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Ewing's sarcoma 

‒ It is another frequent tumor of adolescent population (usually <10yr age group). 

‒ The most common site is metaphysis and diaphysis of the femur. 

‒ The tumor is very aggressive and metastasize early to the lungs & lymph nodes. 

‒ Ewing’s sarcoma usually presents with local joint pain & swelling (usually around the knee). 

‒ Patients may initially be diagnosed with osteomyelitis, based on the misleading presentation of 

intermittent fever, malaise, leucocytosis, anemia, and increased ESR. 

‒ X-ray shows osteolytic lesion with “onion-skin” appearance often followed by “moth-eaten” 

appearance. 

 

 

Osteosarcoma 

‒ It is the most common malignant bone tumor in youth. 

‒ It is more common in femur (distal end), humerus (proximal end) and shin (proximal end). 

‒ The most common symptom initially is pain. 

‒ X-ray shows “Codman’s triangle” and “sun-burst” appearance. 

 

 

Giant cell tumor or Osteoclastoma 

‒ It is a tumor of adults and it involves the epiphysis of the distal femur or proximal tibia. 

‒ It is benign but locally aggressive. It frequently recurs even after local curettage. 

‒ Radiology characteristically shows a “soap-bubble appearance”. 

‒ The best way to handle this tumor is to recognize it and leave it to experts (know how to recognize 

bone tumors and refer them to appropriate experts). 
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LUNG CANCER 

‒ As the #1 killer in the USA, it is very important to know the different manifestations of lung 

carcinoma. The first step is being able to recognize the acute presentation in the context of an at risk 

patient and to associate it with malignancy as part of your differential. 

‒ Bone scan will be abnormal before the changes manifest in x-rays. 
 

‒ Until proven otherwise, suspect lung cancer in smokers who present with Horner’s syndrome (i.e. 

partial ptosis, miosis & anhidrosis). 

‒ Simple chest x-ray should be the first test in patients with suspected lung cancer. 

‒ A hilar mass on the chest x-ray film of a smoker is most probably a lung cancer. 

‒ There is currently no data which proves that regular chest x-rays (CXRs) can prevent death due to 

lung cancer. 
 

‒ Any chronic smoker with hypertrophic osteoarthropathy should have a chest x-ray to rule out 

malignancy. Hypertrophic osteoarthropathy is associated with chronic proliferative periostitis of the 

long bones, clubbing, and synovitis. It is usually associated with squamous cell carcinoma and 

adenocarcinoma of the lungs. 

 

 

Solitary pulmonary nodule 
‒ Solitary pulmonary nodule defined as a 3cm or less coin-shaped lesion in the middle to lateral one 

third of the lung surrounded by normal parenchyma. Most of them are benign. 

‒ Calcification of the nodules favors a benign lesion.  

‒ “Popcorn” calcification is a hamartoma while "bulls eye" is a granuloma. 

‒ In low risk patients (i.e. < 40 years and non smokers) a solitary pulmonary nodule is not a sign of 

immediate alarm. 

‒ The best approach is to ask for an old x-ray. 

‒ If there is no change in it for the last 12 months it is considered benign. It is followed by a CXR 

every 3 months, for the next 12 months, and if there is no growth or no symptoms it is left as such.  
 

‒ High-risk patients i.e. smokers, require a full investigation work up. It starts with a CT scan chest 

just to get better picture of the lesion and its extent, followed by fine needle aspiration. If the lesion 

is missed, an open-lung biopsy is an option.   
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Adenocarcinoma of the lung 

‒ Adenocarcinoma is the most common lung cancer, even in smokers. 

‒ It has the least association with smoking history. 

‒ It is usually located peripherally and consists of columnar cells growing along the septa. 

‒ It is present as a solitary nodule and may be detected incidentally. 

‒ It metastasize early to adrenals, bone and CNS. 

‒ It is typically associated with hypertrophic pulmonary osteoarthropathy.   

 

 

Squamous cell carcinoma of the lung 
‒ Suspect squamous cell carcinoma of the lungs in a patient with significant smoking history (i.e. 

more than 45 years), hypercalcemia (remember sCa++mous), and hilar mass. 

‒ Hypercalcemia results from the effect of parathormone-related protein (PTHrP). 

 

 

Small cell carcinoma of the lung 

‒ Squamous cell carcinoma of the lung usually produces ACTH and causing SIADH (Eaton-Lambert 

syndrome) and cushing’s syndrome. 

‒ Squamous cell carcinoma of the lung is the most common cause of venocaval obstruction 

syndrome. 

 

 

Breast cancer 

‒ Advanced age is probably the single most important risk factor for breast cancer. That’s why women 

of more than 40-50 years of age would need regular annual mammograms. 

‒ Only 10% of women diagnosed with breast cancer have positive family history. 
 

‒ Tamoxifen has a mixed agonist and antagonist activity on estrogen receptors. 

‒ Tamoxifen (anti-estrogen) reduces the risk of breast cancer in patients who have an increased risk 

of developing breast cancer. 

‒ Tamoxifen (estrogenic effect) increases the risk of endometrial cancer and venous thrombosis. 
 

‒ Tumor burden is the single most important prognostic consideration in the treatment of patients 

with breast cancer. It is based on TNM staging. 
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‒ Local therapy (e.g. resection of metastases, local irradiation) is rarely curative in patients with 

metastatic breast cancer, but it can be tried in patients with a resectable metastatic focus without 

signs of systemic involvement. 
 

 

Paget's disease 
‒ Paget's disease presents as a persistent dermatitis of the nipple. The lesion is typically red, oozing, 

crusted, and often unresponsive to topical steroids and antibiotics. 

‒ Biopsy reveals the characteristic microscopic changes. Biopsy shows malignant cells that invade the 

epidermis and have abundant pale-staining cytoplasm surrounding a hyperchromatic nucleus with 

prominent nucleoli.  

‒ In almost every case of Paget's disease, there is an underlying breast carcinoma. This is most 

commonly an infiltrating ductal carcinoma, but ductal carcinoma in situ (DCIS) may occasionally 

be present. 

 
 

Fibrocystic disease 

‒ It is benign condition. Very common in pre-menopausal females. 

‒ Patients present with bilateral painful, rubbery, firm, mobile masses; who experiences more 

tenderness during her menses. 

‒ Fibrocystic disease is treated with aspiration of the cyst, which should yield clear fluid and result in 

the disappearance of the mass. 

‒ Afterwards, patients are typically observed for 4 to 6 weeks. 

 
 

OVARIAN cancer 
‒ Patients affected: Postmenopausal, > 50 years of age. 

‒ Risk factors: Nulliparity, breast cancer, family history. 

‒ OCP use is protective. 

‒ History: Often asymptomatic, but may present with ↑ abdominal girth from ascites, GI and GU 

complaints, thrombophlebitis, and lower abdominal pain/pressure. 

‒ Physical examination: Early; Pelvic exam may be normal, or may present with a palpable adnexal 

mass and pedal edema. Late: Palpable mass, ascites. 

‒ Screening tests: None (routine ultrasound and, CA-125 are not cost-efficient and has no role in 

decreasing mortality from ovarian cancer). 
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Cancer colon 

‒ There are currently five recommended options for colorectal cancer screening: 

1) FOBT (fecal occult blood test). 

2) Sigmoidoscopy 

3) FOBT + Sigmoidoscopy 

4) Double contrast barium enema. 
 

‒ FOBT is the most commonly used screening test followed by sigmoidoscopy. 

‒ All patients older than 50 years of age should have an annual FOBT. Two samples from each of 

three consecutive stools should be examined. 

‒ A positive FOBT warrants further evaluation using colonoscopy. 
 

‒ When a questionable ulcer is visiualized by flexible sigmoidoscopy, a biopsy is recommended for 

two purposes: 

1) To rule out possible cancerous lesions, and 

2) To distinguish ulcerative colitis from Crohn’s disease (as treatment is different). 
 

‒ Patients with ulcerative colitis or pancolitis should begin surveillance after eight years from having 

the disease. 
 

 

Turcot's Syndrome 

‒ Turcot's syndrome refers to an association between brain tumors (primarily medulloblastomas and 

gliomas) and FAP (Familial Adenomatous polyposis) or HNPCC (Hereditary nonpolyposis 

colorectal cancer). 

‒ The majority of FAP-associated brain tumors are medulloblastomas, but gliomas have also been 

described. 

‒ Patients with HNPCC are prone to high-grade gliomas.  

‒ It is autosomal recessive and mainly occurs in teens.  
 

 

Gardner's syndrome 
‒ Gardner's syndrome is autosomal dominant where colonic polyps are seen with prominent 

extraintestinal lesions. These include desmoid tumors, sebaceous or epidermoid cysts, lipomas, 

osteomas (especially of the mandible), supernumerary teeth, gastric polyps, and juvenile 

nasopharyngeal angiofibromas. 
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Peutz-Jeghers syndrome 

‒ Peutz-Jeghers syndrome is an autosomal dominant inherited disorder characterized by intestinal 

hamartomatous polyps in association with mucocutaneous melanocytic macules.  

 

 

Lynch syndrome 

‒ Lynch syndrome is also known as hereditary non-polyposis colorectal cancer (HNPCC). 

‒ To aid its diagnosis, criteria known as the Amsterdam Criteria I is used:  

1) At least three relatives with colorectal cancer, one of whom must be a first degree relative of the 

other two 

2) Involvement of two or more generations 

3) At least one case diagnosed before age 50 

4) Familial adenomatous polyposis has been excluded 
 

‒ HNPCC is also classically divided into two subgroups on clinical grounds:  

1) Hereditary site specific colon cancer (Lynch syndrome I) 

2) Cancer family syndrome or (Lynch syndrome II: is distinctly associated with a high risk of 

extracolonic tumors, the most common of which is endometrial carcinoma, which develops in up 

to 43 % of females in affected families). 

 

 

Familial colonic polyposis (FAP) 

‒ FAP is an autosomal dominant disease caused by mutations in the adenomatous polyposis coli 

(APC) gene. 

‒ It accounts for less than 1 % of the total colon cancer risk in the United States. 

‒ A patient with FAP and hundreds of adenomas in the colon has a 100% risk of cancer, if he is not 

treated appropriately with a procto-colectomy.   
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Cancer stomach 

‒ The only malignancy that have decreased universally over the last several decades is stomach 

cancer. The reason for decrease in stomach cancer is not known and is not related to advances in 

medicine. 

‒ Acanthosis nigricans might be a manifestation of occult gastrointestinal malignancy. Acanthosis 

nigricans is dark, thick area of the skin, and the skin is velvety, most commonly in body folds. 

Acanthosis nigricans most often associated with being overweight. 

 

 

ESOPHAGEAL CANCER 

‒ The two major histological types are squamous cell carcinoma (SCC) and adenocarcinoma. 

‒ The risk factors for adenocarcinoma include Barrett's esophagus, chronic GERD, obesity, high 

dietary calorie and fat intake, smoking, medications that promote GERD, etc. Patients with Barrett's 

esophagus have a 1% per year risk of developing adenocarcinoma of the esophagus. 

Adenocarcinoma generally occurs in patients who had GERD symptoms more than 20 years and 

presents with weight loss, anorexia and asymmetric narrowing of the esophageal lumen. 
 

‒ The major risk factors for squamous cell cancer of the esophagus are smoking, alcohol, dietary 

deficiency of beta-carotene, vitamin B-1, zinc, selenium, environmental viral infections, toxin 

producing fungi, hot food and beverages, pickled vegetables and food rich in N-nitroso compounds, 

etc.  
 

‒ Barium swallow followed by endoscopy is usually done when a patient is suspected of having an 

esophageal cancer. 

‒ Esophageal cancer mimic achalasia. Features that favor esophageal cancer over achalasia are: short 

history, rapid weight loss, asymmetric narrowing of the esophageal lumen, and inability of 

endoscope to pass through the lower esophageal sphincter. 

 

 

Squamous cell carcinoma of skin 
‒ Squamous cell carcinoma develops on sun-exposed skin surfaces in elderly patients. 

‒ The carcinogenic potential of tobacco is multiplicative. 

‒ Cyclosporine is a commonly used immunosuppressant associated with an increased risk of 

squamous cell carcinoma of the skin and lymphoproliferative diseases. 
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‒ Whenever an open wound fails to heal after a prolonged period, biopsies have to be obtained to 

ensure that the ulcer has not degenerated into a squamous cell carcinoma. These ulcers are known as 

Marjolin's ulcers. 

‒ Diagnosis is with a punch biopsy. 

‒ Treatment of such lesions by Surgical removal. 

 

 

Basal cell carcinoma 

‒ Basal cell carcinoma is the most common form of skin cancer in the US. 

‒ It is the most common malignant tumor of the eyelid. 

‒ It usually occurs in fair-skinned individuals with a history of prolonged sun exposure. 

‒ The cancer usually remains local and almost never spreads to distant parts of the body, but it may 

continue to grow and invade nearby tissues and structures, including the nerves, bones, and brain. 

‒ The five warning signs of basal cell carcinoma are:  

1. Open sore that bleeds, oozes, or crusts and remains open for three or more weeks.  
2. Reddish patch or irritated area  
3. Shiny bump or nodule that is pearly or translucent and is often pink, red, or white.  
4. Pink growth with a slightly elevated rolled border and a crusted indentation in the center.  
5. Scar-like area which is white, yellow or waxy, and often has poorly defined borders. 

 

‒ Basal cell carcinoma has a shiny or "pearly" appearance and indurated. 

‒ The most common location is the lower eyelid margin, followed by the medial canthus, upper 

eyelid, and lateral canthus. 

‒ Diagnosis is confirmed by shave or punch biopsy (full-thickness biopsy). 

‒ Basal cell carcinomas are histologically characterized by invasive clusters of spindle cells 

surrounded by palisaded basal cells. 
 

‒ Treatment by Surgical removal. 

‒ Mohs surgery is a special type of surgery wherein microscopic shaving is done, such that 1-2 mm 

of clear margins are excised. This technique currently has the highest cure rate for basal cell 

cancer, but is indicated only in patients with high-risk features, as well as those with lesions in 

functionally critical areas (e.g., perioral region, nose, lips, ears). 

‒ After treatment, new sites of basal cell cancer can occur; therefore, diligent monitoring of such 

patients is necessary via regular follow-up examinations by the health care provider.  
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Malignant melanoma 

‒ Malignant melanoma is called "the fascinating disease." It can go to the most unimaginable places, 

lie dormant for 15-25 years, then recur in surprising ways, even if the primary tumor was resected. 

‒ In many cases, malignant melanoma has spread to all sorts of places like the muscles of the heart 

and the bile duct.   

‒ Think of malignant melanoma in a patient with a metastatic mass that is bleeding inside brain. 

Malignant melanomas are notorious for causing bleeding inside the metastatic mass in the brain. 
 

‒ There are four tumors in the body that have not been reported to metastasize (almost never 

metastasize) to the brain:   

1) Non-melanomatous skin cancer 

2) Oropharyngeal cancer 

3) Esophageal carcinoma 

4) Prostate cancer  

 

 

Squamous cell carcinoma of the mucosa of the head and neck 
‒ Squamous cell carcinoma of the mucosa of the head and neck is common in patient with a 

significant history of alcohol and tobacco use. 

‒ The first manifestation may be a hard (firm) unilateral solitary non-tender lymph node. 

‒ Such lymph nodes in the submandibular or cervical region in an older patient with a history of 

smoking are highly concerning for head and neck cancer (mostly squamous cell carcinoma). 
 

‒ The initial test is lymph node biopsy followed by panendoscopy (triple endoscopy = esophagoscopy, 

bronchoscopy, laryngoscopy) to detect the primary tumor.   

 

 

Cryptorchidism (crypto = hidden, orchid = testicle) 
‒ Cryptorchidism, in which the testis fails to descend into its normal position in the scrotum, by age 12 

months. If the baby was premature, you wait until they would have been 12 month old, e.g., if 3 

month premature, wait until they are 15 month before labeling the testicle as really undescended. 

‒ Treatment is delayed until 12 month of age to give the testicle a chance to come down on its own. 

‒ The procedure is called orchiopexy, and frees up the bands of tissue that kept the testicle from 

coming down. It is 99% effective and is done on an outpatient basis under general anesthesia. 

6 
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‒ Boys with cryptorchidism are at high risk for the development of testicular malignancy later in life. 

(nearly four times higher than the risk in the general population). 

 
 

Solid testicular mass 
‒ This is the tumor that we kill first and investigate later. 

‒ After the diagnosis of a solid testicular mass has been made, (a painless hard mass in testicle + 

suggestive ultrasound), the initial management is removal of the testis and its associated cord, 

orchiectomy. 

‒ The testis and abnormal tissue present is then examined under the microscope to determine the type 

of cancer. Depending on the cell type of the cancer present other therapies, i.e. additional surgery, 

radiation therapy, or possibly chemotherapy may be indicated. Using a combination of these 

therapies, testicular cancer has one of the highest cure rates of all cancers. 

 

 

TESTICULAR CANCERS 
‒ AFP, beta-hCG, and PLAP are tumor markers useful in diagnosis, staging, and monitoring patients 

with testicular cancers. 
 

‒ Leydig cell tumors are the most common type of testicular sex cord stromal tumors → principal 

source of testosterone and increased aromatase expression  → increasing estrogen production  → 

secondary inhibition of LH and FSH levels. The most common endocrine manifestation is 

gynecomastia, however in prepubertal cases, precocious puberty is common. 
 

‒ Seminoma: PLAP  
 

‒ Embryonal cell carcinoma: AFP + beta-hCG (50%)  
 

‒ Choriocarcinoma: beta-HCG 
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Prostate cancer 

‒ The American Cancer Society urges physicians to offer yearly prostate specific antigen (PSA) blood 

tests and digital rectal examinations (DRE) beginning at age:  

1) 50 years - for men who have at least a 10-year life expectancy 
 

2) 45 years - for men at high risk 

• African Americans 

• men with a first-degree relative diagnosed with prostate cancer at an early age (younger than 

age 65)   
 

3) 40 years - for men at even higher risk 

• men with several first-degree relatives who had prostate cancer at an early age. Depending on 

the results of this initial test, further testing might not be needed until age 45. 

 

‒ Palliative radiation along with anti-androgen therapy, is the treatment of choice for metastatic 

prostate cancer. Anti-androgen therapy consists of Leuprolide (LHRH analogue). Flutamide is 

considered inferior to LHRH analogues. 

 

‒ Radiation therapy is the most appropriate for the management of progressive pain in patients with 

prostate cancer and bony metastases after androgen ablation (orchidectomy). Focal external bean 

therapy is an excellent choice as metastasis is localized to few sites. 

 

 

Metastatic spinal cord compression 

‒ Metastasis of prostate cancer can lead to acute cord compression (i.e., absent rectal tone, urinary 

incontinence, motor and sensory loss in the extremities). 

‒ Back pain is the 1st symptom of cord compression with tenderness at the site of metastasis. 

‒ Spinal cord compression or Cauda equina due to metastasis is a medical emergency and needs 

prompt administration of intravenous steroids (dexamethasone) as the first step. 

‒ Next step would be an MRI of the spine. If MRI is not available or contraindicated (patients with 

pacemakers), CT myelogram should be done. 

‒ Once the diagnosis of metastatic cord compression is confirmed radiotherapy should be considered. 
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Brain metastasis 

‒ Surgical resection followed by whole brain radiation is the standard of practice in the management 

of solitary brain metastasis with stable extra-cranial cancer. 

‒ Multiple brain metastases are best treated with palliative whole brain radiation. 

 

 

Thymoma 

‒ Thymoma is usually found in the anterior mediastinum. 

‒ The diagnosis is suspected when an anterior mediastinal mass presents in a young male or female. 

About 20% of patients with myasthenia gravis have a thymoma.  

‒ Other anterior mediastinal masses include: retrosternal thyroid, teratoma, and lymphoma. 

‒ If the mass is large, patients may complain of chest heaviness or discomfort. Hoarseness, Horner's 

syndrome, and facial and upper extremity edema may occur when the tumors invade locally. 

‒ Thymoma is associated with pure red cell aplasia. Everything except RBC, ESR, Hb, Hct, and 

reticulocyte count are normal. 

‒ CT of the chest should be done to look for a thymoma in all newly-diagnosed myasthenia gravis 

patients. 

 

‒ Thymoma is usually found in the anterior mediastinum. 

‒ Pericardial cysts are usually found in the middle mediastinum. 

‒ Nneurogenic tumors are located in the posterior mediastinum. 

 

 

Multiple endocrine neoplasia (MEN) 
‒ MEN I:  pituitary tumors, pancreatic tumors , and primary hyperparathyroidism. 

‒ Hypercalcemia and intractable ulceration can be due to MEN I. 

 

MEN 2A MEN 2 B 

Medullary thyroid cancer 

Pheochromocytoma 

Primary parathyroidism hyperplasia 

Medullary thyroid cancer 

Pheochromocytoma 

Mucosal neuromas (tongue, lips, eyelids, GIT) 

Marfnoid habitus 

‒ Normal levels of calcium and PTH rules out MEN 2A. 
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‒ MEN IIa is an autosomal disorder resulting from germline mutation in the RET proto-oncogene 

localized on chromosome 10. In patients with suspected MEN IIa syndrome, DNA (genetic) testing 

has replaced biochemical measurement of serum calcitonin as the recommended screening test. If 

genetic analysis is positive for a RET proto-oncogene mutation, total thyroidectomy is indicated. 

 

 

Pancreatic cancer 

‒ The known risk factors for the development of pancreatic cancer include: family history, Increasing 

age (50 years), chronic pancreatitis, smoking, diabetes mellitus, obesity, and a diet high in fat. 

‒ Cigarette smoking is the most consistent reversible risk factor for pancreatic cancer. 

‒ Alcoholism, Gall stones, and Coffee intake are NOT a risk factor for pancreatic cancer. 

‒ Pancreatic carcinoma is the primary differential diagnosis in patients with chronic pancreatitis. 

‒ Pancreatic carcinoma most commonly presents with a dull upper abdominal pain that radiates to the 

back, weight loss, or jaundice. Classic findings include a nontender but palpable gallbladder at the 

right costal margin in a jaundiced patient (Courvoisier sign) or left supraclavicular adenopathy 

(Virchow node) in a patient with metastatic disease.  

‒ Laboratory evaluation of those with pancreatic cancer typically demonstrates increased serum 

bilirubin and alkaline phosphatase in conjunction with a mild anemia.   

‒ Abdominal ultrasound is usually the initial imaging performed on patients with jaundice. When the 

ultrasound is nondiagnostic, the next step is to obtain an abdominal CT scan. Abdominal CT scan is 

a very sensitive and specific tool used in the diagnosis of pancreatic carcinoma. 

‒ Endoscopic retrograde pancreatography (ERCP) is an excellent tool in the diagnosis of pancreatic 

cancer, with a sensitivity and specificity of 90-95%. Because it is an invasive procedure, however, it 

is most commonly reserved for those patients who have already undergone a nondiagnostic 

ultrasound and a nondiagnostic CT scan.   

‒ The most commonly used tumor marker for pancreatic cancer is the cancer associated antigen (CA) 

19-9, which has a sensitivity and specificity of 80-90%. CA 19-9 can be elevated in patients with 

jaundice but no pancreatic cancer, however, which reduces its utility as a screening tool. 

Postoperative monitoring of pancreatic cancer with CA 19-9 may be helpful in evaluating the 

tumor response to chemotherapy.  
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VIPoma  

‒ VIPomas are cancerous pancreatic tumors that affect cells in the pancreas that produce vasoactive 

intestinal peptide (VIP). The cause is not known. Remember the pancreatic cholera - VIPoma 

‒ VIPomas are diagnosed most commonly at age 50 or so. Women are more likely to be affected than 

men. 

‒ VIPomas cause severe watery diarrhea, hypokalemia resulting in leg cramps, and a decrease in the 

amount of acid in the stomach. Other symptoms include dehydration, abdominal pain and 

cramping, weight loss, facial flushing and redness. 

‒ High level of VIP (vasoactive intestinal peptide) in the blood is diagnostic. 

‒ A CT scan or MRI is ordered to determine the location of the tumor.   

‒ The first goal of treatment is to correct dehydration. Intravenous (IV) fluids are often required to 

replace fluids lost in diarrhea. The next goal is to slow the diarrhea. Some medications can help 

control the diarrhea, such as octreotide. If the tumor has not metastasized, surgery can often cure it. 

 

‒ INSULINOMA is a rare beta-cell tumor that releases Insulin and causes hypoglycemia. 

‒ Elevated C-peptide levels and proinsulin levels are seen in patient with beta cell tumors. 

 

 

Glucagonoma 
‒ Glucagonoma produces a characteristic skin rash (necrotizing dermatitis), weight loss, anemia, and 

persistent hyperglycemia. 

‒ Glucagonoma is defined as a tumor of the islet cells of the pancreas, which secretes the hormone 

glucagon. 

‒ The excess glucagon causes symptoms such as glucose intolerance and hyperglycemia. 

‒ It also causes a distinctive skin lesion called 'necrolytic migratory erythema.' 

‒ It is usually malignant, and metastasis to the liver may occur. 

‒ The diagnosis is confirmed by elevated levels of fasting glucose and serum glucagon, as well as a 

pancreatic tumor revealed by CT scan. 

‒ The preferred treatment is surgical removal of the tumor (not respond to chemotherapy). 
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Juvenile angiofibroma (JNA) 

‒ Any adolescent who presents with a nasal obstruction, visible nasal mass, and frequent nosebleeds 

(epistaxis) is considered to have a juvenile angiofibroma (JNA), unless proven otherwise. 
 

‒ This is typically found in the back of the nose or upper throat (nasopharynx) of adolescent boys. 

‒ It is a benign growth, but is capable of eroding and locally invading.   

‒ JNAs are deemed potentially very dangerous because these are composed of many blood vessels 

which may bleed readily. In addition, its common areas of occurrence are difficult to access 

surgically. For these reasons, such tumors should only be touched by a specialist. 
 

‒ In some cases, no treatment is necessary.  

‒ Treatment is required if the angiofibroma is enlarging, obstructing the airway, or causing chronic 

nosebleeds. Surgical treatment includes removal of the tumor. Removal is often difficult because the 

tumor is unencapsulated and may be deeply invasive. Recurrence of the tumor after surgical 

resection is common. 

 

 

TROUSSEAU'S SYNDROME “MIGRATORY THROMBOPHLEBITIS” 
‒ Patient often complaints of pain, itching and red streaks (thrombophlebitis) in some part of her 

body with similar episode in another part weeks ago, and it went away on its own. 
 

‒ Patients with Trousseau's syndrome usually have an occult tumor, which may not always be 

detectable at the time of presentation. The most common tumor is an adenocarcinoma. 

‒ Based on the reviews, 24% of patients have pancreatic carcinoma, 20% lung carcinoma, 13% 

prostate cancer, 12% stomach cancer, 9% acute leukemia, and 5% colon cancer. 

‒ The thrombophlebitis of the atypical sites such as arm and chest is an important clue for the 

underlying carcinoma. 
 

‒ Pancreatic cancer is the 4th leading cause of death from cancer in the U.S. The disease is slightly 

more common in men than in women, and risk increases with age. The cause is unknown, but the 

incidence is greater in smokers. Abdominal CT scan is the test of first choice when the suspicion of 

Pancreatic cancer is so high. 

‒ Trousseau's syndrome that occurs in about 10% of patients with pancreatic adenocarcinoma is 

attributed to the elaboration of platelet-aggregating factors and procoagulants from the tumor or 

its necrotic products. Both venous and arterial thrombi can occur. So coagulation studies and 

Doppler studies may be needed later but not at this point.   
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‒ These venous thrombi can embolize to the lungs. A large "saddle" pulmonary embolus may result 

in sudden severe dyspnea and demise of the patient. Smaller emboli, as in this case, may produce 

pulmonary infarctions with some dyspneaand chest pain. In such a case a V/Q scan or spiral CT 

chest will be needed.  

 

 

CHRONIC DIC 

‒ Migratory thrombophlebitis and atypical venous thromboses are suggestive of chronic DIC, which 

is most likely due to cancer. 

‒ The typical laboratory findings of chronic DIC include mild prolongation of PT, low fibrinogen 

levels and positive Fibrin split products (FSP). 

‒ The most common causes are malignancies of the lung, pancreas, stomach and prostate. 

‒ CT of the chest, abdomen and pelvis are thus indicated to identify and further evaluate the 

underlying malignancy, along with age-appropriate cancer screening (e.g., digital rectal exam, 

mammography, colonoscopy). 

 

 

Cervical lymph nodes 

‒ Small, rubbery cervical lymph nodes are a common observation in healthy children and young adults 

and rarely pathologic. Nodes less than 1 cm in diameter are almost always due to benign process. 

‒ Patients with asymptomatic, soft lymph nodes can be observed for node growth or the development 

of symptoms. 
 

‒ In contrast, nodes associated with cancer tend to be firm and immobile. Nodal diameter > 2 cm is 

associated with a greater likelihood of malignancy or granulomatous disease. 

 

 

‒ Ondansetron (5-HT3 receptor antagonist) is the drug of choice for chemotherapy-induced emesis. 

‒ Megestrol acetate is the drug of choice for cancer-associated anorexia. 
 

‒ Biphosphanates (e.g.IV zoledronic acid, pamidronate) are the drug of choice for mild and moderate 

hypercalcemia due to malignancy. 

‒ Vigorous hydration with IV saline and furosemide are used in emergency treatment of 

hypercalcemic crises (vomiting, oliguria, anuria, somnolence and eventually coma). 
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Pain management 

‒ Give the appropriate pain medication to cancer patients. 

‒ Do not be afraid to use a narcotic drug if it is the most appropriate. 

‒ Although there are many versions, three key principles to the use of pain medications in patients 

with terminal stages of cancer are as follows:   

1) Try non-narcotic measures first, unless you are sure (using your clinical judgment) that the 

patient is in severe pain. 

2) Do not be afraid to give narcotic analgesics.  

3) Prescribe adequate amounts of medication. 

 

 

Tumor lysis syndrome 
‒ Tumors with high cell turnovers are frequently associated with tumor lysis syndrome. 

‒ The tumors most often associated with this syndrome are the poorly differentiated lymphomas (e.g., 

Burkitt's lymphoma) and the leukemias (particularly ALL and less often AML). 
 

‒ Although the introduction of allopurinol has reduced the acute urate nephropathy to a large extent, 

the possibility of tumor lysis syndrome remains. 

‒ There are a number of metabolic abnormalities associated with tumor lysis syndrome. These include 

hyperphosphatemia, hypocalcemia, hyperkalemia, and hyperuricemia. 
 

‒ Both potassium and phosphate are intracellular ions, and the breakdown of the cells release excess 

amounts of these. 

‒ Released phosphate binds calcium and causes hypocalcemia. Hypocalcemia is also due to the release 

of intracellular products by cell lysis. 

‒ Degradation of cellular proteins causes elevation of uric acid levels. 
 

‒ Prompt identification and immediate treatment of such metabolic abnormalities is necessary since 

these may lead to fatal arrhythmias, acute renal failure, and even sudden death.  
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Febrile neutropenia 

‒ Febrile neutropenia is considered a medical emergency. 

‒ Fever in a neutropenic patient is defined as a single temperature reading of greater than 

38.3C(100.9F) or a sustained T of greater than 38C(100.4F), over 1 hour. 

‒ Neutropenia is defined as an absolute neutrophil count < 500 cells/mm3. 

‒ Febrile neutropenia may be seen in patients who are undergoing chemotherapy. Chemotherapy 

leads to impaired immunologic function and lead to disruption of the skin and mucosal barrier 

(mucositis), which may result in seeding of bacteria into the blood stream (bacteremia). The most 

common site of mucositis is the gastrointestinal tract, and the frequently identified organisms are 

gram-negative organisms especially Pseudomonas aeruginosa. 

‒ Bacteria, fungi and viruses can all cause infection in neutropenic patients. Bacterial infections are 

the most common and are frequently caused by endogenous skin or colon flora. Gram-negative 

organisms especially Pseudomonas aeruginosa used to be the usual culprit, but now infections by 

gram-positive organisms are increasing in number.  

‒ Empiric therapy for febrile neutropenia should be targeted against gram-negative bacilli especially 

P. aeruginosa. Either monotherapy or combination therapy can be employed. 

‒ Monotherapy consists of ceftazidime, imipenem, cefepime or meropenem. 

‒ Combination therapy is equally effective and consists of an aminoglycoside plus an anti-

pseudomonal beta-lactam. 

‒ Fungal infections occur quite commonly in patients with prolonged neutropenia. When fever in 

neutropenic persists despite empiric antibacterial therapy, antifungal agents like amphotericin B are 

added to the empiric regimen. 

‒ Vancomycin is added to the empiric regimen when patient is hypotensive or he has severe 

mucositis, evidence of skin or line infection, history of colonization with resistant strains of S. 

aureus or pneumococcus or recent prophylaxis with fluoroquinolones.   
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Informed consent 

‒ A patient’s data may be used for research purposes only after obtaining informed consent (has to be 

written; verbal consent is not recommended). This includes explaining the following to the patient: 

1) The purpose of the search. 

2) The foreseeable risks or discomforts that the patient may experience 

3) That refusal or withdrawal will not affect current or future care that the patient is receiving 

4) That the patient can withdraw from the study anytime he/she wants to 

 

 

Breaking bad news     ***High-yield for the USMLE 

‒ Breaking bad news is a very sensitive issue to both patients and physicians. 

‒ For this reason, many institutions have created guidelines to assure that such conversations are 

carried out as smoothly as possible. 

‒ The following is an example of the recommended step-wise approach to breaking bad news to a 

patient: 

1) Make sure the patient is in a quiet, private and comfortable environment. 

2) Ask the patient how much he knows, or what he thinks he might have. This will give you an idea 

of what his expectations are. "What do you think of your symptoms?" 

3) Ask the patient how much he wants to know. "How much would you like to know about your 

condition?" 

4) Give him a warning shot. "Unfortunately, the situation is more serious than what I earlier 

thought." 

5) Break the news if he wants you to. "The results show that you have advanced lung cancer." 

6) Give his prognosis, but always keep him aware of all the options available to make his life as 

comfortable as possible. 

7) Try to explain everything as clearly and simple as possible.  

 

 

‒  
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