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Instructions: Before starting the activity you should review both lists of vocabulary; then listen to the audio of the case report and lastly listen again while reading along with the text.

	Less technical vocabulary
	More technical vocabulary

	1. presented

2. routine followup

3. prolonged

4. hoarseness

5. ongoing

6. initial presentation

7. terminated prematurely

8. Emergent intubation

9. postintubation

10. extubated

11. stable

12. present at rest to varying degrees

13. vocal cords

14. reintubated

15. yielded

16. fine-needle aspiration

17. CT-guided

18. deemed inadequate

19. diffuse


	1. emphysema

2. hypertension

3. hypothyroidism

4. dyspnea on exertion

5. progressive dysphagia

6. modified barium swallow

7. mild esophageal dysmotility

8. small caliber

9. esophagogastroduodenoscopy

10. hypopharyngeal edema

11. respiratory distress

12. inspiratory stridor

13. mild adiposity

14. cricoid

15. goiter

16. nodules

17. atypical lymphocytes

18. flow cytometry

19. needle biopsy

20. surgical decompression

21. large B-cell non-Hodgkin’s lymphoma
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A 78-year-old man with a history of emphysema, hypertension, and hypothyroidism presented to his primary care physician for routine followup. During the review of systems, he was found to have dyspnea on exertion reported as unchanged from his baseline as well as progressive dysphagia of solid foods over an unspecified period of time. Physical exam was significant only for central obesity and decreased breath sounds with prolonged expiration bilaterally. A modified barium swallow one week afterward showed mild esophageal dysmotility and small caliber of the esophagus throughout. During the exam, the technician made note of hoarseness, which the patient stated had been ongoing for three weeks.

Esophagogastroduodenoscopy was performed approximately six weeks following initial presentation. Note was made of difficultly passing the endoscope into the esophagus secondary to hypopharyngeal edema. Endoscopy was terminated prematurely due to respiratory distress and decreasing oxygen saturation.

Emergent intubation was performed and the patient was transferred to the intensive care unit. Approximately three hours postintubation, the patient was awake and communicative, and wished to be extubated. As he had been otherwise stable, the decision was made to extubate. Within minutes, he began having inspiratory stridor. He was able to explain that this “shortness of breath” had been increasingly experienced over the past few weeks, to the point when it was present at rest to varying degrees. The otolaryngology service was called to assist in evaluation of the airway and emergent intubation; examination was normal, including appearance and movement of the vocal cords, and the patient was reintubated successfully.

Palpation of the neck by the intensivist team as well as the surgical oncology service was significant for mild adiposity and loosened neck folds, but despite easy identification of anatomical landmarks, including the cricoid and apparent movement of the isthmus with swallowing, no goiter or nodules were palpable. Computed tomography (CT) of the neck was performed, which yielded a thyroid mass with compression of the trachea inferiorly. Even after imaging was obtained, no mass could be identified by palpation by any participating physician. CT-guided fine-needle aspiration of the mass was performed, which was nondiagnostic but with atypical lymphocytes. The aspirate was deemed inadequate for use in flow cytometry. Rather than attempt a second needle biopsy, open biopsy was chosen with the advantage of surgical decompression, and the mass was identified as diffuse large B-cell non-Hodgkin’s lymphoma, positive immunostaining for CD45, CD10, and CD20.
