to  Vanc and Unasyn

 LP done 2/12/19 to assess for possible leptomeningeal metastases -> negative 
for malignant cells

 ENT: NOT concerned for mastoiditis, concern that clinical picture more 
consistent with CNS metastases. Antibiotics discontinued

 Radiation oncology consulted, initiated radiation as an inpatient 

 Carboplatin therapy continued inpatient 

 Pain managed per palliative care, eventually pain stabilized on regimen of 
oral Oxycodone as well as decadron

 Patient discharged in stable condition with plan for close palliative and 
oncology follow up outpatient



Occipital Condyle Syndrome

- Severe, unilateral occipital headache 

with ipsilateral hypoglossal nerve palsy 

- Associated with skull-base metastases 

- Can be the first clinical indication of 

metastatic disease, even if there is no 

primary malignancy identified



Symptoms/Findings

 Severe, unilateral pain of the skull base

 Tenderness to palpation of the occipital region

 Pain typically exacerbated by neck rotation to the contralateral side of the 

lesion/pain

 Can be associated with or progress to ipsilateral ear or mastoid pain

 Ipsilateral 12th cranial nerve palsy

 May have associated dysarthria and/or dysphagia

 Pain usually precedes neurological symptoms

 Not always associated with imaging findings



Diagnosis

 Clinical diagnosis

 Imaging

 MRI is modality of choice

 Most common finding: Replacement of 

fat with soft tissue on T1 weighted 

images

 Can also obtain plain films of skull, may 

also be evidence of bony erosion 

 CT head usually unhelpful 



Management

 Targeted at symptom control

 Radiation therapy

 Steroids

 Pain control

 Treatment of underlying malignancy



Epilogue

 Patient followed closely with palliative care outpatient, experienced very difficult 
to control pain throughout illness

 Pain regimen required multiple uptitrations and augmentation:

 Methadone, oxycodone PRN, baclofen, fentanyl patch, Cymbalta, gabapentin

 Continued treatment with carboplatin, taxol, and avastin however this treatment 
was discontinued due to poor response 4/2019; eye disease continued to grow

 Continued outpatient radiation

 PET scan 4/12/19 showed further progression of disease in the lung, 2.4 cm soft 
tissue mass in the subcutaneous tissue of the right shoulder, and diffuse osseous 
disease

 Began Keytruda April 2019, however disease continued to progress and it was 
discontinued in May

 Patient enrolled in hospice, however was accepted into clinical trial through NIH 
and revoked in July to pursue further treatment

 Multiple hospital admissions for uncontrolled pain. 

 Most recently represented to ACH 8/12/19 with uncontrolled pain. Re-enrolled in 
hospice. Continues to receive hospice care, prognosis days. 
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Review Case 
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History of Present Illness

• 57yo M presented to the ED complaining of two weeks of progressive 
shortness of breath and bilateral lower extremity edema 

-Symptoms began after a viral upper respiratory infection

-Cough with white productive sputum 

-Dyspnea on exertion when climbing stairs 
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Review of Systems

• Constitutional: Negative for activity change, appetite change, chills, fatigue, fever and unexpected 
weight change. 

• HENT: Negative for congestion, facial swelling, hearing loss, nosebleeds, sinus pressure, sinus pain, sore 
throat and trouble swallowing. 

• Eyes: Negative for photophobia, pain and visual disturbance. 

• Respiratory: Positive for cough, chest tightness and shortness of breath. Negative for wheezing. 

• Cardiovascular: Positive for leg swelling. Negative for chest pain and palpitations. 

• Gastrointestinal: Negative for abdominal pain, blood in stool, constipation, diarrhea, nausea and 
vomiting. 

• Genitourinary: Negative for difficulty urinating, dysuria, flank pain, frequency and hematuria. 

• Musculoskeletal: Negative for arthralgias, back pain, myalgias, neck pain and neck stiffness. 

• Skin: Negative for pallor, rash and wound. 

• Neurological: Negative for dizziness, seizures, syncope, weakness, light-headedness, numbness and 
headaches. 

• Psychiatric/Behavioral: Negative for hallucinations, self-injury and suicidal ideas. The patient is not 
nervous/anxious.
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Past Medical and Surgical History

• Denies any chronic medical problems 

• Does not take any prescription or OTC 
medications

• Denies any surgical history  
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Family History

• Denies any pertinent family history 

Social History

• Denies any history of tobacco, alcohol, or 
illicit drug use

• Denies any recent travel or sick contacts 

• Works as a construction worker



Physical Exam

• Vitals: Temp 97.3 F, HR 86, RR 16, SpO2 100% (room air), BP 143/110

• HEENT: Normocephalic and atraumatic. Oropharynx is clear and moist. PEERL. Conjunctivae 
and EOM normal. No discharge or scleral icterus.

• Neck: Normal range of motion. No JVD present. No tracheal deviation present. No thyromegaly
present. 

• CV: Normal rate, regular rhythm, and intact distal pulses. Exam revels no gallop or friction rub. 
No murmur heard. 

• Thorax: Effort normal. No respiratory distress. Decreased breath sounds (+egophony) in the 
left middle field and left lower field. No wheezes or rales present. 

• Abdomen: Bowel sounds are normal. No distention. No tenderness. No rebound or guarding. 

• Extremities: Normal range of motion. There is 2+ pitting edema of the bilateral lower 
extremities to the level of the mid-calf. There is no tenderness of deformity. 

• Neuro: Alert and oriented to person, place, and time. No cranial nerve deficit. 

• Integument: Skin is warm and dry. No rash noted. No erythema. 
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Laboratory Results
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MCV: 84.9
RDW: 13.8

PT: 15.2

INR: 1.5

Acetaminophen Level: <10.0

Hep C Ab: Negative
Hep B Surface Ag: Negative

Troponin: < 0.012

BNP: 287

Urinalysis: Unremarkable (No evidence of 
proteinuria)

Mycoplasma pneumonia IgM: Negative
Strep pneumoniae Antigen: Negative 
Legionella Antigen: Negative 
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Albumin: 3.7

Total Bilirubin: 2.0

Direct Bilirubin: 0.0

Alkaline Phosphatase: 131

ALT: 50

AST: 65



CXR  
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Moderate right pulmonary effusion 
with atelectasis 



Echocardiogram
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Echocardiogram
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Echocardiogram
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Echocardiogram

27

1. Left ventricle: Systolic function is normal by biplane method of 
disks. Estimated ejection fraction 63%. No regional wall motion 
abnormalities. 

2. No significant valve disease.
3. There is a large amorphous structure noted most prominently in 

the apical images, ill defined. The structures appears EXTERIOR to 
the heart. In the parasternal images, there appears to be some 
extrinsic compression of the posterior left atrium free wall. The 
etiology of the finding is not clear and could represent 
intrathoracic pathology. On image clip #68, there appears a 
rounded echodensity WITHIN the right atrium with some 
evidence of obstruction of the tricuspid valve. 



CT Chest/Abdomen/Pelvis
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CT Chest/Abdomen/Pelvis
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Lobulated soft tissue mass lesion involving the right perihilar and 
infrahilar regions and extending into the region right atrium and 
right ventricle of the heart. Distal aspect of the right main 
pulmonary artery is mildly narrowed. Lower lobe bronchial structures 
are narrowed by this lesion. Lesion measures 12.0 cm greatest 
dimension. Moderate-sized right pleural effusion. 

Heterogeneous liver parenchyma. Differential possibilities include fatty 
infiltration with areas of sparing or a subtle infiltrating mass lesion. Consider 
correlation with ultrasound and/or contrast-enhanced MRI. 
No adenopathy. Minimal amount of free fluid. There is haziness/edema of the 
mesenteric fat. 
Urinary bladder wall thickening. Possible chronic cystitis. 



CT Guided Thoracentesis and Core Needle Biopsy 
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Successful CT-guided thoracentesis yielding 1.5 L of dark yellow 
clear fluid. 

Exudative -> Pleural fluid LDH 151 (>2/3 upper limit normal)
-Bloody specimen with reactive mesothelial cells and marked 
lymphocytosis (small, reactive appearing lymphocytes)
-Gram stain: No organisms seen 
-Fluid culture: Negative 

Successful CT-guided core needle biopsy of a right 
mediastinal/hilar mass. 



Biopsy results
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Diffuse Large B-Cell Lymphoma favored to be of T-cell/histiocyte-rich type 
based on phenotype and morphology.

Immunohistochemistry results are CD45+, CD20+, PAX5+, BCL6+, MUM1+, 
BCL2+ (weak), equivocal CD10+ and Ki-67+. The same population is 
negative for CD5, pankeratin, CD30, cyclin D1, CD15 and EBV (ISH). CD3 and 
CD5 are positive in background T-cells. 
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http://www.pathologyoutlines.com/topic/lymphomadiffuse.html



Diffuse Large B-Cell Lymphoma
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Epidemiology

• DLBCL is the most common histologic subtype of Non-Hodgkin Lymphoma 
(approximately 30%). 

• More common in Caucasians and men. Mean age of diagnosis is 64. 

• Relative risk of DLBCL is higher among patients with immunodeficiency, autoimmune 
disorders, or on immunosuppressive medications. 
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Pathogenesis
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Pathology and Immunochemistry

• DLBCL is a heterogeneous group of 
tumors consisting of large transformed B 
cells with prominent nucleoli and 
basophilic cytoplasm 

• Express pan B-cell antigens ->CD19, 
CD20, CD22, CD79a

• Majority of DLBCL has genetic 
abnormalities (no single cytogenic gene 
that is typical or diagnostic)

o Alterations in BCL6 gene (chromosome 
3, translocation)

o (14;18) translocation (30 percent of 
patient’s with DLBCL)

o MYC gene
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Pathology 
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Clinical Presentation 

• Common presenting symptoms are a rapidly enlarging symptomatic mass with 
lymphadenopathy in the neck and abdomen 

oApproximately 40% of patients will have “B” symptoms 

oApproximately 40% of patients will have involvement of non-lymph node sites (bone 
marrow, CNS, GI tract, thyroid, and liver)

oMost patient’s present with advanced disease stage III or IV (~60%)

• AIDS-defining malignancy 

oHIV+ population 

• More frequent B symptoms 

• Extranodal disease in unusual locations (body cavity, rectum, soft tissue)
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Treatment

• R-CHOP

• (R)ituximab, a monoclonal antibody against the protein CD20 (found on the surface of B cells)

• (C)yclophosphamide, an alkylating agent which damages DNA by binding to it and causing the formations of cross-links 

• (H)ydroxydaunorubicin (doxyrubicin), an intercalating agent which damages DNA by inserting itself between bases 

• (O)ncovin (vincristine), which prevents cells from duplicating by binding to the protein tubulin

• (P)rednisone

• Adjunctive Care 

o Infection Risk ->prophylactic growth factors

o Tumor Lysis Syndrome 

o Anemia/Thrombocytopenia ->blood transfusions

o Infusion reactions (Rituximab)

o Hepatitis Reactivation (Hep B, Rituximab)
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Prognosis
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Patient Update 
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• Admitted for initiation of chemotherapy ->R-CHOP C1D1 on 6/28/19. Monitored for 
bleeding and tumor lysis syndrome with uneventful course and discharged on 7/1/19. 

• Liver biopsy 6/28/19 ->Moderate centrilobular congestion. Negative for malignancy 

• Admitted 7/2/19 to the ICU secondary to a syncopal episode. Found to have acute 
anemia, hemoglobin 5.8 (8.2 on 7/1). Received 2 units PRBCs. CT chest showed 
lobulated soft tissue mass in the infrahilar regions to be similar in size or mildly 
decreased. Partial obstruction or narrowing of the distal IVC (patent). 

• R-CHOP + Pegfilgrastim C2D1 on 7/19/19 

• Hem/Onc visit 8/2/19 ->Patient tolerated full dose of cycle 2 chemotherapy regimen. 
Noted to be working out daily and is back at full strength. 

• R-CHOP + Pegfilgrastim C3D1 on 8/9/19
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7/2/19 3.7cm x 4.6cm 7/17/19 2.9cm x 3.1cm 

Echocardiogram Monitoring 



• Hem/Onc appointment on 8/23/19 

• Plan for C4D1 R-CHOP + Pegfilgrastim on 8/30/19 

• Continued close cardiac monitoring by cardiology 

• Response assessment imaging review after completion of final sixth cycle  
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Thank you

Questions?
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