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Learning Objectives

The approved learning objectives for this program are:

1. Explain how to complete a suspicion of  cancer workup from symptoms to 
investigations, biopsy and referral.

2. Describe when to order a myeloma workup and how to manage the results 
(including MGUS and benign results).
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Presentation Outline:

• Why is pathology important (prior to referral)?
• Suspicion of  cancer – approach by disease site:

• Hepatobiliary / pancreatic mass

• Unknown primary – bone only metastases

• Multiple myeloma / MGUS

• Lymphoma

• Gyne / ovarian

• When to be cautious about ordering a biopsy 
• Is pathology always needed?
• Questions



Case #1

71F presenting to the ER with a several month history of  small caliber stools, 
nausea, and 25 lb weight loss. Rectal mass on examination. CEA is elevated.

CT A/P diffusely thickened rectum, suspected peritoneal carcinomatosis

General surgery resident consult  metastatic colon cancer, Prognosis 
“weeks”. Oncology inpatient consultation requested…



Case #1

• On further review:
• Past medical history is significant for lobular breast cancer many years prior. Completed 

adjuvant therapy 5 years ago.

• Patient underwent sigmoidoscopy. Biopsy taken – final pathology consistent with 
recurrent breast cancer. 

• Referral placed to breast medical oncologist; ongoing response to hormone therapy.



Cancer Center Triage Process

Consultation
Wait for new 

patient 
assessment

Oncologists’ 
Triage (based on 

disease site)

Incorrect diagnosis 
or disease site

Diagnosis 
appropriate 
treatment plan



Pancreatic / Hepatobiliary

• Pancreatic cancer –obstructive jaundice, abdominal or midback pain, 
significant weight loss. May not have jaundice if  tail lesion.

• Almost always adenocarcinoma but can sometimes show neuroendocrine 
tumors or lymphoma.  Can be site of  metastasis (esp renal).

• Biopsy is usually needed for treatment plan. 



Pancreatic Mass: Diagnosis

Moyer, M.T., Maranki, J.L. & DeWitt, J.M. EUS-Guided Pancreatic Cyst 
Ablation: a Clinical and Technical Review. Curr Gastroenterol Rep 21, 19 
(2019). https://doi.org/10.1007/s11894-019-0686-5

ERCP – surgery or gastroenterology
• therapeutic intervention (stent for obstructive 

jaundice)
• Usually not diagnostic for pancreatic 

Imaging guided biopsy 
• Available at more centres in the north
• Usually returns with diagnostic results

Endoscopic Ultrasound (EUS) *
• Dr. Al Mazrou’i & Dr. Hartford
• Can allow for better staging if  considered 

possibly operative



Liver mass diagnosis

• HCC
• 90% will have cirrhosis; increasingly seen in obese patients with NASH
• Classic hypervascularity and washout pattern on CT can be diagnostic without biopsy!
• Elevation in AFP tumor marker in 75%; level is prognostic

• Cholangiocarcinoma
• 20% intrahepatic; jaundice less likely
• RUQ pain, weight loss, elevated CA 19-9
• Refer to hepatobiliary surgery for biopsy

• Metastatic deposit – very common site. Interventional radiology is safe and high yield.



Tumor Markers 

• Problems with sensitivity and specificity
• Rarely useful alone in diagnosis; more helpful in disease response or recurrence on follow 

up.
• CA-19-9 (pancreatic, biliary)  not produced in 5-10% of  population. Can be VERY elevated in 

obstructive jaundice of  any cause
• CEA (colon, upper GI) Many false negatives. Helpful to follow if  elevated
• CA 125 (ovarian)  Can be elevated in any peritoneal pathology (infection, endometriosis)
• PSA  Produced by most prostate cancers at initial diagnosis; Higher number (>100) predicts 

likelihood of  metastasis.
• Alpha fetal protein  Abnormal in male patients; suggestive or germ cell tumor or HCC. 



Metastatic bone lesions

Lytic lesions Sclerotic Lesions

Renal cell Breast

Myeloma Prostate

Lung Lung (less commonly)

Thyroid

Breast (less commonly)

Diagnosis:  Plain film Xray, CT
NOTE: bone scan can be negative

Diagnosis: Bone scan, CT



Unknown Primary – Bone-only Lesions

• Sclerotic:
• Men with history of  prostate cancer, elevated PSA - refer to cancer center

• Women, any history of  breast cancer (even if  distant) – refer to cancer center

• Difficult to biopsy / lower yield but may be needed it diagnosis uncertain

• Lytic:
• Complete work up for myeloma

• CT C/A/P with contrast; upper and lower endoscopy, lymph node exam

• Can usually get CT guided biopsy if  soft tissue component



When to refer without a biopsy?

• Clinically unstable / difficulty getting pathology (call MD on call) 
• Imaging / labs diagnostic:

• Hepatocellular carcinoma  Classic CT contrast pattern, +/- elevated AFP (refer to 
surgery)

• Suspicion of  hematological malignancies needing bone marrow bx…

• Biopsy potentially dangerous (tumor seeding?)]
• Testicular Germ cell – testicular mass and elevated b-HCG and/or Alpha fetal protein 

(AFP)



Dr. Guy Desmarais



Mrs. X

• 74 female, Caucasian, lives independently with husband in outside of  Sudbury

• Presents with fatigue and mild SOB on exertion, no bleeding

• PMHx HTN, Gout, Obesity, DLPD

• Meds: allopurinol, irbesartan, rosuvastatin, niacin, fenofibrate

• No alcohol use

• Hb 100, MCV 90, WBC 6.6, platelets 200, Retic 30, creatinine 150, GFR 50, ferritin 
200, TSH normal, LE normal, B12 normal, albumin 30



What is the appropriate screen for 
Myeloma in the setting of  unexplained 

anemia?







Not all MGUS created equal



Myeloma

• Neoplasm of  Plasma cells

• 70ish% produce heavy chain +/- light chain

• 25ish% produce light chain only

• 2ish% non-secretory

• So: if  ordered only SPEP would miss 25% of  
cases!

• Need UPEP or FLC





Mrs. X’s SPEP shows 6 g/L M protein, 
immunofixation is IgG Lambda, UPEP 

positive for Bence-Jones protein



My patient has an M protein… now what?

• Look for CRAB!

• Bone Scan?

• Skeletal Survey?

• MRI, CT?

• Refer to cancer center!



Guy’s Myeloma No-No’s

• DO NOT
• Forget to screen for myeloma in anemia
• Forget to screen for myeloma in CRF
• Forget the FLC or UPEP
• Order a Bone scan to look for lytic lesions

• DO
• Add SPEP and FLC or UPEP to standard workup for anemia and CRF
• Order a skeletal survey or CT/MRI
• Refer to cancer center when SPEP shows monoclonal protein



Lymphoma



Mr. Y

• Mr Y, a healthy 50 yr old male non-smoker has noticed the appearance of  lymph nodes in his neck for the 
past 2 months. He comes to your office to discuss

• Takes no medications

• No recent infections or illnesses

• No recent travel

• No joint pains, vision loss, ulcers in mouth, rash

• No weight loss, night sweats or fevers

• Your examination shows a well appearing male with two palpable lymph nodes, 2cm in size on the right 
cervical chain, no other Lymphadenopathy is palpated, no organomegaly, rest of  exam is non-contributory

• What now?!?



Lymphoma facts!

• A neoplasm of  mature lymphoid cells originating from lymphoid tissues 
(nodes, spleen)

• Present with lymphadenopathy, organomegaly, B symptoms, Extranodal
involvement, Bone marrow failure

• Hodgkins/ Non-Hodgkins, B cell/ T cell, Indolent / Aggressive, Curable / 
Non-Curable





Mr. Y gets referred to ENT for an 
excisional biopsy of  the cervical node. 
What workup should you order while 
awaiting the pathological diagnosis? 



Lymphoma workup:

• Get a biopsy, the bigger the better
• CBC
• Lytes, Cr, Urea, Urate, Ca, albumin, LDH
• CT Neck/chest/abdo/pelvis
• Hepatitis B surface Ag, surface Ab, Core Ab, Hep C, HIV
• Echo

• Watch out for: febrile neutropenia, tumor lysis syndrome, hypercalcemia



Guy’s Lymphoma No-No’s

• DO NOT
• Get a fine needle biopsy

• Start prednisone prior to obtaining diagnosis/ without talking to Oncology

• Forget to screen for hypercalcemia/TLS

• DO
• Obtain Core or Excisional biopsy (the bigger the better)

• Discuss with oncology prior to considering prednisone

• Update patient’s vaccinations

• Refer to cancer center



Dr. Lacey Pitre



Case - GYNE

• 50F with new onset abdominal cramping, discomfort

• U/S



Most Common Patient Presentations 
Ascites/Peritoneal disease

Ca125, CEA

CT (AP +/- C)

Referral for BIOPSY

Referral to CANCER CENTRE

Large complex Ovarian mass

Ca125, CEA. If  less than 40 (AFP, BHCG, 
LDH)

CT (AP +/- C)

Referral to GYNECOLOGY

Referral to Gynecologic Oncology







Extra PEARLS

• LDAP

• Breast Cases 



Questions?
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