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CASE 2020-1 
 
Submitted by: 
B.M. Chaharyn MD and J. Maguire MB, BCh, BAO 
Division of Neuropathology, Vancouver General Hospital,   
899 W 12th Ave, Vancouver, BC, 1M9 
 
Clinical History: 
This 64 year old female presented to Vancouver General Hospital with a 1 year history of right sided 
dysesthesias and gait dysfunction. She first noticed a burning sensation of the right biceps which 
progressed to involve the entire right hemi-body sparing the face. Three months prior to 
presentation, she developed dysphagia and dysesthesia of the distal left lower extremity. An 
enhancing intra-axial left-sided exophytic cervical-medullary mass was seen on MRI. Pan-CT and 
PET did not identify any other masses. The patient underwent a sub-occipital craniotomy and 
microsurgical subtotal resection. 
 
 
Material submitted:  

1. One virtual H&E slide 
2. Representative pre-operative MRI images 

 
 
Points for discussion:  

1. Differential diagnosis 
2. Immunohistochemical and molecular findings 
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CASE 2020-2 
 
Submitted by:  
 
Xinhai Robert Zhanga, Lubov Romantsevaa, Harry V. Vintersb 

a. Rush University Medical Center, 1653 West Congress Parkway, Chicago, IL 60612 
b. UCLA Health, 10833 LeConte Avenue, Los Angeles, CA 90095 

 
Clinical History: 
 
13-year-old girl presented with intractable localization-related epilepsy requiring multiple-AED 
agents since the age of five. She was born full term with normal early development and 
milestones. She subsequently developed right hemiparesis and developmental delays after 
seizures had started.  Significant work-up for underlying cause of refractory status epilepticus 
including consults with allergy and immunology, rheumatology, neurology and infectious 
disease with unrevealing results. EEG showed multifocal seizures, most common from left 
fronto-temporal region and central mesial region. Her treatment also included IVIG, high dose 
steroids, and plasmapharesis. Eventually she underwent left frontal lobectomy and anterior 
corpus callosotomy. Post-operatively she developed cerebral venous thrombosis and central 
diabetes insipidus. At the same time she was found to have Prothrombin G20210A heterozygote 
mutation which very likely predisposed her to this thrombosis. Now she is in outpatient rehab, 
working on ambulation. Mostly seizure free, on 5 anti-seizure medications. 
 
 
Material submitted: 1 H&E slide and pre-operative images of MRI head without contrast 
 
 
Points for discussion:  

1. Clinical and radiographic presentations 
2. Histologic features 
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CASE 2020-3 
 
Submitted by: Bartholomew White, Meaghan Morris, Christopher Gocke, Fausto Rodriguez. 
 
 
Clinical History: 
The patient is an otherwise healthy 20 year old male who presented with episodes of 
unresponsiveness or writing movements. During his evaluation, he was found to have a non-
enhancing mass at the left foramen of Monroe.  
 
Material submitted: 

1. One hematoxylin and eosin stained section. 
2. Two MRI images (one T1 post contrast image and one T2 image). 

 
Points for discussion: 

1. Differential diagnosis. 
2. The utility of ancillary testing. 



61st ANNUAL DIAGNOSTIC SLIDE SESSSION 2020. 
 

CASE 2020-4 
 

Submitted By:  
Lucy P. Evans BS, Edwin Stone MD, PhD, Robert Mullins PhD, Budd Tucker PhD, Katherine 
Gibson-Corley DVM, PhD, Karra A. Jones MD, PhD 
The University of Iowa, Department of Pathology, Iowa City, IA 52242 
 
 
Clinical History:  
The patient initially presented in childhood with visual problems and was diagnosed with retinitis 
pigmentosa that progressed to clinical blindness. She started experiencing CNS symptoms in her 
early 20s including word finding difficulties and memory loss followed by generalized tonic-clonic 
seizures. Brain MRI showed generalized cortical atrophy of unknown etiology. Her CNS symptoms 
continued to progress before her death at 27 years of age. She had a cousin diagnosed with retinitis 
pigmentosa in her 20s, but no other pertinent family history.  
 
 
Autopsy Findings: An autopsy limited to brain and eyes was performed. Gross evaluation of the 
brain showed generalized cortical atrophy with a weight of 950 grams. Sectioning revealed a mildly 
thin cortical ribbon and highly atrophic bilateral lateral geniculate nuclei.   
 
 
Material Submitted: 
Gross images of the brain 
Gross image of coronal section including basal ganglia 
Gross image of coronal section including thalami/hippocampi 
H&E-stained section of the hippocampus 
 
 
Points for Discussion: 
1. Differential diagnosis 
2. Ancillary studies and molecular analysis 
3. Pathogenesis 
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CASE 2020–5 
(Presented in concert with case #6) 

 
Submitted by:  
 
Cathryn Cadwell, Nancy Kois and Arie Perry 
Department of Pathology, University of California San Francisco 
505 Parnassus Avenue, Suite M590 Box 0511 
San Francisco, CA 94143 
 
Clinical History: 
The patient is a 45-year-old man with no significant past medical history who presented with 
generalized weakness and multiple fractures due to hypophosphatemic osteomalacia. Imaging 
revealed an osteolytic, hypervascular mass in the left skull base with extension into the eft middle 
ear and multiple skull base foramina, and encasing the internal carotid artery. The radiologic 
differential included solitary fibrous tumor/hemangiopericytoma and hypervascular meningioma, 
among others. The mass was embolized prior to resection.  
 
Autopsy findings:  
Not applicable.  
 
Material submitted:  
One H&E-stained slide. 
 
Points for discussion:  
 

1. Diagnosis and differential considerations.  
2. Typical clinical presentation.  
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CASE 2020 #6 
(Presented in concert with case #5) 

 
Submitted by:   
 
Hannah Harmsen, Reid Thompson, and Ty W. Abel 

Vanderbilt University Medical Center 
Department of Pathology, Microbiology, and Immunology 
1161 21st Ave S MCN C-2318 
Nashville, TN 37232  
 
Clinical History:  
 
This is a 29-year-old male with a history of skin rashes who presented with back and hip pain 
leading to difficulty walking and morning pain and stiffness since 2016. An MRI in 2017 
demonstrated sacroiliitis and a possible fracture in the right hip, and he was diagnosed with psoriatic 
arthritis but showed minimal response to therapy. Further laboratory evaluation demonstrated 
elevated bone alkaline phosphatase, and a bone scan demonstrated multiple foci of uptake in the ribs, 
spine, right pelvis, and left femoral neck, most consistent with fractures. Further lab evaluation 
demonstrated elevated urine calcium, low serum phosphorus, and low Vitamin D and 1,25-
dihydroxyvitamin D levels. A PET scan revealed a single focus of increased uptake in the right 
temporal lobe. Follow-up MRI demonstrated a 1.3 cm homogeneously enhancing extra-axial mass 
arising from the floor of the right middle cranial fossa. A craniotomy for surgical resection of the 
lesion was performed.   
 
 
Autopsy findings: N/A 
 
 
Material submitted: Diagnostic MRI (T1 post-contrast) and 1 H&E stained section of the right dural-
based mass 
 
 
 
Points for discussion:  
 
1. Pathogenesis 
2. Behavior 

 
 
 
 
 
 



61st ANNUAL DIAGNOSTIC SLIDE SESSION 2020. 
 

CASE 2020 #7 
 
Submitted by: Garrett Fitzpatrick MD, Jesse Lee Kresak MD 
 
Department of Pathology, Immunology, and Laboratory Medicine 
University of Florida College of Medicine 
1600 SW Archer Road 
Gainesville, FL 32610 
 
Clinical History: 
Our patient was a three month old male born at 35 weeks with hypotonia, hypothermia, and 
respiratory distress subsequently presenting at three months of age with exacerbated respiratory 
distress and worsened hypotonia. Physical exam revealed a lethargic infant with global hypotonia, 
leftward gaze deviation, symmetric reflexes, tachypnea, left undescended testis, and hypospadias. 
Laboratory testing showed lactic acidosis. Imaging revealed abnormal diffusion restriction 
throughout the white matter tracts of the brain and spine. The patient’s respiratory status declined 
rapidly resulting in death at three months of age. 
 
 
Autopsy findings: 

1) Widespread leukoencephalopathy with spongiform changes 
2) Microvesicular steatosis of liver 

 
 
Material submitted: Diagnostic magnetic resonance imaging 
 
 
Points for discussion: 
1. Diagnosis 
2. Pathogenesis 
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CASE 2020 - 8 
 
Submitted by: Hannes Vogel MD hvogel@stanford.edu and Saman Ahmadian MD 
saman19@stanford.edu 
 
Laboratory of Neuropathology, Stanford University School of Medicine, R241 Edwards Building, 
300 Pasteur Drive, Palo Alto, CA 94305 
 
Clinical history: 
 
38-year-old female with the onset of symptoms approximately 10 months prior to biopsy, beginning 
with persistent post-exercise soreness in her legs. A PCP noted an elevated CK and she was referred 
to a rheumatologist. The patient showed a brief improvement on empiric steroids and 
hydroxychloroquine but then showed further decline. Methotrexate was added but discontinued 
because of mouth ulcers. She reported normal motor development and history of being athletic and 
hiking without any issues.  
 
She experienced gradual progression of her weakness, with progression to her arms, trouble raising 
her arms, as well as bulbar symptoms of fatigue with chewing and jaw pain. Neurologic exam 
showed progressive proximal muscle weakness more prominent in legs than arms. EMG was 
normal. Neuromuscular specialists recommended a muscle biopsy, followed by high dose 
prednisone, mycophenolate mofetil, and IVIG, with possible mild improvement of symptoms.  
 
Laboratory evaluations revealed negative or normal myositis panel, LFTs with AST/ALT of 106/91, 
and positive ANA and anti-DNA. The CK varied from 288 to 1089. The muscle biopsy showed 
reduced skeletal muscle carnitine levels, and normal acid and neutral maltase and CPT2 activities.  
 
Material submitted: A cryosection of quadriceps muscle stained with H&E, combined anti-slow and 
fast myosin dual IHC for fiber typing (brown fibers=Type 1, red fibers=Type 2), and an electron 
micrograph. 
 
Points for discussion:  
1. Diagnosis 
2. Therapeutic implications 
 



61st ANNUAL DIAGNOSTIC SLIDE SESSION 2020. 
 

CASE 2020-9 
 
Submitted by: Rachel A. Kolster, Jacquelyn Roth, Lea Surrey, MacLean Nasrallah  
 
Clinical History:  
A 19 year-old female with no significant past medical history presented to an outside hospital 
with 3 weeks of headaches that did not respond to medication. Imaging showed a 6 cm right-
sided temporal mass involving brain and meninges, of unclear origin. 
 
Autopsy findings:  
N/A 
 
Material submitted:  
2 images of H&E sections showing the temporal mass  
 
Points for discussion:  
1. Diagnostic work-up 
2. Pathogenesis 
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Case # 10 
 

Submitted by:  
 
M. Adelita Vizcaino M.D.1, Howard Chang, M.D.2, Rachael Vaubel M.D., PhD1 

 
Department of Laboratory Medicine and Pathology, Mayo Clinic Rochester, MN1 

Department of Pathology, Sparrow Hospital, Lansing, MI2 
 
Clinical history: 
 
50-year-old woman who presented with several falls due to syncope with loss of consciousness. 
MRI imaging revealed a 4.4 x 2.3 x 2.1 cm multilobulated, bifrontal falcine mass with solid and 
cystic components, associated with vasogenic edema and right to left midline shift. Radiologic 
differential diagnoses included hemangiopericytoma and angiomatous meningioma. She 
underwent gross total resection of the lesion. 
 
Material submitted:  
 

1. Virtual H&E  
2. MRI images 
3. Gross photo 

 
Points for discussion: 
 

1. Differential diagnosis 
2. Role of immunohistochemistry and molecular genetics 
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CASE 2020 [#11] 
 
Submitted by: Shannon Coy M.D., Isaac Solomon M.D., Ph.D. 
 
Department of Pathology, Brigham and Women’s Hospital, 75 Francis Street, Boston, MA 02115 
 
Clinical History:  

The patient was a 56-year old man from New Hampshire who presented with confusion. Ten 
months prior to presentation he developed fatigue, joint pains, and weight loss. Serologic testing for 
Lyme disease was negative but he nevertheless received a 3-week course of doxycycline without 
improvement. He was diagnosed with fibromyalgia by his local physicians. Three months prior to 
presentation he developed insomnia and cognitive difficulty which led him to quit his work as a 
nanotechnology engineer. During the month prior to presentation he frequently became lost while 
walking and had difficulty spelling words and dressing himself. His past medical history was notable 
for mantle cell lymphoma diagnosed nine years prior which was treated with bendamustine and in 
complete remission on maintenance rituximab. His family history was notable for schizophrenia in 
his sister and mild cognitive impairment in his mother. Initial examination showed disorientation to 
time, slow sparse speech, and poor recall with psychomotor slowing and masked facies.  
 Three weeks later, his symptoms worsened prompting presentation to the ED. On 
examination, he was afebrile with normal vitals but was disoriented to time and place and exhibited 
slow sparse speech with poor repetition, writing, and fluency, difficulty following complex 
commands, left-right confusion, and difficulty performing simple arithmetic. Cranial nerve 
examination was normal, and he was full strength with normal tone, no tremor, asterixis, or 
bradykinesia. Reflexes and cerebellar testing were normal, and toes were downgoing. There was a 
non-engorged tick in his left groin with surrounding induration but no rash. Multiple lumbar 
puncture CSF studies showed pleocytosis but unremarkable flow cytometry and cytology. RT-QuIC 
was negative. Broad auto-immune and infectious serologic testing was unrevealing. Magnetic 
resonance imaging showed no specific findings. Empiric solumedrol did not improve his symptoms.  
 He was discharged after an 11-day hospitalization but presented again to the ED two days 
post-discharge with worsening agitation. He was admitted, and olanzepine and thorazine were 
initiated to control his symptoms. He continued to decline and one week later he was unable to name 
any simple objects or follow any commands. His alertness deteriorated in the following week and he 
was only able to mumble incomprehensibly. Tone was diffusely increased with brisk reflexes and 
crossed adduction. Toes were downgoing. He remained full-strength and ambulatory to his bathroom 
with assistance from nursing. After another week, he had no further verbal output, would open his 
eyes to loud stimulation but not regard or track, and developed decorticate posturing. IVIG and 
steroid treatments did not improve his symptoms. He was transitioned to comfort care, and he passed 
away ten weeks after his initial presentation. 
 
Autopsy findings:  
The fresh brain weight was 1240 grams. There were no significant gross neuropathologic findings.  
 
Material submitted:  

1.) H&E stained glass slide of the right insula 
2.) Whole slide scans of H&E stained sections of the right insula, left frontal lobe cerebral 

cortex, and cerebellum 
 
Points for discussion:  

1.) Differential diagnosis and work-up 
2.) Epidemiology and pathology 


