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CASE 2004 # 1 
 
 

 
 
Submitted by:  Boleslaw Lach, MD, PhD,FRCPC 
    Department of Pathology and Laboratory Medicine- MBC 10  
    King Faisal Specialist Hospital and Research Center 
    Riyadh, Saudi Arabia 
 
 
 
 
Clinical History: 88 year-old man with “several” months of slowly progressing right-

sided weakness and headaches.  CT/MRI, revealed large lobulated 
tumor extending from periventricular area to paramedian cortex of the 
left frontal lobe and falx.   Sub-totally removed. 

 
 
 
 
Material submitted:   HE slides and MRI 
 
 
 
 
 
Points for discussion: Diagnosis 
 
 



45th ANNUAL DIAGNOSTIC SLIDE SESSION 2004 
CASE 2004-2 

 
Submitted by: 
 
Angelica Oviedo, M.D. 
Greg Moes, M.D. 
Department of Pathology 
Kaiser Hospital 
280 W. MacArthur Blvd 
Oakland, CA  94611 
 
Tel. 510-752-6011 
Fax  510-752-7562 
 
 
Clinical History 
A 7 year old male presented with a 3 year history of lower extremity and buttock pain, right 
greater than left.  Examination showed mild atrophy of right calf and right lower extremity 
weakness.  MRI showed an intradural tumor at L2-L3 level.   
 
Pathology findings 
The specimen was a 2.2 x 1.5 x 1.2 cm smooth surfaced tumor.  Numerous small peripheral 
nerves could be seen randomly exiting from the tumor. 
 
Material submitted 
H and E section of tumor 
 
Points for discussion 
Diagnosis 
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CASE 2004-3 
 
 
Submitted by: William W. Pendlebury, M.D. 
  Department of Pathology 
  University of Vermont 
  Given Building Room D209 
  89 Beaumont Drive 
  Burlington, Vermont 05405 
 
 
Clinical History: 
 
The patient is a 44-year-old man who presented in January 2003 with a severe headache, 
buzzing in the ears, blurred vision and “spells”. One-month prior to admission, he 
thought he had an ear infection and was treated by his primary care physician with 
antibiotics. Three weeks prior to admission, he experienced blurred vision and pain 
behind the right eye. This was followed one week later by the development of “spells”. 
These were described as a feeling of weakness and confusion followed by falling to the 
ground. There was no tonic-clonic activity and no loss of consciousness; however, 
witnesses described the patient to be briefly incoherent with each attack. Ten of these 
episodes occurred over two weeks, following which an increasingly severe, generalized 
headache developed. Medical history revealed gastrointestinal reflux disease, obesity, 
prior episodes of atrial fibrillation, and thrombophlebitis of the right leg. His only 
medication was lansoprazole. Neurologic examination was unremarkable excepting a 
right Babinski response. Upon admission to the hospital, an MRI scan of the brain 
revealed a predominately solid right frontal lobe mass, with a cystic component, together 
measuring 5.1 cm in the transverse plane. In the anteromedial aspect of the cyst, there 
was an apparent mural nodule measuring 2.4 x 1.2 cm in the axial plane. The bulk of the 
solid portion of the lesion occupied the right frontal pole and caused effacement 
superficially. There appeared to be extension of abnormal high signal intensity across the 
anterior corpus callosum into the medial left frontal lobe. Four days after admission to the 
hospital, the patient was taken to the operating room for neurosurgical intervention. 
 
 
Material submitted: Kodachrome and one H&E section of the lesion. 
 
 
Points for discussion: 1. Diagnosis 
   2. Prognosis 
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CASE 2004-4 
 
Submitted by: Mohanpal S. Dulai, MD and Jon D. Wilson, MD 

  William Beaumont Hospital 
  Department of Anatomic Pathology 
  3601 West Thirteen Mile Road 
  Royal Oak, Michigan  48073 
  Phone: (248) 898-9060 
  Fax: (248) 898-9054 

 
Clinical History:  A healthy 54-year-old Caucasian male presented with a 2-3 week 

history of short-term memory difficulty, unremitting headache and a shuffling gait.  MRI 

of the brain showed a contrast enhancing 5.6 x 5.4 x 4.2 cm partially cystic, partially 

solid mass involving the right anterior parietal and frontal lobes.  The cystic component 

accounted for over fifty percent of the lesion's volume, and the solid component 

contained areas of necrosis.  Subfalcine herniation and effacement of the right lateral 

ventricle related to edema and tumor mass effect were present. Additional lesions were 

identified in the left frontal lobe and centrum semiovale.  Gross total resection of the 

tumor was performed.  Translucent golden-yellow fluid was aspirated from the cyst.  

Macroscopically, the specimen consisted of a 3.8 x 2.3 x 2.0 cm irregular firm mass.  The 

cut surface demonstrated a variegated appearance with firm white-tan tissue interspersed 

with softer red-tan semi-translucent areas. 

 
Material Submitted: H&E and unstained section of right frontal lobe of cerebrum 
 
Points for Discussion:  Diagnosis 
       
 



45th Annual Neuropathology Slide Session 
Case 2004-5 

 
Submitted by:  Sherry Chou, M.D., David N. Louis, M.D., and E. Tessa Hedley-Whyte, 
M.D. Massachusetts General Hospital, Harvard Medical School, Boston MA 02114 
 
Clinical History: 
A 24-year-old woman with history of systemic lupus erythematosus (SLE), chronic 
steroid use, gastro-esophageal reflux disease, nephrolithiasis, alcohol and narcotic abuse 
presented in October 2003 with fever and episodic right arm shaking.   
  
The patient developed high fever, joint pain, intermittent tongue numbness and slurred 
speech in September 2003.  Sepsis workup was negative, but intermittent fevers 
continued. She developed episodic right arm shaking one month later, with secondary 
generalization into a tonic-clonic seizure.  Brain MRI showed a small ovoid, contrast-
enhancing lesion in the left parietal lobe (kodachrome figure A and B) without restricted 
diffusion.  CSF analysis showed protein 61, glucose 59, 63 WBC with lymphocytic 
predominance and 1-2 RBC per high power field.  CSF cytology, gram stain, 
cryptococcal antigen, VZV, CMV, EBV, St. Louis and West Nile IgM, bacterial and 
AFB cultures were all negative.    
 
Despite empiric treatment with ceftriaxone, acyclovir, pyrimethamine, folinic acid, 
dapsone, ampicillin, and metronidazole, the patient deteriorated clinically.  Brain MRIs 
showed an increase in size and number of lesions (kodachrome figure C-F).  Brain biopsy 
of a left frontal lesion showed subacute cerebritis with histiocytes, neutrophils, and a 
group of perivascular atypical lymphocytes.  No definitive organisms were found.  
Repeat brain biopsy two weeks later showed chronic inflammation and granulation tissue.  
Cerebral angiogram showed no evidence of vasculitis.  The patient became progressively 
obtunded.  Sequential MRI and CT showed progressive cerebral edema and uncal 
herniation.  Patient died of refractory cerebral edema two months after her initial 
presentation.  
 
General autopsy showed acute pulmonary hemorrhage, atelectasis, patchy bibasilar 
bronchopneumonia, pleural effusion, hepatic centrilobular congestion and steatosis, 
inactive membranous lupus nephritis, acute tubular necrosis, nephrolithiasis, 
gastroesophageal junction erosions, mitral valvular fibrosis (Libman-Sachs 
valvulopathy), and bilateral adrenal gland atrophy.  The brain weighed 1200 grams and 
was swollen, more severely over the left hemisphere. Gross examination revealed no 
abnormalities in the leptomeninges and spinal cord.  There was bilateral uncal and 
cerebellar tonsiliar herniation. The midbrain and thalami were edematous and 
hemorrhagic. Cerebral hemispheres contained extensive, ill-defined, contiguous granular, 
and friable abnormalities in both gray and white matter.   
 
Material Submitted: 1 kodachrome and 1 H+E stained slide 
 
Points for discussion: 1) Diagnosis and the role of biopsy 

2) Pathogenesis 
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CASE 2004–6 

 

Submitted by: Dr. Jamie A. Jacobsohn 
Chicago Neuropathology Services 
5 Revere Drive, Suite 200 
Northbrook, IL  60062 
847-498-7512 
847-498-7510—FAX 
jajcns@ameritech.net 

 

Clinical Summary: 

The patient is a 46 year old Mexican man who was diagnosed with an asymptomatic 
hepatitis C viral infection on a screening examination for an insurance policy application.  
The infection was attributed to a blood transfusion given 16 years previously for 
unknown reasons.  He was treated with interferon.  Two weeks into his drug coarse, he 
developed pain, paresthesias, and a patchy, red rash in all 4 distal extremities.  He sought 
treatment from his personal physician, a gynecologist in suburban Chicago, who noted 
the extremity rashes and associated sensory deficits without motor deficits.  He referred 
the patient for skin and sural nerve biopsies to evaluate the possibility of vasculitis. 

Material submitted: 1 H+E 
1 unstained slide 

Points for discussion: Diagnosis 
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CASE 2004-7 

 
Submitted by: Veena Rajaram 
                       Division of Neuropathology 
                       Washington University School of Medicine 
                        Campus Box 8118, 660 South Euclid Avenue 
                        St. Louis, MO 63110-1093 
 
Clinical History:  
 The patient was a 38year old woman, who had worsening headaches since 
February 2002 following mild trauma and later developed balance problems. MRI 
examination demonstrated a left cerebellar mass which, at that time, was thought to be a 
vascular anomaly.  In late 2002, she presented with worsening headaches, severe nausea 
and vomiting, and ataxia.  MRI showed obstructive hydrocephalus and the left cerebellar 
mass. She underwent resection of the mass with VP shunt placement in January 2003. 
The cerebellar mass proved to be a medulloblastoma and she underwent radiotherapy and 
chemotherapy. In February 2003, she developed diplopia, nystagmus, gait difficulty and a 
left facial droop. Imaging showed posterior fossa edema; her symptoms improved with 
high dose steroids. In May 2003, she presented with worsening of balance problems, 
difficulty in walking and confusion and later became unresponsive. Imaging showed 
post-operative changes and possible post-radiation changes (hyperintensity in T2 
weighted and FLAIR MR images) in the left cerebellum. In addition there was a new 
medial temporal FLAIR abnormality (right>left) which was worrisome for an 
inflammatory or neoplastic process. Cerebrospinal fluid analysis showed increased 
protein with normal sugar and a total of 6 cells/mcl (2 nucleated cells/mcl; lymphocytes 
71%, macrophages 27%, neutrophils 2%). Subsequent imaging a week later showed 
progression of gyral/ leptomeningeal enhacement. A biopsy of the right temporal lobe 
was performed and appropriate treatment initiated. However, she worsened clinically and 
expired. 
 
Necropsy findings:  

General- The main finding was bilateral pulmonary embolism and necrotizing 
pneumonia. 

Gross Neuropathologic findings- The temporal lobes bilaterally were discolored 
with numerous petechial hemorrhages. Coronal sections showed diffuse dark 
discoloration and petechial hemorrhages involving bilateral temporal, occipital and right 
frontal lobes, bilateral hippocampi, basal ganglia and thalami. Sections of the brainstem 
showed focal softening and dark discoloration. There was a well-demarcated pigmented 
cavity measuring 1.3cm in the left cerebellar hemisphere. 
 
 
Material submitted:  

An H&E section of the cerebral cortex/ brainstem and an unstained slide. 
 



Points for discussion: 1. Diagnosis 
   2. Pathogenesis 
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CASE 2004-8 

 
Submitted by:  Kristen M. Nero Vandewalker, M.D. 
  Claudia M. Greco, M.D. 

Department of Pathology, University of California, Davis 
4400 V Street 

  Sacramento, CA 95817 
 
Clinical History:  50 year-old previously healthy Caucasian male who initially presented 
in the ER with difficulty mentating and focal facial twitching. Lumbar puncture showed 
CSF protein of 48 mg/dL, CSF glucose of 49 mg/dL (serum glucose 85mg/dL), with 39 
WBC/mm3, 94% lymphocytes. EEG was normal on two occasions.  MRI of the brain 
was initially noncontributory; a second MRI showed progressive changes involving both 
the cortex and the white matter of the right temporal and frontal lobes. He also had right 
eye pain for > 1 year, which was diagnosed as episcleritis.  He was treated with Tegretol 
for single partial seizures, and given a full course of Acyclovir for presumed viral 
encephalitis.  After discharge, his family reported that his personality remained the same, 
he always felt fatigued, and although he improved slightly, he never returned to baseline.  
He presented for his second admission one month later with fever to 101º F, headache, 
right eye pain, and constant sleepiness. PE:  Both eyes showed red sclerae, and no rashes 
or lesions were noted. He appeared lethargic and indifferent, and was oriented to name 
only. He followed simple commands, would perseverate, answering "JULY" to 
everything, and was unable to repeat. Pupils were equal and reactive to light, and 
extraocular movements were intact. There was bilateral papilledema, but no optic 
neuritis.  Neurological exam: normal finger-to-nose and heel-to-shin, normal gait, 
negative Romberg's, normal pinprick and vibration.  SH: Worked as a copier salesman, 
coached soccer in his community.  Married with 2 children. Traveled to Mexico 1 year 
ago on a cruise ship, but never got off the ship.  Lab:  HIV negative. 
 
Hospital Course: Acyclovir was re-started, despite two previous negative tests for HSV 
by PCR.  TB tests were negative.  EEG was abnormal, though non-focal.  PET scan 
showed bilateral hippocampal enhancement.  Chest and abdominal CT scans were 
negative. A brain biopsy of the left frontal lobe showed multiple lesions within brain 
parenchyma consisting of clusters of perivascular neutrophils and mature lymphocytes, 
macrophages, giant cells, and reactive astrocytes.  Special stains showed no bacteria, 
fungi, mycobacteria, or parasites; electron microscopy was non-contributory. 
Immunochemical stains characterized the inflammatory cells as mature T-cells.  The 
patient became more awake and alert after the institution of steroids. Several days 
following the biopsy, the patient was found unresponsive and failed efforts of 
resuscitation. 
 



Necropsy findings: Massive pulmonary embolism.  Gross examination of the brain 
showed features of cerebral edema, and no focal lesions.  The histopathological process 
was diffuse, though most severe in the temporal lobes.   
 
Material submitted: H&E section of cerebrum and one unstained slide. 
 
Points for discussion:  1. Diagnosis 

  2. Pathogenesis 
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CASE 2004-09 
 
Submitted by: 
 
 
Christopher Pierson, MD, PhD. Departments of Pathology Children’s Hospital Boston 
and Brigham and Women’s Hospital, Boston, MA 02115. E. Tessa Hedley-Whyte, MD. 
Department of Pathology, Massachusetts General Hospital, 14 Fruit Street, Boston, MA 
02114. 
 
 
Clinical History: 
 
A 40 year old G2 P2 mother delivered a full term male infant by repeat Cesarean section, 
at an outside institution, after an uncomplicated pregnancy. The mother’s first pregnancy 
was uncomplicated but a Cesarean section was performed for breech presentation. 
Prenatal labs were unremarkable. At delivery the infant was noted to have poor cry and 
decreased extremity tone. Apgar scores were 8 and 9 at 1 and 5 minutes, respectively. 
The patient was transferred to level 2 nursery two days after birth for work up. 
 
On admission the infant had a weak cry and was severely hypotonic in all extremities. 
The face was symmetric, but flaccid in tone. All cranial nerves were intact and a smile 
could be elicited. Respiratory effort continued to be labored and sternal retractions were 
noted. Breath sounds were clear. 
 
During the hospital course the infant was initially on room air with some dusky episodes 
that seemed to improve, however,  27 days after birth breathing became more labored due 
to the improper handling of secretions. The infant was treated with frequent suction and 
placed in a mist trough with oxygen to maintain saturations over 95%. An oral gastric 
feeding tube was placed due to an inability to swallow without aspiration. Barium 
swallowing studies were attempted but discontinued in progress due to aspiration.  
Cytogenetics revealed a normal male karyotype. MRI showed right temporal lobe 
polymicrogyria. A muscle biopsy was performed. 
 
 
Material submitted:  Two kodachromes of H&E and modified Gomori trichrome stained 
frozen sections from the right quadriceps muscle. 
 
 
Points for discussion: 1. Diagnosis 
             2. Pathogenesis 
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CASE  2004-10 

 
 

SUBMITTED BY: Dr. Juan M. Bilbao, Dr. Tim Feltis and Ms. Beverley Young. 
   Department of Pathology, University of Toronto, 
   Sunnybrook & Women’s College Health Sciences Centre,  
                                    and The Office of the Chief Coroner for Ontario  
  
CLINICAL HISTORY: 

• 40-Year-old Female.  History of  migraines and hypothyroidism, otherwise 
healthy. 

• June 17 neck “treatment”, shortly thereafter: agitation, blurred vision, intermittent 
hearing loss + stabbing headaches 

• June 22 collapsed in ER 
• June 23 angio: outpouchings at C1-C2, V3 segment of RtVA + aneurysm LtVA 

just distal to Lt PICA; small intradural RtVA (congenital) 
• June 26 CT: SAH posterior fossa, ventricles dilated (drained). Angiogram: spasm 

LtICA supraclinoid.  LtVA aneurysm eliminated with coils, pica still patent. 
• June 27 angio: progressing spasm both ICA’s and LVA, all balloon angioplastied 
• July 03 to 10 CT: infarcts Lt and Rt cerebellum and medulla. 
• July 11, patient died.  (Survival time: 24 days) 

 
NECROPSY FINDINGS: July 13. Pseudoaneurysm left vertebral A. distal to PICA, 
obliterated with a coil of platinum wire. Patchy infarction of medulla and cerebellum. No 
Fx of base of skull. Non-contributory findings on general autopsy. 

 
MATERIAL SUBMITTED: Paraffin section – Horizontal, Rt hemi-spine C1-C2 

- Movat's  Pentachrome. 
 

POINTS FOR DISCUSSION:   1) Diagnosis 
          2) Pathogenesis.  
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CASE 2004-11 

 
Submitted by: Fausto Rodriguez  MD1, David G Piepgras MD2, Robert D 
Brown MD3,   Heidi Connolly MD4 , Caterina Giannini M.D1. 
1Departments of Anatomic Pathology, 2Neurosurgery, 3Neurology and 4Cardiology Mayo 
Clinic, Rochester MN 55902. 
 
Clinical History: A 41-year old woman, with a two and a half year history of complex 
neurologic symptoms, was first evaluated at our institution in September of 2003.  
She initially presented in December of 2001 with a twelve-month history of transient left 
sided paresthesias and a five-month history of visual abnormalities. Her past medical and 
family histories were noncontributory. Magnetic resonance imaging (MRI) of the brain 
revealed multiple areas of decreased T2 signal involving the frontal lobes bilaterally and 
the left parietal cortex. Minimal enhancement after administration of gadolinium was 
observed in some of these lesions. A subacute infarct involving the deep right parieto-
occipital lobes consistent with a right posterior cerebral artery (PCA) distribution was 
also identified on T2 and diffusion weighted images. A transesophageal echocardiogram 
was also performed to exclude the possibility of a cardiac source of embolism, and was 
unremarkable. In the suspicion of CNS vasculitis, a right temporal lobe biopsy was 
obtained which, however, showed only mild nonspecific gliosis.  
   Two days prior to the current admission she developed progressive left hemiparesis and 
headaches. Neurologic exam revealed a left upper quadrant visual defect. Extraocular 
muscle movement was normal. She was oriented to person, place, and time. Increased 
muscle tone with associated weakness was noted on the left extremities. A left Babinski 
sign was elicited. Coordination was unaffected. Routine laboratory tests on admission 
were normal except for borderline microcytic anemia, increased erythrocyte 
sedimentation rate at 47 mm, and mild elevation of serum calcium and alkaline 
phosphatase. Computed tomography of the head without contrast showed recent 
intraparenchymal hemorrhage in the right frontal lobe, with surrounding edema and mass 
effect on the right frontal ventricular horn, as well as a remote infarct in the right PCA 
territory. A rim of enhancement on the right frontal lesion was demonstrated by MRI as 
well as a separate focus of hemosiderin in the right parietal lobe. A cerebral angiogram 
highlighted a 3-mm left internal carotid aneurysm with a wide neck just proximal to the 
origin of the ophthalmic artery, and mild luminal irregularity with focal dilatation of 
distal branches of the left middle cerebral artery. 
   After admission her left hemiparesis worsened and she was taken to the operating 
room. A right frontal craniotomy was performed with evacuation of right frontal and 
parietal hematomas.  
 
Material submitted: Representative H&E section of resected intracerebral clot. 
Points for discussion:  
1. Diagnosis 
2. Pathogenesis  
 




