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12 Aug 2009

gf ﬂgy

CT NECK, CHEST, ABDOMEN AND PELVIS

Clinical nofes:
Large mass floor of mouth, ? SCC,

Technigue:
Oral and intravenous contrast enhanced exarnination,

Findinps:
There 1= a large ill-defined heterogenous lobulated soft tissue mass seen in the floor of the

mouth which appears to be arizing from the left side. It measures up to Scm in maximal
sagittal diameter. It iz not possible to obtain an accurate axial digmeter as it is
> 11~ defincd. It involves the deep tiszues of the floor of the mouth extending up to and
- possibly invading the platysma. Given it's location and appearance it may be a mass arising
from the left sublinpual gland and may represent a SCC though histological diagnosis is
beyond the scope of CT.

There are no definite enlarged lymph nodes seen in the neck. No other soft tissue mas:.

In the chest, there is no mediastinal or hilar lymph node enlarpement. No pleural or
pericardial effusion,

An llmm sub pleural soft tizsue nodule is seen in the r;]g,ht middle lobe anteriorly. A similar
tized cub pleural soft tissue nodule is seen posterolaterally in the sub pleural space of the
left lower Jobe, A 6rmm nodule iz seen in the right lower lobe.




\

In the abdomen and pelvis, a 1 2mm hypodenaze area is seen in segment 2 of the liver. This

is likely to be a cyst but this should be confirmed with ultrasound. The liver has an

otherwise normal appearance. The kidneys, adrenal glands, pancreas and spleen have a normal
appearance. Mo para—aortic or pelvic lymph node enlargement. No ascites. The bowel has a

grossly normal CT appearances.

There iz a 1.8cm sclerotic area in the left ilium adjacent to the left sacroiliac joint. No
other focal bony lesion demonstrated.

Conclusion: g

Large maszs in the floor of the mouth which appears to be left zided and may be centersd
upon the left sublingual salivary gland. It's appearance are in keeping with an SCC. No

continued ...




Collected: | 12/08/2009 12:00 AM Notified by: on 00/00/00
Reported: 12/08/2009 Message:

HISTOPATHOLOGY REPORT

CLINICAL NOTES:
Fungating tumour floor of mouth - punch biopsy.

SPECIMEN:
Floor of mouth: A punch biopsy 2mm in diameter and 3mm in length. All

pracessed. One block. (SNM/rs/

MICROSCOPY: Section shows squamous muceosa with invasive islands of
moderately atypical squamous epithelium which infiltrate into the
underlying connective tissue. The lesion extends to the base of the

specimen.

CONCLUSION: Floor of mouth: Moderately differentiated squamous cell
carcinoma.
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Collected:

Reported: 12/08/2009

12/08/2009 -] 10:00 AM

Notified by:
Message:

SERUM BIOCHEMISTRY

Sodium

Potassium

Chloride

Bicarbonate

Urea

Estimated GFR

Creatinine

Total Bilirubin

Ala. Aminotransferase (ALT)
Asp. Aminotransferase (AST)
Alkaline Phosphatase (ALP)

Gamma Glutamyl Trans. (GGT)
Total Protein

Albumin

Globulin

Calcium

Cor. Calcium

Phosphate

e w® w0

(X ]

(X] (1] L1} L X ]

(X ] (X ] °8 S0 (X ] (X ]

138
4.6
100
28
90
58

7

18
20
54
13
83
44
53
2.51
2.43
1.0

mmol/L
mmol /L
mmol/L
mmol/L
mmol /L
mL/min
umol/L
umol/L
U/L
u/L
U/L
/L
g/L
g/L
g/L
mmol/L
mmol /L
mmol/L

Ref .Range

(136-146)
(3.5-5.0)
(95-110)
(22-31)
(3.08-10.0)
(> 60)
(60-110)

(<. 20)

(< 35)
(= 35)
(35-110)
(< 30)
(60-85)
(36-48)
(22-38)

(2.15-2.65)
(2.15-2.65)

(0.8 1.4,

on 00/00/00
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08/09/2009| (typed: 09/09/2009) -

was reviewed in the Head & Neck clinic today. He isEyear old
gentleman with a TANOM1 moderately differentiated squamous cell carcilOma of the
floor of mouth with lung metastases, He initially presented with a self detected lump
and some associated discomfort under his tongue. He was investigated for this with a
biopsy which revealed squamous cell carcinoma. Further investigations revealed a 5cm
tumour in the floor of touth. Staging investigations revealed bilateral pulmonary
lesions. A subsequent PET scan demonstrated FDG uptake within the left side of the
floor of mouth consistent with his known primary as well as two subpleural nodules;
one in the left lobe and a second in the right middle lobe with increased FDG uptake as
well as a further smaller Smm nodule in the right lower lobe posteriorly consistent
with multifocal pulmonary metastases.

He has Jost approximately 5-6 kilograms in weight and has some dysarthria and a little
bit of bleeding from the lesion in the floor of mouth. He does not have any pulmonary
symptoms. His ECOG performance status is 1.

He has no significant past medical history of note. He is not on ani mediiil'iiil i-




#4. 2/2

Physical examination revealed a large tumour in the floor of mouth. There is no
palpable cervical lymphadenopathy. Cardiovascular and respiratory examinations
were within normal limits,

ase was discussed at the multidisciplinary meeting. Although VATS
biopsy of one of his lung lesions had initially been concerned, the presence of multiple

lesions with FDG uptake was indicative for metastatic and thus 2 VATS biopsy has
been caneelled. ﬁaﬂe relieved that this is the case. The options
for subsequent treatment were discussed with him in particular the option of systemic

treatment with Carboplatin and 5FU, given his metastatic dicease. The specific side
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10/02/2010 (t}ped: 11/02/2010)

.

DIAGNOSIS: Stage IV squamous cell careinoma of the floor of mouth with known lung melastases
which has proved chemo-resistant fo the Carboplatin and 5 FU.

Thank you very much for your referral o to our radiation oncology clinic. I had the pleasure of
reviewing him today. As you know, has an extensive SCC of the floor of his mouth which I
s understand initially had good response to chemotherapy but has now proved 1o be chemo-resistant.

His repeat staging CT scan performed on 4/2/10 showed progression of one of his lung nodules but no other

metastatic disease.



> | reviewed him with Dr and we believe that palliative radiotherapy would be a reasonable next

step forlN i consideration of his progressive symptomatology. We intend to treat him with a
regime of 36/12/5 ta the floor of his mouth. We discussed this treatment in detail with Il oday explaining

sy the purpose of the treatment as for symptomatic relief rather than cure and he understood this. We also
discussed the possible side effects of the treatment :n detail and we were able to allay some of his concerns
regarding this. He agreed to have his simulation today and | understand he is seeing you later this afternoon

for further discussion regarding his ongoing treatment.

Naturally, we will kecp you informed of his progress throughout treatment.

Many thanks,

Yours sincerely,




31/03/2010

De

Diagnosis: Stage IV SCC of the floor of mouth (T4 N0 M1) with lung melasiases,
=l progressive disease qfter 5 cycles of Carboplatin/SFU
Patient declined palliative radiotherapy

Management: Review in 2 months



Mimage nent: Review in 2 months

*waa reviewed in our Medical Oncology Clinic on the 31% of March. As you know, he declined
radiotherapy in the end and decided to go onto a cleansing diet and then high dose Vitamin C tablets. .
tells me he would like to increase the dose of Vitamin C but is unable to take this orally and he has
therefore been in touch with you about some Vitamin I} injections. At this point in time he 15 not
interested in frying any chemotherapy nor radiotherapy, and T have to say {reatment options are limited
and mainly for symptom benefit.

'

'

Physical examination revealed no peripheral lymphadenopathy, the tumour underneath the tongue is
now filling the whole area along the teeth, it is quite irregular and dark, the remaining examination was
unremarkable apart ﬁ'nm. having lost further weight.

We will sec- again 1n 2 months.

Yours sincerely




21/04/2010

_— C T

==y Diagnosis: Stage 4 SCC of floor of mouth with lung metastases, progressive disease
of the primary after 5 cycles of Carboplatin/rU
=g Fatient declined palliative radiotherapy in February 2010




Thank you for seeing - as discussed earlier on the phone today with regards to
radiotherapy. As you know, he cancelled very last minute when everything was lined up for
= him in February of this year but since then the tumour has progressed quite rapidly and e
can see the need for local treatment. As explained to him, | would like to keep chemotherapy
for |ater on if we have to treat either a local recurrence once more or if his metastatic disease
) DECOMES hothersome JJifinow has increasing problems with eating and speaking. He is very
well aware of his limited options and will need just a bit of gentle encouragement to overcome
his fear of radiotherapy and the side effects, which have been painted in dramatic ways in the

past to him.

Thank you again for seeing him, a tentative review appointment with me has been booked for
the end of May.

Yours sincerel
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Fatigmt:
Adddrass:

Fosteoda:

Tests Aeguestad: FBE.CRP

¥ = Tests Dulatnding

Pathology Report

Receipt dato:

Collecad:

Pringed:

19/05/1
19/05/10 @ p9:co
20/05/10 @ [0:00

Dctar:

Coll.Date: 12/08/09 18/05/10

Coll.Time: 10:00

09:00

Haemogl obin: 14.7 2.3
Wl FiELE £.8 2
Platalets: 3qv 611 '

POV - g

REC: 4.58 3,00

BICH & a5 1od

MCH: 2.1 3i.0

MCHT: Adle 31.%

Meutrophila: 5 5.8

Lymphiooytes: 1.2 1.5

Morooyhes: 0.7 Byl

Fosioopailes. 0.2 0.4

Basrphils: 0.1 [y .ol

ESE: 1% T&

12/08/0% 7556661 The ESE is mildly elavated.

19/05/10 1674173

ghow normal morpholody
report - patient with knows Ca mouth.

Bed cells: macrocyhess,
Flateleta:

H
o
B
Units Ref . Range
- q/dL {13 .0-18.L)
13 *x10%/L {4.0-11.0)
1§ x10?/1 (150-450)
£ % ' (40.0-54.0) i
28 x1012 /7, (4 50-6.5%0)
5 £L (80 96)
-= j=ls] {27.0-32.0)
i g/dL (32.0-36.0)
Lk %10°/L, (2.0-8.0}
= %10° /1L {1.0-4.0}
it %107 /L (n.0-1.0)
2L %x10% /L, - {0.0-0.5}
2 %x10- /L (0.0-0.2)
- - o (0-15)
roglesuxi+, White cellis:
appear wildiy increased. Progress

The ESR is moderately elsvated.
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Patient: ooE: I

Subject; Ct Neck To Pelvis With Confras ate: ep 2010

SURGERY PATIENT ID NUMBER - = # # ) ’5<+’

T HNECK, CHEST, ABDOMEM PELVIS

Clinical notes: metastatic carcinoma floor of mouth post
chemoradiotherapy surveillance n

Technique: Arterial phase chest, portal wvenous phase abdomen ancd
pelvis with multiplanar reformats. COral contrast was given.

Findings:
NECE
Frimary site: no definite mass seen. There ix asymmetry of the

oropharyny with the right lingual tonsil larger with focal
—alcification probably benign

Modes: Ho lymphadenopathy aeen.

Metastases: Destructlive expansile mass of the anterior symphyseal
mandible measures 1% = 27 mm (AP £ TR).

Incidental findings: bkoth carotid bulbs sheow calcified plague
causling 50% plus stencses; both internal carotid arteries are
patent

CHEST :
Modes: Mo lvmphadencpathy.

== =p Metastases: innumsrable pulmonary nodules have inersased in size

and number: for example, target lesion in the superiocr segment

‘] [

left lower lobe now 30 x 35 mm compared to § x 2 mm previously,

= L= clllld perllcarlala Spaces Cledl.
Pleural and pericardial sp 1



LRTCOMEN FPE
Hodes: no

Metastases:
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&rlor?‘evitc Pathology Report
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Bazimnated GFR - = 90 nf./min 5
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