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Case presentation

A 50-year-old female patient presented to our hospital's emergency department 

with weakness, lethargy, loss of appetite, and weight loss that had progressively 

started four months ago.

CBC : WBC : 2130     HB: 10.7   ESR : 110

On examination, there was axillary lymphadenopathy and the patient complained 

of retrosternal pain.



➢ There are some axillary chain lymph nodes with maximum SAD : 12mm 

bilaterally.

➢ Aortocaval LAP with central hypo enhancement and rounded morphology in 

size 24 . 15 .15 mm is seen.

➢ There are some iliac chain lymph nodes with maximum SAD : 7mm 

bilaterally.

CT scan of  chest , abdomen and pelvic



The patient was evaluated during her previous hospitalization for weight loss and 

lymphadenopathy, and a biopsy of the axillary lymph node showed fibrosis and 

plasma cells infiltration. With suspicion of lymphoma, a hematologist performed a 

bone marrow biopsy, which resulted in:

Mild hypercellular marrow with mild increased T cell lymphocyte.



Flow cytometry immunophenotyping

➢ No flow cytometry evidence of B cell lymphoma or acute leukemia in this 

specimen

➢ Increase CD8 T cell lymphocytes with partial loss of CD7



▪ Due to the rejection of lymphoma, a rheumatology consultation is requested.

Immunological tests ( RF, HLAB27, ANA, ANCA were all negative, with the 

exception of elevated IgG4 (160 mg/mL).

• considering the aortocaval lymph node and the total IgG4, started pulse 

methylprednisolone for the patient with a diagnosis of possible IgG4 RD and 

discharged the patient with oral prednisolone.

Rheumatology consultation



In the current hospitalization, the patient underwent endoscopy with worsening

weakness and lethargy, odynophagia, and dysphagia, and the biopsy results are as

follows:

Diffuse whitish were seen in lower third of esophagus (probable candidiasis)



Finally, an infectious disease consultation was requested due to oesophageal 

candidiasis.

In addition to starting fluconazole, the patient was asked to take an HIV test, which 

was positive with  CD4: 15. 

Due to the positive HIV result, combination ART was immediately initiated with a 

once-daily regimen of                    dolutegravir/ tenofovir / emtricitabine.
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