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CONTRIBUTOR: Edward Klatt, M. D. 
Pomona, California 

TISSUE FROM: Right adrenal gland 

CLINICAL ABSTRACT: 

FEBRUARY 1984 - CASE NO. 1 

ACCESSION NO. 24652 

Hi story : This 45 year old Cau~asian male was ini tially seen for 
symptoms re ating to groin pain, ~1hic~ was diagnosed as epidi dymo
orchitis . During the workup an IVP.was done that showed a right supra
,renal mass . He 1~as ·not hypertensive and had no other complaints . 

Laboratory data: 24 urine catacholami nes were not elevated. 17-
ketosteroids were normal. Cortisol was not elevated . 

Radiograph: ACT scan of the abdomen showed a solid mass of the 
right adrenal . 

SURGERY: (July 22, 1982) 

At laparotomy a 4 em. soft mass in the midportion of the right 
adrenal gland was found. The right adrenal gland was removed. The left 
adrenal appeared normal . An i ncidental appendectomy was performed. 

GROSS PATHOLOGY: 

A 28 gram adrenal gland was received that had a 4 x 3 em. oiameter' 
ovoid mass that on sectioning was yello~1 and soft, but with a central 2 
em. area of hemorrhage . 

FOLLOW- UP: 

As of January 1984 t he patient is wel,l and without evidence of recur
rent tumor. 



CONTRIBUTOR: John R. Craig, M. D. FEBRUARY 1984 - CASE NO. 2 
Pasadena, Californi a 

TISSUE F~OM: Adrenal gland ACCESSION NO. 24438 

CLINICAL ABSTRACT: 

History.: A 62 year old man was admitted with a two month history of 
right .flank pain . He first noted pain of the right lower ribcage during 
convalescence for a recent myocardial infarction. Three weeks after the 
initial pain, a right upper quadrant mass could be felt. Upper GI x-rays 
revealed a hiatus hernia· with ref lux esophagitis as well as retroperitoneal 
mass. CAT scan revealed a 12.8 em. mass. 

Physical Examination: Blood pressure 124/80. A "good size" right 
abdominal mass was palpable. -

Laboratory: CBC, serum chemistries, and uri na lysis were unremarkable·. 

Radiographs: IVP showed a retroperitoneal mass displacing the kidney. 
Chest x-ray and liver scan were normal. 

SURGERY : (June 11, 1979) 

A huge retroperitoneal tumor was found displacing the diaphragm 
superiorly, the kidney anteriorly, the" duodenum and pancreas medially 
and stretching the great vessels over it's anterior surface. The tumor 
was resected with 2 - 4 liters of blood loss. 

GROSS PATHOLOGY: 
' -

A 725 gram, 9 x 7 x 6 em. hemorrhagic, yellow-gray tumor was found. 
The cut surface was fleshy, with prominent vascularity and small cysts. 

FOLLOW-UP: 

The patient expired on November 6, 1979. No further information is · 
available. 



CONTRIBUTOR: Harry H. Boss, M. D. 
Cincinnati, Ohio 

TISSUE FROM: Adrenal gland 

CLI NICAL ABSTRACT: 

FEBRUARY 1984- CASE NO. 3 

ACCESSION NO. 24158 

History: A 56 year old man was hospitalized with high grade internal 
carotid artery stenosis and claudication. Because of some urinary tract 
symptoms, an intravenous pyelogram was performed, showing a 6 em. left 
s~ prarena l mass. No symptoms or l aboratory f indings suggested a functioning 
ad rena 1 tumor. · 

SURGERY: (February 11, 1981) 

Resection of the mass was performed. 

GROSS PATHOLOGY: 

A spheroid mass of rubbery tissue, 5.5 x 4.5 em. and 85 grams was 
obtained. The lesion appeared well circumscribed, possibly encapsulated. A 
variable thickness of recognizable adenocortical tissue covered the external 
surface. Cut surfaces were a variegated yellow, gray, tan, or red color. A 
2.5 em. lateral protrusion represented part of an intact adrenal gland. 

FOLLOW- UP: 

None available. 



CONTRIBUTOR: Meyer Zeiler, M. D. 
Los Angeles, California 

TISSUE FROM: Adrenal gland 

CLINICAL ABSTRACT: 

FEBRUARY 1984 - CASE NO. 4 

ACCESSION NO. 22820 

History: This 53 year old female presented with a 3 year history of 
increasing facial hair, back of hands, and shoulders with decrea~ing breast 
size, darkening of pubic hair and deepening voice. HYsterectomy at age 37 , on 
premari n 13 years. · 

Physical examination: No t Cushfngoid, fine hair, mustache and side burns 

Laboratory: DHEA sulphate 7200 ng/mm. , was not suppressed by 3 weeks of 
dexamethasone. 

Ultrasound revealed large left suprarenal mass. 

SURGERY: (March 13, 1978) 

Left a~renalectomy and splenectomy were performed. 

GROSS PATHOLOGY: 

The 600 gram, 14 x 11.7 x 8 em. tumor had a sbaggy capsule. Cut surface was 
solid brown and yellow-gray, and hemorrhagic. A 5 x 2 em. c.apsular tear and 1.5 
em. subcapsular hematoma of the spleen were seen. 

COURSE: 

Postoperative testosterone and DHEA sulphate level dropped following surgery. 

FOLLOW-UP: 

She did well until January 1979 at which time she had a recurrence of the 
adrenal tumor . Foll owing a course of radiation therapy the tumor and the left 
kidney were debulked. She suffered from al eft upper quadrant abscess that healed 
slowly. Later there was evidence of lung metastasi s. Her course was downward 
and on November 6, 1979 she died with multiple metastases and hepatorenal syndrome. 



CONTRIBUTOR: P. Chandrasoma, M. D. 
Los Angeles, California 

TISSUE FROM: Left adrena 1 gland 

CLitiiCAL ABSTRACT: 

FEBRUARY 1984 - CASE NO. 5 

ACCESSION NO. 25029 

History: A 45 year old woman was admitted 6-26-83 with a 2 week history 
of left flan·k and back pain . A dull, constant pain in the left flank radi a
ted to the left costovertebral angle wi th occasional sharp exacerbations. 
She had night sweats and one febri le episode (1020 F). An IVP before admis
s'ion revealed splaying of the superior pole calyces and downward displace
ment of the left k3dney. Ul trasound confirmed a suprarenal mass . CT scan 
showed a 9 em. sl ig~tl y enhancing, nonhomogeneous mass at the upper pol e of 
the l eft kidney. 

Phasical examination: Normotensive, slightly obese woman with left 
CVA ten erness to deep palpation. 

Laborator;: Normochromic, normocytic anemia (31 . 1%) , alkaline phos-
phatase 243 (3 ; 110). · . 

Radiograph: Bone scan reveal ed increased uptake in the left acetabul um. 
The mass was hypovascular on angiography suggesting an adrenal orogin . 

SURGERY : (July 1, 1983) 

Left radical nephroadrenalectomy and partial omentectomy were done. 

GROSS PATHOLOGY: 

A 700 gram kidney and tumor was 20 x 11 x 11 em. The mass was 11 x 8 
x 6 em., compressing the upper pole of the kidney. The light yel low, rubbery 
tumor was partial ly surrounded by a thin rim of adrenal tissue. Two separate 
0.5 em. nodules of rubbery white tissue were in the renal cortex. A 3 x 3 
em. similar nodule was located in the omentum. Six hilar lymph nodes and 
renal vessels were unremarkable. 

FOLLOW-UP: 

Two weeks later the patient underwent splenectomy for a spo~taneous 
rupture. Repeat abdominal CT on July 25 showed a right adrenal mass with 
renal metastases. On September 6, chest xray showed a 5 em. apical density 
consistent with metastasis, treated with Mitotane and radiation. She 
developed cauda equina syndrome. She expired on November.21 wi t h adult 
respiratory distress syndrome. Autopsy was not performed. 



CONTRIBUTOR: Alan Mare, ~1. D. 
Isaac Varan, M. D. 
Northridge, California 

TISSUE FROM: Adrenal gland 

CLINICAL ABSTRACT: 

FEBRUARY 1984 - CASE NO. 6 

ACCESSION NO. 22585 

Historf A .. 76 year old woman was found to have hirsuti sm , water reten
tion, and e evated serum cortisol without diurnal vari ation and elevated 
urinary ketosteroids and hydroxysteroids not suppressed by dexametha~one. 

SURGERY: (Apr11 2, 1976) 

The right adrenal gland was resected. 

GROSS PATHOLOGY: 

A 385 gram, 12 x 9 x 7 em. , ovoid tumor had a smooth fibrous capsule. 
The cut surface was a variegated yel low, pink, and red. 

FOLLOW- UP: 

Not available. 



CONTRIBUTOR: E. R. Jennings, M. D. FEBRUARY 1984 - CASE NO. 7 
Long Beach, California 

TISSUE FROM: Adrenal gland ACCESSION NO. 23069 

CLINICAL ABSTRACT: 

History: This 23 year old woman noted the onset of ~evere 
headaches in late 1977. In April 1978 she was evaluated for inter
mittent hypertension, ranging from 190/120 to · norma.l. Blood pressure 
normalized with propanolol treatment. In August 1978 sne developed 
episodes of flushing associated with diaphoresis unresponsive to 
medication. 

Physical Examination: Unremarkable. 

Laboratory Findings: Twenty-four hour urine specimen - VMA 
14.1 mg (normal 0.7- 618), catecholamines 785 mg (<135), meta
nephri nes 1 . 6 mg ( < 1 . 0). 

Radiographs: Angiography revealed a walnut sized, highly 
vascular tumor in the substance of the right adrenal. 

SURGERY: (October 1978) 
., 

The right adrenal gland was removed. 

GROSS PATHOLOGY: 

An entire adrenal gland was received, containing a central blue
gray tumor 3 em. in diameter. On cut section, the tumor appeared to 
contain many vessels within it. No capsular invasion was noted grossly . . . 

FOLLOW-UP: 

Not available. 



CONTRIBUTOR: Thomas R. Humphrey, 11. D. 
Kenneth Wollesen, M.D. 
Lancaster, California 

TISSUE FROM: Adrenal gland 

CLINICAL ABSTRACT: 

FEBRUARY 1984 - CASE NO. 8 

ACCESSION NO. 23317 

History: This 57 year old man was admitted to the hO$pital on 3/6/78 
with right costovertebral pain. 

Physical Examination: Blood pressure 100/70 not Cushingoid. A right 
abdominal mass was palpated. · 

Radiographs: A right adrenal mass displacing the kidney inferiorly a~d 
laterally was seen. Angiography revealed a 15 x 15 em. mass supplied by 
the right rena 1 artery. 

SURGERY: {March 1978) 

A large hemorrhagic, necrotic adrenal mass without gross invasion or 
metastases was found. The right adrenal gland was resected. 

GROSS PATHOLOGY: 

The 400 gram, 15 x 6 em. tumor appeared encapsulated . Sections were 
hemorrhagic and yellow-white. The tissue did not stain grossly with 
potassium dichromate solution. 

FOLLOW-UP: 

The :patient was readmitted on June 28, 1978 with pulmonary and peripheral 
edema. A large, protruding right lumbar mass was drained s~veral times, 
yielding only blood and necrotic tissue. The patient's condition quickly 
deteriorated and he expired on July 6, 1978. Autopsy was not performed. 



CONTRIBUTOR: William E. Cowell, M. D. 
John Bubien, M. D. 
Oceanside , California 

TISSUE FROM: Adrenal gland 

CLINICAL ABSTRACT: 

FEBRUARY 1984 - CASE}O · 9 

ACCESSION NO. 22323 

History: This 62 year old woman was admitted with left lower quadra·nt 
pain of 2 weeks' duration. The pain started in the left groin, radiating to 
the left anterior superior; iliac spine and medial thigh. She also had lost 
11 pounds over the past 2 months. 

Physi cal examination: She was thin and normotensive, with left groin 
tende roes s . 

Laboratory values: Routine testing was normal 
. 

Radiographs: An IVP revealed a left suprarenal mass interpreted·.as a 
renal cyst. 

COURSE: 

A left obturator hernia was repaired and Meckel's diverticulum resected 
on April 14, 1976. A large mass was palpated at the superior pole of the 
left kidney. Selective arteriography revealed an avascular mass . 17 keto
steroids and 17 hydroxysteroids were normal. 

§URGER¥: (April 23., 1976) 

The left adrenal mass and spleen were resected. Invasion of the para
spinal muscles was noted. 

GROSS PATHOLOGY : 

A 122 gram, 14 x 11 x 5 em. mass consisted partly of a· 7 x 4.5 em. cystic 
cavity covered with organizing hemorrhagic debris. An infiltrating, predomi
nantly yellow tumor infiltrated into the surrounding soft tissue. Some areas 
were mottled gray-tan with focal hemorrhage. 

FOLLOW-UP: 

She developed a left subphrenic cystic mass which was found to be 
liquified hematoma and necrotic tumor at surgery. Twenty .five days post
operatively she developed a staphylococcal pneumonia and died a week later. 



CONTRIBUTOR: 0. J. Stouder, M. 0. 
AuburQ, Cali fornia 

FEBRUARY 1984 - CASE NO . 10 

TISSUE FROM: Adrenal gland ACCESSION NO. 24306 

CLINICAL ABSTRACT: 

History: A 51 year old woman was admitted with a one day history of 
right upper quadrant pain. This pain originated in the right flank, 
radiating around the chest to the right upper quadrant. She gave a past 
history of flushing, hot flashes, intermittent diarrhea, headaches , nausea, 
palpitations, resting tachycardia, anxiety, menstrual irregularities, 
wheezing, sweating and hyperglycemia of 10-15 years duration. 

Physical Examination: Blood pressure was normal. 

Laboratory Data: Serum cortisols, urine hydroxycorticosteroids, 
urinary 17 ketosteroids, urinary VMA, catacholamines, and thyroid tests 
were normal. The Hgb dropped from 15.1 gm. to 11 gm. during the hospi tal ~ · 
ization. 

Radiographs: A large right adrenal mass was noted. 

SURGERY: (July 31, 1981) 

Resection of the right kidney and adrenal gland was performed. 

GROSS PATHOLOGY: 

The kidney appeared normal. The 9 em. in diameter adrenal tumor was 
surrounded by a rim of bright golden-yellow adrenal tissue. The bulk of 
the mass was hemorrhagic with a few gray areas . There were no definite 
periadrenal tumor masses. 

FOLLOW-UP: 

Not available. 



CONTRIBUTOR: Bruce A. Robbins , M. D. 
San Diego, Cal i fornia 

TISsUE FROM: 'Adrenal gland 

CLINICAL ABSTRACT: 

FEBRUARY 1984 - CASE NO. 11 

ACCESSION NO. 24138 

History: A 76 year old woman presented v1ith a 6 month history of weight 
loss, anorexia and nausea. 

Physical examination: No signs of Cushing's syndrome, vi rilization, or 
other endocrine abnormality were noted. The thyroid gland was enl arged , con
sistent with m·ul ti nodular goiter. 

Radiograph : CT scan revealed a large suprarenal mass. 

SURGERY: (December 30, 1980) 

Resection of the right kidney and adrenal gland was performed . 

GROSS PATHOLOGY : 

A 12 x 9.5 x 6.5 em., 280 gram encapsulated mass had a smooth, membra
nous, external , surface with multiple fibrous adhesions. No gross capsul ar 
invasion was evident. Cut sections were a variegated dark brown to tan
yel low. Most of the tissue 1~as granular and soft, with some firmer fibrous 
areas. A thin rim of yellow-orange tissue just under the capsule was seen 
in some parts of the tissue. 

FOLLOW-UP: 

The thyroid gland continued t o enlarge and in May 19!31 a total thyroid
ectomy was done . The large mass was histologically identical to the adrenal 
tumor. Special stains, electron microscopy, and AFIP consultation coul d not 
resolve whet her the primary source was thyroid, adrenal, or another occult 
s·ource. 

Radioi odine and combination chemotherapy were given, and she remained 
wel l until October 1981 when a mass recurred in the r i ght neck. Sqon there
after, brain and l ung metastases were detected. She expired in January 1982. 
An autopsy was not performed. 



CONTRIBUTOR: Roy L. Byrnes, M. D. 
San Juan Capistrano, California . . 

TISSUE FROM: Adrenal gland 

CLIN ICAL ABSTRACT: 

FEBRUARY 1984 - CASE NO. 12 

ACCESSION NO. 24105 

History: A 61 year old ·woman was admitted to the hospital with massive 
edema complicated by an allergy to Lasix. She had noted considerable weight 
gain in recent months. 

Physical examination: ·An overweight, flushed, somewhat Cushingoid woman 
seemed otherwise normal. 

Laboratory findings: Plasma cortisols were elevated to 34 and 36 at 8 
a.m. and 4 p.m., respectively. The B a.m. plasma cortisol was 46 after dexa
methasone suppression. The 24 hour free urine cortisol was 209. 

Radiograph: Intravenous pyelogram showed the right adrenal gland to be' 
three times the normal size. Skull films revealed a normal sella turcica . 

SURGERY: (October 6, 1980) 

The right adrenal gland was removed. 

GROSS PATHOLOGY: 

A 29 gram, 4.8 x 5.2 em. adrenal contained a central, bright yellow-orange 
nodule which replaced 85% of the gland. The unencapsulated, well demarcated 
nodule was 3 x 2.3 em., with a yellow and gray-tan mottled surface with a few 
small hemorrhagic foci. The remaining adrenal cortex was thinned to .8 mm. 

FOLLOW- UP: 

Not available 



STUDY GROUP CASES 
FOR 

FEBRUARY 1984 

CASE NO. l - ACCESSION NO. 24652 

LOS ANGELES: Adrenal cortical adenoma - 11 

SAN FRANCISCO: Adenoma - 12 

MARTINEZ: Adrenal cortical adenoma with hemorrhage - 5; adrenal cortical 
carc1noma - 2; adrenal cortical carcinoma with amyloid stroma - 2 

OAKLAND: Hemangioma , right adrenal - 8 

BAKERSFIELD: Cortical adenoma with vascular changes - 5; hemangioma of 
adrenal gland - 1 

FRESNO: Cortical adenoma - 9 

LONG BEACH: Adrenal cortical adenoma - 5; benign angioma - 1 

SAN BERNARDINO (INLAND): Adrenal cortical adenoma - 11 

SIERRA FOOTHILLS: Adrenal cortical adenoma - 5 

TUCSON: Adrenocortical adenoma - l 

WEST SAN FERNANDO VALLEY: Adenoma - 2 

FILE DIAGNOSIS: 

Adrenal cortical adenoma 

CONSULTATION: 

Or. Nancy E. Warner's(University of Southern California) diagnosis: 
"Adenoma of adrenal with hemorrhage, organization and calcification." 



CASE NO. 2 - ACCESSION NO. 24438 FEBRUARY 1984 

LOS ANGELES: Paraganglioma - 4; adrenal cortical carcinoma - 7 

SAN FRANCISCO: Adrenal cortical carcinoma - 7; paraganglioma of possible 
low grade malignancy - 5 

MARTINEZ: Paraganglioma - 9; pheochromocytoma - 1 

OAKLAND: Adrenal cortical carcinoma - 9 

BAKERSFIELD: Adrenal cortical carcinoma - 4; carcinosarcoma - 3 

FRESNO: Adrenal cortical carcinoma - 8; l eiomyosarcoma - 1 

LONG BEACH: Malignant gonadal stromal tumor - 4; pericytoma - 1; adrenal 
cortical carcinoma - 1 

SAN BERNARDINO (INLAND): Carcinoma of the adrenal cortex- 7; pheochromo-
cytoma - 4 · 

SIERRA FOOTHILLS: Adrenal cortical carcinoma - 4; pheochromocytoma - 1 

TUCSON: Retroperitoneal paraganglioma, probably malignant- 1 

WEST SAN FERNANDO VALLEY: Pheochromocytoma - 2 

FILE DIAGNOSIS: 

Adrenal cortical carcinoma 
' 



CASE NO. 3 - ACCESSION NO. 24158 

LOS ANGELES: Benign adrenal adenoma - 11 

SAN FRANCISCO: Adenoma - 12 

FEBRUARY 1984 

MARTINEZ: Lipoadenoma - 2; myelopl ipoma - 3; corti cal carcinoma wi t h 
amyloid stroma - 1; cortical carcinoma - 3 

OAKLAND: Adrenal cortical adenoma.- 7; adrenal cortical carcinoma - 2 

BAKERSFIELD: Adrenal cortical carcinoma - 7 

FRESNO: Adrenal cortical adenoma - 9 

LONG BEACH: Myelolipoma - 6 

SAN BERNARDINO (INLAND): Adrenal cortical adenoma - 10; myolipoma - 1 

SIERRA FOOTHILLS: . Infarcted adrenal cortical adenoma - 5 

TUCSON: Adrenocortical adenoma - 1 

WEST SAN FERNANDO VALLEY: Adenoma - 2 

FILE DIAGNOSIS: 

Infarcted adrenal cortical adenoma 

REFERENCES: 

Copeland, PM: The Incidentally Discovered Adrenal Mass. Annals 
of Surgery 199:116-122, 1984. 



CASE NO. 4 - ACCESSION NO. 22820 FEBRUARY 1984 

LOS ANGELES: Adrenal cortical carcinoma - 11 

SAN FRANCISCO : Adrenal cortical carcinoma with a virilization - 12 

MARTINEZ: Adrenal cortical carcinoma - 10 

OAKLAND: Adrenal cortical carcinoma , granular cell type - 9 

BAKERSFIELD: Adrenal cortical carcinow4 - 7 

FRESNO: Adrenal cortical carcinoma - 9 

LONG BEACH: Adrenal cortical carcinoma - 6 

SAN BERNARDINO (INLAND): Carcinoma of adrenal cortex- 11 

SIERRA FOOTHILLS : Adrenal cortical carcinoma - 5 

TUCSON: Adrenocortit4l carcinoma - 1 

WEST SAN FERNANDO VALLEY: Adrenal cortical carcinoma - 2 

FILE DIAGNOSIS: 

Adrena·l cortical carcinoma 

REFERENCES: 

Nader, et . al.: Adrenal CoJ:"tical Carcinoma· - A Study of 77 Cases. 
Cancer 52:707-711 , 1983. 



CASE NO. 5 - ACCESSION NO. 25029 

LOS ANGELES: Adrenal cortical carcinoma - 11 

SAN FRANCISCO: Adrenal cortical carcinoma - 12 

MARTINEZ: Adrenal cortical carcinoma - 10 

OAKLAND: Adrenal cortical carcinoma - 9 

FEBRUARY 1984 

BAKERSFIELD: Adrenal cortical carcinoma {pleomorphic) - 7 

FRESNO: Adrenal cortical carcinoma - 9 

LONG BEACH: Adrenal cortical carcinoma - 4; metastatic giant cell carcinoma 
to the adrenal {lung primary?) - 1; inflammatory malignant fibrous histio
cytoma - 1 

SAN BERNARDINO (INLAND): Carcinoma of adrenal cortex- 11 

SIERRA FOOTHILLS Adrenal cortical carcinoma - 5 

TUCSON: Adrenocortical carcinoma - 1 

WEST SAN FERNANDO VALLEY : Adrenal cortical carcinoma - 2 

FILE DIAGNOSIS: 

Poorly differentiated adrenal carcinoma 



CASE NO. 6 - ACCESSION NO. 22585 FEBRUARY 1984 

LOS ANGELES: Adrenal cortical carcinoma - 11 

SAN FRANCISCO: Adrenal cortical carcinoma - 9; adenoma, possible 
malignant - 2 

~1ARTINEZ: Adrenal cortical tumor - 3; adrenal cortical carcinoma - 7 

OAKLAND: Adrenal cortical carcinoma - 9 
-

BAKERSFIELD: Adrenal cortical carcinoma - 7 

FRESNO: Adrenal cortical adenoma - 4; adrenal cortical carcinoma - 5 

LONG BEACH : Adrenal cortical carcinoma - 6 

SAN BERNARDINO (INLAND): Carcinoma of adrenal cortex - 11 

SIERRA FOOTHILLS: Adrenal cortical carcinoma - 5 

TUCSON: Adrenocortical carcinoma - 1 

WEST SAN FERNANDO VALLEY: Low grade adrenal cortical carcinoma - 2 

FILE DIAGNOSIS: 

Functioning carcinoma, adrenal gland 

CONSULTATION: 

Dr. Nancy E. Warner(University of Southern California): ... "it is 
my opinion that the lipid-filled cells represent differentiation toward 
elements of the zona fasciculata, whereas t he compact cells are differen
tiating as zona reticularis. The relative proportion of these types of 
cel ls in the tumor, and their capacity to function, probably are closely 
related to the endocrine manifestations of the neoplasm. " 



CASE NO. 7 - ACCESSION NO. 23069 

LOS ANGELES: Pheochromocytoma - 11 

SAN FRANCISCO: Pheochromocytoma - 12 

MARTINEZ: Pheochromocytoma - 10 

OAKLAND: Pheochromocytoma - 9 

BAKERSFIELD: Pheochromocytoma - 7 

FRESNO: Pheochromocytoma - 9 

LONG BEACH: Pheochromocytoma - 6 

SAN BERNARDINO {INLAND): Pheochromocytoma- 11 

SIERRA FOOTHILLS: Pheochromocytoma - 5 

TUCSON: Pheochromocytoma - 1 

WEST SAN FERNANDO VALLEY: Pheochromocytoma - 2 

FILE DIAGNOSIS: 

Pheochromocytoma. adrenal gland 

FEBRUARY 1984 

• 



CASE NO. 8 * ACCESSION NO. 23317 FEBRUARY 1984 

LOS ANGELES: Adrenal cortical carcinoma * 9; pheochromocytoma * 2 

SAN FRANCISCO: Adrenal cortical carcinoma* 1; metastatic malignancy- 1; 
carc1noma not otherwise specified - 9 

• 
MARTINEZ: Adrenal cortical carcinoma - 6 ; malignant fibrous histio
cytoma * 3; melanoma - 1 

OAKLAND: Adrenal cortical carcinoma - 9 

BAKERSFIELD: Adrenal cortical carcinoma - 7 

FRESNO: Adrenal cortical carcinoma - 9 

LONG BEACH: Adrenal cortical carcinoma - 6 

SAN BERNARDINO (INLAND) : Carcinoma of adrenal cortex - 11 

SIERRA FOOTHILLS: Adrenal cortical carcinoma - 5 

TUCSON: Adrenocortical carcinoma - 1 

WEST SAN FERNANDO VALLEY: Adrenal cortical carci noma - 2 

FILE DIAGNOSIS : 

Adrenal carci noma 

REFERENCES: 

Hamburger , et. al.: Adrenal Surgery Trends During The Seventies. 
Am J. Surgery 144:523-526, 1982. 



CASE NO. 9 - ACCESSION NO. 22323 FEBRUARY 1984 

LOS ANGELES: Pleomorphic adrenal cortical carci noma - 11· 

SAN FRANCISCO: Adrenal cortical carcinoma - 12 

MARTINEZ: Adrenal cortical carcin9ma - 8; mal ignant lymphoma - 1 

OAKLAND: Adrenal cortical carcinoma - 9 

BAKERSFIELD: Adrenal cortical carcinoma - 7 

FRESNO: Adrenal cort ical carcinoma - 9 

LONG BEACH: Adrenal cortical carcinoma - 7 

SAN BERNARDINO ( INLAND) : Carel noma of ad rena 1 cortex - 11 

SIERRA FOOTHILLS: Carcinoma, NOS - 5 

TUCSON : Adrenal mali gnancy , probably carcinoma - 1 

WEST SAN FERNANDO VALLEY: Adrenal cortical carcinoma - 1; immune
blastic sarcoma - 1 

FILE DIAGNOSIS: 

Pleomorphic carcinoma , adrenal gland 
' 



CASE NO. 10 - ACCESSION NO. 24306 FEBRUARY 1984 

LOS ANGELES: ~~tastatic carcinoid - 4; metastatic, lung primary - 1; 
neuroblastoma - 4 

SAN FRANCISCO: Small cell variant of pheochromocytoma - 12 

MARTINEZ: Ph~ochromocytoma - 3; ganglioneuroblastoma- 5 

OAKLAND: Neuroendocrine carcinoma - 9 

BAKERSFIELD: Neuroblastoma (adult) - 7 

FRESNO: Adrenal cortical ca)1:inoma - 6; anaplastic myeloma - 3 

LONG BEACH: Hal ignant medullary neuroectodermal tumor - 7 

SAN BERNARDINO (INLAND): Carcinoma of adrenal cortex- 11 

SIERRA FOOTHILLS: Adrenal cortical carcinoma - 4; metastatic carcinoma ; 1 

TUCSON: Adrenal malignancy, probably carcinoma - 1 

WEST SAN FERNANDO VALLEY: Sma 11 ce 11 tumor (not otherwise specified) - 1 ; 
neuroblastoma - l 

FILE DIAGNOSIS: 

Adrenal carcinoma 

REFERENCES: 

Huvos, et. al.: Adrenal Cortical Carcinoma Clinicopathologic Study of 
34 Cases. Cancer 25:354-361 , 1970. 

Lewinsky, et. al.: The Clinical and Pathologic Features of "Non-hormonal" 
Adenocortical Tumors. Cancer 33:778-790, 1974. 



CASE NO. 11 - ACCESSION NO. 2413B FEBRUARY 1984 

LOS ANGELES: Adrenal cortical carcinoma, poorly d1fferentiated - 11 

SAN FRANCISCO: Carcinoma, not otherwise specified - 9; thyroid carcinoma 

MARTINEZ: Adrenal cortical carcinoma - 10 

OAKLAND: Malignant tumor, not otherwise specified - 9 
' 

BAKERSFIELD: Malignant tumor- 7 

FRESNO: Metastatic carcinoma, primary thyroid - 9 

LONG BEACH: Adrenal cortical carcinoma - 6; undifferentiated malignant 
tumor, not otherwise specified - 1 

SAN BERNARDINO {INLAND): Carcinoma of adrenal cortex- 11 

SIERRA FOOTHILLS: Pheochromocytoma - 5 

TUCSON: Adrenocortical adenoma - 1 

WE ST SAN FERNANDO VALLEY: Adrenal cortical carcinoma - 1; metastatic 
Hurthle cell carcinoma - 1 

FILE DIAGNOSIS: 

Adrenal cortical carcinoma 



CASE NO. 12 - ACCESSION NO. 24105 

LOS ANGELES: Adrenal cortical adenoma - 11 

SAN fRANCISCO: Adenoma .- 12 

MARTINEZ: Adrenal cortical adenom~ ~ 10 

OAKLAND: Functioning adrenal cortical adenoma - 9 

fEBRUARY 1984 

BAKERSFIELD: Adrenal cortical adenoma - 4; diffuse cortical hyperplasia - 3 

fRESNO: Adrenal cortical adenoma - 9 

LONG BEACH : Adrenal cortical adenoma with Cushing syndro~e - 7 

SAN BERNARDINO (INLAND): Adrenal cortical adenoma - 11 ~ 

SIERRA FOOTHILLS: Adrenal cortical adenoma - 5 

TUCSON: Malignant neoplasm, probably carcinoma - 1 

WEST SAN FERNANDO VALLEY: Adenoma - 2 

FILE DIAGNOSIS: 

Adrenal adenoma 


