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51ST ANNUAL DIAGNOSTIC SLIDE SESSION, 2010
CASE 2010-1

Submitted bySARAH E. MARTIN AND EYAS M. HATTABIndiana University School of Medicine
Clinical HistoryA 55 year-old female patient presented with bilateral hip and rib pain. A chestradiograph revealed multiple, bilateral rib fractures with callus formation.Additional radiographgs revealed insufficiency fractures of the right superiorand inferior pubic rami, ischium and possibly sacrum. MRI showed avascularnecrosis of the left femoral head. Laboratory studies were remarkable forhypophosphatemia. Parathyroid scan, octreotide body scan, and whole bodysestamibi scan were normal. A left total hip arthroplasty was performed forsymptom relief.
The patient was lost to follow up until six years later when, at the age of 61, shepresented with bilateral weakness and shooting pains in her legs precipitated bya fall. She denied back pain, bowel or bladder dysfunction. Full body positronemission tomography/computed tomography (PET/CT), revealed a 4.3 X 1.7 cmfluoro-deoxyglucose (FDG18)-avid expansile lytic lesion involving the leftposterior T12 neural arch. The patient’s serum fibroblast growth factor-23 (FGF-23) level was elevated. MRI of the spine revealed a multi-lobulated, vividlyenhancing, heterogeneous mass centered in the left pedicle and lamina of T12,with extension into the epidural space and posterior paraspinal musculature.The patient underwent T11 to L1 laminectomies and tumor resection.
Material SubmittedH&E sectionVirtual Slide (click here)
Points for Discussion1. Differential diagnosis2. Pathogenesis3. Clinical presentation4. Treatment
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51ST ANNUAL DIAGNOSTIC SLIDE SESSION, 2010
CASE 2010-2

Submitted byDRS. APRIL HENDRYX AND CINDY WELSHMedical University of South Carolina
Clinical HistoryA 68 y/o Caucasian male presented with pain in the mid-thoraxradiating around his right side and unsteadiness of gait. Examinationrevealed a T6 sensory level and spastic paraparesis. Bowel and bladderfunction were intact. Thoracic MRI demonstrated an erosive extradurallesion involving the right 6th rib and vertebra with compression of thespinal cord. The patient underwent thoracic laminectomy and removalof the epidural mass which was diagnosed as CPPD crystalline diseaseversus hydroxyapatite deposition. The patient improved after thelaminectomy.
Approximately 1.5 years later, the patient's symptoms recurred withincreasing axial back pain. MRI demonstrated progression of the bonyinvolvement with a new epidural component encasing and compressingthe spinal cord, and extending into the paraspinal tissues on the rightside. A radical excision of the entire process via a posterior approachwas performed.
Material SubmittedH&E and unstained sectionVirtual Slide (click here)
Points for Discussion1. Diagnosis2. Pathogenesis
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51ST ANNUAL DIAGNOSTIC SLIDE SESSION, 2010
CASE 2010-3Submitted byMIGUEL A. GUZMAN, MD AND ZISSIMOS MOURELATOS, MDPENN Medicine, Philadelphia

Clinical HistoryThis 44 year old woman presented to the Emergency Room with a two month history ofheadaches, dizziness and gait instability.
The patient had a long history of intermittent episodes of fevers with lymphadenopathythat started when she was 15 years old. An enlarged left axillary lymph node was biopsiedand read as "reactive/benign adenopathy". At age 25 she developed right cervicaladenopathy area which was also biopsied and found to be "reactive/benign". Throughouther adolescence and young adult life, she developed multiple upper respiratory tractinfections, and was found to have hypogammaglobulinemia, treated intermittently with IVimmunoglobulins.
At age 41 she developed persistent fevers and night sweats and was found to havehypermetabolic retroperitoneal and mesenteric lymph nodes on CT/PET scans. Flowcytometric analyses of lymph node and bone marrow were negative for lymphoma. Thelymph node biopsy showed "non-specific/reactive lymphadenopathy". She opted for asecond opinion/evaluation. Laparoscopic biopsy of periaortic nodes showed "focallynecrotizing lymphadenopathy, negative for malignancy or infection". She also developed askin rash that was biopsied and diagnosed as “lichen simplex chronicus”. She was evaluatedby Rheumatology and diagnosed with a specific rheumatological disease. She startedtreatment with hydroxychloroquine and prednisone with improvement of her symptoms.However the patient discontinued her medications two months before the currentadmission because she was gaining weight. She also had problems getting IVimmunoglobulins due to problems with her insurance coverage. Her last treatment was 2months prior to the current admission.
In addition to her chief complaints of headaches, dizziness and poor balance, she alsoreported mild gradual decrease in vision, fatigue, and anxiety about her condition. She wasafebrile. An MRI revealed a 28 x 23 mm avidly enhancing, intra-axial lesion within the rightoccipital lobe with surrounding T2 prolongation. Clinical laboratory tests were normalexcept for low IgA and IgM levels. The patient underwent excisional brain biopsy.
Material SubmittedH&E stained sectionVirtual Slide (click here)Points for Discussion1. Differential Diagnosis2. Follow-up
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51ST ANNUAL DIAGNOSTIC SLIDE SESSION, 2010
CASE 2010-4

Submitted bySRIRAM VENNETI MD, PHDUniversity of Pennsylvania Medical Center,ALEXANDER R. JUDKINS, MD AND LUCY RORKE-ADAMS, MDChildren’s Hospital of PhiladelphiaBERND W. SCHEITHAUER, MDMayo Medical Laboratories
Clinical HistoryRight intraparenchymal temporal lobe lesion (8.0 cm) in a 2-year oldgirl from Brazil. The lesion compressed, but did not invade, the lateralventricle.
Material SubmittedH&E-stained sectionVirtual Slide (click here)
Points for Discussion1. Differential Diagnosis, including immunohistochemical evaluation2. Prognosis
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51ST ANNUAL DIAGNOSTIC SLIDE SESSION, 2010
CASE 2010-5

Submitted bySANDRA CAMELO-PIRAGUA AND DAVID N LOUISMassachusetts General Hospital and Harvard Medical SchoolRONALD A GOERSSSouth Miami Hospital, FL.
Clinical HistoryA 38-year-old man presented with seizures after a year-long history offluctuating neurological signs and symptoms. The patient had a history of HIVinfection, ongoing cocaine use and intermittent compliance with his anti-HIVregimen. Imaging studies showed bilateral, occipital white matter hypodensitiesthat had been present over the past year as well as a new area of hypodensity inthe posterior left parieto-occipital lobe.
Additional Information 18 mos ago 10 mos ago Presentation NormalLymphocytes (cells/ul) 1012 888 1890 680-3280CD3+ (cells/ul) 921 755 1474 850-4950CD3+CD4+ (cells/ul) 71 36 346 350-1800CD3+CD8+ (cells/ul) 840 684 1191 250-2200Helper/suppressor ratio 0.08 0.05 0.21 0.9-3.5HIV PCR-QN (copies/ml) 157910 244580 3580
Material SubmittedVirtual Slide (click here) from Luxol Fast blue/H&E brain biopsy of the rightparieto-occipital lobe
Point for DiscussionDifferential Diagnosis
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51ST ANNUAL DIAGNOSTIC SLIDE SESSION, 2010
CASE 2010-6

Submitted byJULIA KOFLER, MD, GEOFFREY MURDOCH, MD, PHDUniversity of Pittsburgh
Clinical HistoryThe patient was a 52 year old male with a past medical history of classical Hodgkin lymphoma, nodular sclerosissubtype, diagnosed in 2006 and treated with several cycles of chemotherapy, autologous peripheral stem celltransplant in 02/2009 and mediastinal radiation therapy in 07/2009. About 2 months later, he presented with a 1-week history of dyspnea, non-productive cough, low-grade fever, chest wall pain and rash. Chest X-ray revealed aconsolidation of the left upper lobe consistent with radiation pneumonitis. The patient was admitted to the hospitalbecause of worsening respiratory symptoms. He also appeared to have mild mental status changes with difficultiesrecalling the events of the past few days. He was slightly slow to respond to questions, and had a sluggish rightpupillary reflex. A CT of the head without contrast showed no significant abnormalities.
One day after admission, the patient collapsed and was found minimally responsive lying on the floor with nystagmusand faint twitching movements of his left upper extremity. A follow-up CT scan reported a new intraventricularhemorrhage in the temporal horn of the left lateral ventricle (Figure 1) and a small amount of blood on the left leaf ofthe tentorium. The patient had another seizure and became completely unresponsive with poor oxygenationrequiring intubation. Shortly later, he developed bradycardia followed by asystole. Resuscitation efforts wereunsuccessful. The patient died about 3 hours after his collapse.

Figure 1 Figure 2

Additional InformationCoronal sections of the brain (1550 grams) revealed a 2.5 x 1.5 x 1.5 cm hemorrhagic lesion in the left anteriortemporal lobe involving amygdala and hippocampus with minimal extension into the ventricle (Figure 2). Grossexamination of the brain was otherwise unremarkable.
Material SubmittedH&E section of the left hippocampusVirtual Slide (click here)
Point for DiscussionDiagnosis
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51ST ANNUAL DIAGNOSTIC SLIDE SESSION, 2010
CASE 2010-7

Submitted byM. SHAHRIAR SALAMAT, MD, PHD AND BOB CORLISS, MDUniversity of Wisconsin Hospital and ClinicsSARA ZYDOWICZ, DOChicago, IL
Clinical HistoryA 3 1/2 old previously healthy girl had a sudden episode ofunresponsiveness witnessed by her mother. Imaging studies of the stillunresponsive child revealed severe, bilateral pulmonary edema (flashedema) and diffuse anoxic brain injury. Aggressive resuscitative effortswere unsuccessful and she was pronounced dead.
Additional InformationExternal exam was unremarkable. Multiple calcified subpleural,parenchymal and hilar nodal pulmonary granulomas were identified.Examination of the brain revealed diffuse basilar subarachnoid bloodoriginating from a collapsed irregular 2 cm basilar artery aneurysmarising at the confluence of the vertebral arteries.
Material SubmittedVirtual Slide (click here)
Points for Discussion1. Diagnosis2. Pathogenesis
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51ST ANNUAL DIAGNOSTIC SLIDE SESSION, 2010
CASE 2010-8

Submitted byDANA ALTENBURGER, MD; ANNE CHAUVET, DVM; FIDELMA KENNEDY, DVM;GARY S. PEARL MD, PHDOrlando Regional Medical Center
Clinical HistoryThe patient is a late teen male Bengal tiger that presented with a fewweek history of loss of balance. His gait continued to worsen despitetreatment with steroids. MRI was normal and his labs were non-contributory. Infectious disease titers were negative for tick bornediseases and canine distemper virus. He continued to decline witheventual loss of ambulation, poor tongue tone and swallowingdifficulties. Euthanasia was elected.
Additional InformationThe general autopsy was unremarkable. The 230 gram brain revealed asmall meningioma but was otherwise unremarkable.
Material SubmittedH & E section of brainstemVirtual Slide (click here)
Points for Discussion1. Diagnosis2. Utility of special stains in the diagnosis
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51ST ANNUAL DIAGNOSTIC SLIDE SESSION, 2010
CASE 2010-9

Submitted byDR. BRIAN A. SUMMERSRoyal Veterinary College, University of London
Clinical HistoryThis case involves an unexpected neurologic problem occuring in 42 of45 adult female cats on a study (most on the study were female). Now arecognized feline disorder, clinical signs included pelvic limb paresisand ataxia, progressing in some to paraplegia or tetraplegia. Theanimal presented here had clinical signs of a very severe T3-L3 lesion,with involvement of the cervical spinal cord.
Additional InformationAt post mortem examination, the entire spinal cord had bilaterallysymmetrical white discoloration of the funiculi. The spinal segmentsseemed slightly firm on sectioning.
Material SubmittedH&E stained section of spinal cordVirtual Slide (click here)
Points for Discussion1. Morphologic diagnosis2. Etiology
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51ST ANNUAL DIAGNOSTIC SLIDE SESSION, 2010
CASE 2010-10

Submitted byDOUGLAS C MILLER MD,PHDUniversity of Missouri School of Medicine
Clinical HistoryThis 65 year old man developed a cough and sore throat, which worsened over severaldays, bringing him initially to his primary care physician. He had a negative test forinfluenza, was told he had a viral illness, was given cough syrup, and was sent home.He developed fever to 104˚F, weakness, and anorexia and came to the hospital. He wasadmitted, started on oxygen, antibiotics, and bronchodilators, and was noted to havefebrile neutropenia. He was neurologically normal. However, he further deterioratedand required sedation, intubation, ICU admission, and pressors for septic shock. Hedeveloped ventricular tachycardia and then arrested after being given amiodarone. Hewas resuscitated, but developed acute renal failure. Six days after admission a head CTwas said to show subarachnoid hemorrhage. He was weaned from sedation butremained comatose, thought secondary to hypoxic brain damage after his cardiacarrest. Given the poor prognosis the family agreed to comfort care only, and shortlythereafter he died. Permission for a full autopsy was obtained.
Additional InformationThe general autopsy documented septicemia and a bilateral lower lobe pneumoniawith Candida glabrata and coagulase-negative Staphylococcus; the bone marrow washypercellular, thought consistent with sepsis. There was cardiomegaly with moderatecoronary artery disease.
The brain weighed 1600 grams (fixed), was swollen with central herniation, and hadsmall foci of fresh subarachnoid hemorrhage. Coronal sections showed noabnormalities of the cortex, but the white matter had numerous scattered roundpetechiae, the largest of which was 0.6 x 0.5 cm in one section. There were alsopetechiae in the brainstem and in the cerebellar white matter.
Material SubmittedLuxol Fast Blue/H&E combination stained section of cerebrumVirtual Slide (click here)
Points for Discussion1. Diagnosis2. Pathogenesis

http://image.upmc.edu:8080/NeuroPathology/WileyAANP2010/AANP2010-10.svs/view.apml?



51ST ANNUAL DIAGNOSTIC SLIDE SESSION, 2010
CASE 2010-11

Submitted byJUAN M. BILBAO, BEVERLEY YOUNG AND NANCY LIUSunnybrook Hospital, University of Toronto
Clinical HistoryThe patient was sixty-years-old when he died, 12 days after an episode of airway obstructionduring a swallowing evaluation in June, 2009. The patient was born in Austria, had an engineeringdegree, and managed his own business. He played golf and soccer. He lived in RSA and Canada. Hismother died of ALS.
At 56 years of age he developed partial complex seizures. MRI showed slight atrophy of mesialtemporal lobes, and a cerebellar hemangioblastoma. A persistent and protracted neuropsychiatricsymptom complex began to evolve including insomnia, suicidal ideation, panic attacks, tremors,unsteady gait, decreased social interaction, obsessions, weight loss attributed to compulsiveexercising, and loss of sex drive. Seizure activity was difficult to control.
In 2008 he developed forgetfulness and disorientation. He had intermittent "good days", when heread newspapers, played cards and displayed a fluent speech. A vast number of hematological,biochemical and radiological studies gave normal results. By May 2009, the patient had severememory problems. He had no abnormal movements or features of Parkinsonism. In June 2009, hebegan to experience choking episodes.
Additional InformationBrain weight was 1550 grams (fresh) and showed no significant atrophy. A cyst measuring 3.5 x 3cm was found in one cerebellar hemisphere with an attached nodule and the histologicalappearance of hemangioblastoma.
Microscopic examination revealed:1. AT-8 immunostain and Gallyas Ag impregnation: incipient AgG disease2. α -synuclein immunostain: significant Lewy pathology in nigra with trace involvement ofamygdale3. TDP-43 immunostain: incipient proteinopathy in hippocampus and entorhinal area4. No positivity for tau, α-synuclein and TDP-43 in neocortex.
Material SubmittedAny of sensory motor, frontal, temporal or parietal areasVirtual Slide (click here)
Points for Discussion1. What is the immunostain provided?2. Diagnosis
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CASE 2010-12

Submitted byARNULF H. KOEPPEN, ASHLEY N. DAVIS, JENNIFER A. MORRALVA Medical Center, Albany, N.Y.EDWARD S. JOHNSONWC Mackenzie Health Sciences Center, Edmonton, ABJIANG QIANAlbany Medical Center, Albany, N.Y.KINUKO SUZUKIUniversity of North Carolina, Chapel Hill, NCUTA GÖLNITZCentogeneMATTHIAS WITTSTOCKUniversity of RostockARNDT ROLFSAlbrecht-Kossel-Institute of NeuroregenerationRostock, GermanyRICHARD CAMICIOLIUniversity of Alberta, Edmonton, AB
Clinical HistoryThis 39-year-old woman had first symptoms of an ataxic disorder at the age of 10 (1978). She was unsteadyon her feet and later developed a speech impediment. At the age of 25, a presumptive diagnosis ofspinocerebellar ataxia (SCA) was made, but all genetic tests available at that time were negative (SCA 1, 2, 3,6, and Friedreich ataxia). The family history included essential tremor in her mother and maternalgrandfather. The patient married and had a normal son. A detailed neurological examination in October2001 (age 33) revealed normal mental status; saccadic intrusions into ocular pursuit movements; ataxia;dysmetria; dysarthria; hearing loss; modest hyperreflexia; and a right Babinski sign. She faithfully madefollow-up visits and received abundant support from her parents. The last neurological examinationoccurred in June 2007. She had progressed to intense rigidity of her extremities; dystonia; leg spasticity;and sustained ankle clonus. She was bed-bound and required a gastrostomy tube. Magnetic resonanceimaging was unrevealing. After release to a long-term hospital, she contracted pneumonia and died.
Additional InformationThe general autopsy revealed pulmonary congestion and an angiomyolipoma of the right kidney. The brainweighed 1321 g; the substantia nigra was pale
Material SubmittedH&E-stained section of cerebellar vermisVirtual Slide (click here)
Points for Discussion1. Diagnosis2. Clinicoanatomical correlation
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