
CAl.lFORNIA CANCER COMMISSION 

SEMI-ANNUAL SLIDE CONFERENCE 

ON 

LYMPHATIC SYSTEM TUMORS 

and 

PSEUDO ruMORS 

MODERATOR: 

GEORGE J. HUMMER, M, D, 
St. Jobn•s Hospital 

Santa Monica, California 

CHAIRMAN: 

FRANK DUTRA, M • D. 
Castro Valley, California 

SATURDAY, FEBRUARY 20, 1960 

9:00 A. M. - 4:30 P. M. 

AMBASSADOR HOTEL 
Los Angeles, California 

Please send in your unsigned diagnoses, using the separate 
sheet enclosed, on or before February 16, 1960 so that they 
may be tabulated before the meeting. 

Please bri ng your protocol, but do not bring slides or micro
scopes to the meeting. 



.. 

.. 
(J 

\ 

G-O NO r-=uRTHER ~ ll • 

UNLESS YOU REALLY INTEND TO SU:SMIT YOUR UNSIGNED DIAGNOSES 

ON THE SHEET FURNISHED FOR THIS PURPOSE AND MAIL IT TO THE: 

TUmor Tissue Registry 
Box 57 
Los Angeles County Hospital 
1200 North State Street 
Los Angeles 33, California 

NOT LATER THAN TUESDAY, FEBRUARY 16, 1960 



CONTRIBUTOR: B. G. Fishkin, M.D. CASE NO. l 
Veterans Administration Hospital 
Los Angeles, California February 20, 1960 

ACCESSION NO. 10452 
OUTSIDE NO. 6009/113A 

NAME: 
AGE: 

Unknown 
20 SEX: Male RACE: Cauc. 

TISSUE FROM: 

CLINICAL 
FINDINGS: 

Lymph nodes and spleen (autopsy) 

Entry was made to the hospital because of respiratory dis
tress. A sore throat was first noticed associated with 
painful swallowing ten days prior to admission. 

On physical examination, the temperature was 103°; pulse 
115; respiration 32; and blood pressure 130/84. The tonsils 
were greatly enlarged, infl~. and ulcerated. The cer
vical lymph nodes, as "~:Jell as the axillary and inguinal 
lymph nodes, were markedly enlarged. Because of generalized 
abdominal tenseness, examination in that area was unsatis
factory. 

Laboratory studies: The peripheral blood revealed a white 
count of 17,000. On differential there were 8% bands, 15% 
neutrophils, and 77% lymphocytes. The majority of the lym
phocytes were atypical. The heterophil titre was 1:3584, 
after guinea pig absorption it dropped to 1:896, and after 
beef-cell absorption it was '0 1

• The urine was essentially 
negative. 

The patient died. 



CONTRIBUTORS: W. K. Bullock, M.D. CASE NO. 2 

ACCESSION NO. 
OUl.'S IDE NOS • 

NAME: L. E. 

Los Angeles County Hospital 
Louis Zeldis, M.D. February 20, 1960 
University of California, Los Angeles 

106L)7 
59-12862 (LACH); 016-2379 (UCLA) 

AGE: 18 SEX: Male RACE: Cauc. 

TISSUE FROM: 

CLINICAL 
FINDINGS: 

Mesentery lymph node (surgical) 

In October, 1957, this patient was apparently well until 
he was kicked in the abdomen while playing football. 
Following this, he developed generalized aching, which 
persisted for several days and became increasingly severe. 

Entry was made to the St. Mary's Hospital at Long Beach 
for a duration of wo weeks, 'o1here a laparotomy was per
formed. A biopsy of the mesentery lymph node showed non
specific granulomatous adenitis. The peripheral blood 
and ~one marrow demonstrated leukemoid reaction. No 
organisms could be demDnstrated in any of the material by 
either staining or culture. 

From December, 1957, until May, 1958, he was given Strep
tomycin, INH. and Pyrodoxine. The pain and fever vanish
ed shortly after instituting therapy, but the ~me 11ras con
sistently elevated. 

His condition was much improved until June, 1958, when 
bloating of the stomach, left-sided abdominal pain, con
stipation, fever, and anorexia occurred. He was hospi
talized at the UCLa Medical Center from September 24, 
1958 until October 18, 1958. The liver was palpated l~ 
finger breadths below the costal margin, and the abdomen 
was acut~ly tender. 

The hemoglobin waa 11.3 grams. Corrected sedimentation 
rate was 31. ; HBC was 38,600 with 841.. segs, 2% bands, 1% 
eosinophils, 5% lymphocytes, and 8% mononuclears. The 
platelets were adequate. Febrile agglutinations were 
negative, and blood cultures were sterile. 



Case No. 2 
Accession No. 10647 

- 2 • February 20~ 1960 

SURGERY: 

GROSS 
PATHOLOGY: 

CLINICAL 
COURSE: 

The second exploratory laparotomy on October 4. 1958, 
disclosed a large mass in the root of the small bowel 
mesentery. This 5 x 6 em. mass was composed of large, 
succulent, acutely and chronically inflamed lymph nodes. 
The central portion was some~rhat necrotic and caseous. 
The loops of the bowel were covered with a purulent 
exudate. A biopsy was made of the inflamed mesenteric 
lymph nodes. Because of duodenal stasis and spasm in 
the upper jejunum, a posterior gastrojejunostomy was 
performed. 

The lymph node measured 1.4 x 0,7 x 0.3 em. 

Cultures from the abdominal lymph nodes were negative . 
for tuberculosis. The clinical diagnosis was granule· 
matous inflammation, consistent with tuberculosis. 

After discharge, the anti-tuberculosis therapy, which 
consisted of Streptomycin, 0.5 grams IM three times 
weekly~ 100 mg. INH t. i. d., and 50 mg. Pyrodoltine t. i.d., 
was continued. 

The patient returned to the UCLA hospital on December 
15, 1958> with complaints of lassitude, lethargy, and 
icterus of two weeks' duration. The liver was 2 em. 
below the right costal margin. The A/G ratio was 2.2/4.3, 
thymol turbidity 6.7, and bilirubin 3 mg.% with the 
direct, 1.36 mg .%. 

The clinical impression vas vi~al hepatitis vs. PAS toxi
city, so subsequently the PAS was discontinued. His con
dition improved, so on discharge, he was maintained on 
Streptomycin and INH. 

The third admission to UCLA VJas from January 27, 1959 
until February 7, 1959, because of gastro-intestin~l 
bleeding. The stools had been black for three days 
prior to entry, and he was weak and debilitated. There 
was slight abdominal tenderness and mild hepatomeglia> 
and the stools contained occult blood, After 5 units 
of blood his hematocrit was stabilized at 40, and he 
was discharged with a clinical diagnosis of probable 
bleeding marginal ulcer. The anti-tuberculous therapy 
was continued. 



Case No. 2 
Accession No. 10647 

- 3 -

February 20, 1960 

On July 28, he presented him$elf to the emergency room 
because of left upper quadrant abdominal pain, fever, and 
anore~ia. Hhile in the emergency room he became belliger
ant and was transferred to the Los Angeles County Hospital 
for psychiatric evaluation. 

On physical examination, there were a few lymph nodes in 
the submandibular and cervical areas. There was rebound 
tenderness aad guarding of the left upper quadrant. It 
was felt that the disease was non-tuberculous in origin 
so the lNH and S treptom.ycin ~·1ere withdrawn. 

The peripheral blood and bone marrow manifested a leukemoid 
reaction with a left shift. The following skin tests were 
perfo~~ed and all were negative: Histoplasmosis, Brucel
lergin, PPD I and II, and Coccidioides, Needle biopsy of 
the liver showed non-specific, acute inflammatory changes> 
but barium was adherent to the lining cells. The Sabin 
methyl-blue dye test was 1:512. The L.E. preparation was 
negative. 

His course was febrile with temperatures in the 102° and 
104° range. He t-las acutely ill, with repeated bouts of 
severe abdominal pain relieved by narcotics and nerve 
blocks. There was an episode of hemoptysis on August 24, 
which was thought to represent acute pulmonary infarc
tion. It subsided without specific therapy. 

On August 27> 1959, Daraprin and Sulfadiazine therapy 
were instituted. By September 10, 1959, the patient l.ras 
asymptomatic, afebrile and was discharged. 



CONTRIBUTOR: C. P. Schwinn, M.D. CASE NO. 3 
San Antonio Community Hospital 
Upland, California February 20, 1960 

ACCESSION NO. 10694 
OUTSIDE NO, N-709 

NAME: L. B. 
AGE: 55 SEX: Female RACE: Cauc. 

'£ISSUE FROM: 

CLINICAL 
FINDINGS: 

PAST 
HISTORY: 

Lymph node and myocardium (autopsy) 

On September 29, 1959, this patient entered the San Antonio 
Coi!Dllunity Hospital in a cou1atose condition. There had been 
a sudden episode of "fainting11 followed by cyanosis, dyspnea 
and apnea. The Fire Department instituted resuscitation and 
breathing became regular but the patient remained comatose. 

The physical ex~ination on admission revealed a comatose 
patieut not responding to ~sinful stimuli. The heart rate 
was 40 and irregular. The blood pressure was 150/100. Bi
lateral. basal raL~I:i l.rere present. The ahciomen waa distended 
but no masses were palpated. The skin ~as clear, and cyano
sis was described in the circumoral region. There ~as no 
evidence of trauma. 

The hemoglobin was 12.5 gm.; white blood count was 14,500 
~ith 88% neutrophilic leukocytes and 12% lymphocytes. 

Her condition improved after 12 hours, when she became alert, 
rational and orientated. She died suddenly 22 hours after 
admission to the hospital. 

Three weeks previously, entry was made to the hospital for 2~ 
days because of sever~ right upper quadrant pain. The pain 
caused her to double up and fall to the floor, but there was 
no loss of consciousness. During the previous se~eral ~onths 
there had been repeated attacks of right upper quadrant p~in 
associated with gas, nausea and dizziness. There was no 
jaundice or clay colored stools. At this time the blood pres
sure was 130/90; pulse 36 and regular. Her temperature was 
100°F. The right upper quadrant was acutely tender and there 
was guarding in that area. There was no jaundice or cyanosis. 

Gallbladder studies showed no evidence of dye concentration, 
and a dense opacity measuring 0.75 cro. was seen in the right 
upper quadrant. This was thought to have an appearance of a 
Gohn tubercle in the right lower lung field. 
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Case No. 3 
Accession No. 10694 

February 20, 1960 

AUTOPSY 
FINDINGS~ 

The cheat X-ray showed cardiac enlargement with prominence 
of hilar areas. EKG was interpreted as being consistent with 
A-V disassociation (old infarct?). 

The hemoglobin at this time was 12.9 gm.; WBC 6,700 with 67% 
neutrophilic leukocytes, 27% lympho~ytes> 3% monocytes, and 
eosinophils. The urine contained a faint trace of albumin, 

Six weeks earlier, her attending physician had been consulted 
because her blood pressure was 160/90. The blood pressure 
was brought down to 130/80 by means of Serpasil and weight re
duction. 

Eleven years previously, she had been hospitalized because 
of dyspnea and orthopnea of three months duration. She later 
developed cyanosis and congestive failure. The blood pressure 
was 120/80. There was auricular fibrillation with a pulse 
deficit. The patient was digitalized, became compensated 
and was discharged. 

The EKG at this time showed a complete heart block with dis· 
association of auricles and ventricles. An EKG done three 
months previously (for unknown reason) was interpreted as 
showing a prolonged A-V conduction as seen in acute rheumatic 
fever. 

In the ten years interim, there was no history of angina, 
orthopnea, or congestive heart failure. The patient was a 
Para III who was reported to have had a mild toxemia in one 
of her pregnancies. In the remote past, the urine was des
cribed as containing sugar. There was no history of scarlet 
fever, polyarthralgia or prolonged bed rest. 

1. Granulomatous disease of the myocardium, intra-atrial sep
tum~ lymph nodes, thyroid, uterus, and subpleural pulmon
ary parenchyma. 

2. Pericardial effusion, minimal. 

3. Fibrous adhesions, pleural~ bilateral apical. 

4. Benign arterial and arteriolar nephrosclerosis. 

5. Obesity, 



CONTRIBUTOR: Leo Kaplan, M.D. CASE NO. 4 
MOunt Sinai Hospital 
Los Angeles, California February 20, 1960 

ACCESSION NO. 10375 
OUTSIDE NO, MS-424-59-B 

NAME: 
AGE: 

V. D. 
51 SEX: Female RACE: Cauc. 

TISSUE PROM: 

CLINICAL 
FINDINGS: 

SURGERY: 

GROSS 
PATHOLOGY: 

FOLLOW• UP: 

Left inguinal lymph node (surgical) 

Entry was made to the hospital because of a rapidly enlarg
ing, painful mass of the left groin of five days• duration. 
On admission the temperature was 100 and the pulse 80. A 
6 em. tender mass was palpated in the left inguinal area. 
It was considered to be either lymph nodes or a hernia. 
Blood count revealed a hemcglo~in o£ 11.6 grams with a hemato
crit of 40; white blood count 19,600 with 59% segmented, 7% 
bands, 27 lymphocytes, 1 mor~cyte, and 6 eosinophile. Urin
alysis was negative. The blood VDRL was negative. 

ln March, 1959, the tumor mass was excised. 

The mass of lymph nodes measured 4.5 ~ 3.4 x 2.4 em. The 
sectioned surfaces were composed of firm, gray-white tissue 
with focal areas of red and yellow. The peripheral areas 
blended with the surrounding indurated fat. There was one 
large lymph node and several smaller ones in the mass. 

Within four days post-operatively, the temperature returned 
to normal, and when last seen six weeks later the patient 
was asymptomatic. She was questioned at this point about 
her background history. She had been entirely well except 
for the present illness; and at one time she had a penicil
lin sensitivity reaction. The exact circumstances of this 
are unknown. There was no previous lymphadenopathy or 
splen~egalia. The cheat X-ray had been negative. There 
was no indication of intestinal parasites and no cutaneous 
lesions, and no history of any infectious process that 
might drain to the inguinal lymph nodes. There was no his
tory of any injected material being used in these areas. 
The slides were studied with special stains, including the 
Brown-Brenn, Ziehl-Neelsen, and Gridley, and no specific 
organism could be found. 



CONTRIBUTORS: Carter AlexanderJ M.D. CASE NO. 5 

ACCESSION NO. 
OUTSIDE NO, 

NAME: K. K, 

Attending Physician 
Dorothy Tatter, M.D. 
Ethel Young, M.D. 
Los Angeles County Hospital 
Los Angeles, California 

10697 
A-55675 

February 20, 1960 

AGE: 27 SEX: Female RACE: Cauc. 

TISSUE FROM: 

CLINICAL 
FINDINGS: 

Lymph node (autopsy) 

On August 20, 1956, a critically ill patient was admitt
ed to this hospital with complaints of increasing we~c
ness of two years duration 1 edema of the lower extremities. 
and productive cough of 14 months duration , Her illness 
dated back to the termination of her third pregnancy in 
June, 1954 '-7hen weakness and fatigue developed and also 
anemia. TI1e weakness and lassitude persisted. 

During her fourth pregnancy in 1955, there was edema of 
the ankles, and erythema of the feet, This pregnancy 
was terminated at the seventh month by a miscarriage. 
Follouing the miscarriage, the edema and erythema. recurr· 
ed and in addition there was weight loss and a productive 
cough. 

In July, 1955, while on a trip in Connecticut,aching back 
pains developed. A diagnosis of poliomyelitis was made 
by the attending physician. The treatment was bed rest 
at home. A month later, while still in Connecticut>she 
was hospitalized twelve days for pneumonia and pleurisy. 

In October, 1955 a right submandibular lymph node became 
infected end required incision and drainage on three oc· 
casions. 

I 

During the interval, the ankle edema, cough and back 
pains became progressively worse. 

In February, 1956 there was a severe bout of diarrhea 
(15 to 16 watery stools per day) which was eventually 
controlled by diet. 



Case No. 5 
Accession No. 10697 

- 2 -

February 20, 1960 

Another physician was consulted who detected hepatospleno
~galy, as well as generalized lymphadenopathy. The pa
tient was hospitalized and an exploratory laparotomy was 
p~rformed. Biopsies of the enlarged liver, spleen, and 
abdominal lymph nodes were performed. Later, biopsies 
were made of the superficial lymph nodes. All of these 
were reported as non-diagnostic. 

Skin tests for coccidioides, histoplasmosis and tuberculo
sis were negative. Chest X-ray revealed fluid at both 
bases and infiltrates "resembling silicosis". A series 
of blood cultures showed no growth. 

She pursued a febrile course with fevers to 1040p which 
failed to respond to terramycin, erythromycin or penicil
lin. Following meticortelone 5 mg. q 6 hours, there was 
suppression of the fever, but increase in the edema and 
the onset of ascites. Potassium chloride and daily mer
cuhydrin brought about some diminution of the fluid accu
mulation. She was given 5 units of washed Rbc. 

Six years previously, she 'toJas diagnosed as having menin
gococcal meningitis, Previously, she had mumps, measles 
and pneumonia. 

Physical examination revealed an emaciated, critically 
ill female. Her temperature was 104DF, pulse 108, and 
respirations 24. The blood pressure ~as 100/0. The 
skin turgor was poor. There was deep pigmentation of 
the hands. Firm, non-tender, freely moveable lymph nodes 
were palpated in the posterior cervical, submandibular 
and left axillary regions. Moist rales were present at 
the bases, and there was decreased breath sounds and 
dullness in the same areas. The abdominal veins were 
dilated. An abdominal fluid tl7ave was present. The ex
tremities exhibited 4 f pitting edema extending to the 
knee, and clubbing of the fingers. 

Laboratory findings: Hemogram on the day of admission 
was as follows: Hemoglobin 7.5 gms.; red blood count 2.2 
million; PCV 25 mm.; MCH 34j MCB 114; reticulocytes 6.4% 
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case No. 5 
Accession No. 10697 

February 20, 1960 

AUTOPSY 
FINDINGS: 

thrombocytes markedly reduced with large bizarre forms; 
white blood count 6,600 with the following differential: 
polys 45%, lymphocytes 25%, monocytes 2".<., basophil 1%, 
metamyelocytes 10~, myelocytes 10%, promyelocytes 3%, 
myeloblasts 4%, nucleated red cells 191 per 100 WBC. 
Marked anisocytosis and poikilocytosis with numerous aty
pical normocytes containing large nuclei with clumped 
chromatin. 

The marrow findings were: erythropoietic system was con
spicuously abnormal with many young forms of primitive 
erythroblastic cells. Numerous nucleated rubricytes with 
large nuclei. Also a moderate number of macrophages con
taining from 20 to SO oval shaped bodies approximately .5 
microns in diameter. 

carbon dio~de combining power was 24 meq/L> K 4.8 meq/L, 
albumin 2.8 gm., globulin 2.3 gm. 

Hospital course: Three units of washed red blood cells 
were administered to the patient. Respiratory distress 
ensued and the patient expired on August 24, 1956. 

1. Disseminated disease of the lung, liver, spleen, super
ficial and deep lymph nodes 1 bone marrow, heart, sto
mach and cecum. 

2. Splenomegaly l-Iith focal necrosis. 

3. Necrotizing bronchopneumonia (terminal). 

4. Gastric ulcers. 

5. Congestive heart failure. 



CONlRl"BUTOR: Hugh EdlllOndson, M.D. CASE NO. 6 
Los Angeles County Hospital 
Los Angeles, California February 20, 1960 

·~c~SSION NO. 10795 
OUTSIDE NO. 58-16536; 61883 

NAME: A. E. 
AGE: 73 SEX: Male RACE: Cauc. 

TISSUE FROM: 

CLINICAL 
FIND!~GS: 

Axillary lymph node (surgical) 

This 73 year old Mexican male first entered this hospital 
on December 1, 1958, because of difficulty in breathing. 
His health had been good until two years ago, when unpro
ductive cough was first noted. Subsequently, there ~as 
a forty to fifty pounds weight loss. For two weeks he 
had been anorexic and unable to eat. Pedal edema had been 
present for one week and subsided following a shot given 
by a local doctor. There was no history of fever or he
moptysis. 

Physic&l examination revealed an smaciuted, chronic and 
acutely ill Mexican male. Blood pressure was 75/35; pulse 
76. The pupils were equal and dilated but reacted slowly 
to light. The skin and tongue w~re dry. Num~rous firm, 
and small lymph nodes were palpa:ed in ~he 1Q.ft axilla, 
both epitrochlear areas and in bilateral ingu~nal areas. 
The arm about the left elbow sho,.,,:,d 3+ pitting edema, and 
both lower extremities were edem.:.tous. Many rales were 
present in the lung fields. The A-P diameter of the chest 
was increased. The heart sounds \<'ere fd.nt. There was a 
Grade Ill systolic and a Grade II diastvlic murmur in the 
aortic areas. The liver was not palpated but was percuss
ed 3 em. below the costal margin. The spleen was not pal
pated. 

The laboratory findings were as follows~ The BUN varied 
from 18-52 mg.%; the total protein was 5.1 gm.%; albumin 
1.7 and globulin 3.4. The hemoglobin ranged from 11 to 
12.9 gm.; red blood count 3.7 to 3.9 million; leukocytes 
varied from 12,000 to 19,800 1 with 90% segmented forms, 
5% bands, 3% lymphocytes, 2% monocytes, and an occasional 
my~locyte. Reticulocytes were 5.2, anj thron~ocytes ap
peared increesed. Bone morr.·ow examination was requested 
but was not performed. Th~ prothrombin time t<~as 6u%. 
The blood serology '\1186 positive. The Kolmer modification 
of the Wassermann was ++++, ++++, ±, negative. The VORL 
flocculation test was reactive, The chest x~ray revealed 
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Case No. 6 
Accession No. 10795 

February 20, 1960 

SURGERY: 

GROSS 
PATHOLOGY: 

FOLLOW-UP: 

an aneurysmal dilatation of the ascending aorta in the 
region of the arch of the aorta. The dilatation measured 
15 x 10 em. and calcification was noted in the ascending 
aorta and the arch. The trachea was shifted to the right~ 
and patchy infiltrates were present in the right mid-lung 
field and the right lower mid-lung field, the heart was 
slightly enlarged. EKG showed low voltage. 

On December 4, 1958, the left axillary lymph node was 
excised. 

The lymph node measured 3.2 x 2.3 x 1 em. and appeared 
encapsulated. The sectioned surface was homogeneous, 
tan, and contained a few recent hemorrhagic areas. 

During the hospital course, the patient was critically 
ill and febrile with a temperature to 102°. 

He was treated with antibiotic therapy and was given hydro
cortisone intravenously with Oramine in attempt to elevate 
the blood pressure. 

On December 6, he developed a gastro-intestinal hemorrhage 
that was manifested by bloody stools. For two days he had 
black, tarry stools. Subsequently, large ecchymotic areas 
appeared on the left side of the body, There was an epi
sode of urethral bleeding. Because of the dysphagia a 
Levine tube was placed in the stomach and tubal feedings 
were instituted. The decision of treatment, that is,ir
radiation vs. nitrogen mustard.~as not made. The patient 
continued to deteriorate and expired on the 27th of 
December, An autopsy was performed. 



• 

CO.NTRIBUTORS: E. M. Butt, M.D. CASE NO. 7 
Paul ~ Thompson, M.D. 
St. Luke Hos~ital 
Pasadena~ California February 20, 1960 

ACCESSION NO, 9887 
OUTSIDE NO. 130-58 

NAME: 
AGE: 

M. Me. 
62 SEX~ Female RACE: Cauc. 

TlSSUE FROM: 

CLIN!CAL 
FINDINGS: 

SURGERY: 

GROSS 
PATHOLOGY: 

Cervical lymph nodes (surgical) 

At the time of routine physical examination in March, 1956, 
the patient was asymptomatic and apparently well. Shortly 
afterwards, a lump appeared on the right side of the neck. 
A doctor was not consulted until August, and it was not 
until November when a consent for a biopsy was given. 
The pathological diagnosis was inconclusive at that time. 
Subsequently, lumps ap~eared beneath the right mandible 
which increased very rapidly in size and became painful. 

Physical examination revealed the presence of a mass of 
enlarged lymph nodes in the right neck at the angle of the 
mandible. They extended along the anterior border of the 
sternocleidomastoid. The nodes seemed fairly movable and 
appeared to be deep-seated. The overlying skin was not 
fixed. No other enlarged oodes were found. 

Two years previously, a total hysterectomy and bilateral 
salpingo-oophorectomy were performed for carcinoma of the 
uterus. 

On January 14, 1958, the right cervical lymph nodes were 
resected. 

There were three 
that varied from 
be encapsulated. 
by a homogeneous, 
faintly granular. 

discrete, large, succulent lymph nodes 
2 to 1.5 em. in diameter. All a~peared to 

Cut sections showed complete replacement 
soft, glistening, white tissue that was 



CONTRIBlJ'l'OR: Seymour B. Silverman, M.D. CASE NO. 8 
Memorial Hospital 
Phoenix, Arizona February 20, 1960 

ACCESSlON NO. 9732 
OUTSIDE NO. 5·2111-57 

NAME: J. D. 
AGE: 42 SEX: Male RACE: Cauc. 

TISSUE FROM: 

CLINICAL 
FINDINGS: 

SURGERY: 

GROSS 
PATHOLOGY: 

Cervical lymph node (surgical) 

A well-defined, firm tumor had been present in the right 
supraclavicular fossa for unknown duration. A smaller 
similar mass was located in the left supraclavicular fossa. 

Laboratory findings revealed a hemoglobin of 15 grams; red 
blood count 5.0 million; white blood count 10,750, with 44% 
segsJ 49% lymphocytes, 1% stab, and 2% eosinophile. 

On May 24, 1957, the right neck mass was excised. 

The specimen consisted of two lobulated, encapsulated masses 
that were firm and rubbery. The larger measured 5 x 3 x 1.5 
em. Cut surfaces were composed of unifonn, tan, lobulated 
tissue. 



CONTRIBUTOR; Dennis S. Shillam~ M. D. CASE NO. 9 
Huntington Memorial Hospital 
Pasadena, California February 20, 1960 

ACCESSION NO. 10578 
OUTSIDE ~0. S-3648-59 

NAME: J, A. W. 
AGE: 21 SEX: Female RACE: Ca.uc. 

TISSUE Fl\011: 

CLINICAL 
F'TI®INGS: 

SU'RGERY: 

GROSS 
PATHOLOGY: 

FOLLOW-UP: 

Right submaxillary lymph node. 

A small mass was first noticed in the right submaxillary area 
about five tmeks ago. It slowly increased in size. Initial 
examination revealed a solit~ry su~cillary mass 2 em. in 
diameter thnt was slightly tender, freely movable, and not 
fixed. It was thought to be tbe right submaxillary salivary 
gland. There was no past history of severe malaise or 
generalized Bymptoms. There was no evidence of enlargement of 
the lymph nodes, spleen~ or liver; and the r~toder of the 
physical examination was negative. A peripheral blood count 
was within normal limits. 

On September 5 1 1959, the mass was removed. 

The soft, encapsulated, Ggg-shal'cd tumor measured 3.5 x 2. 5 x 
2.5 em. Sectioned surfaces were smooth, yellm~-tan, luster
less, lymphoid-appearing tissue with a central nodular area 
of necrosis measuring 2 em. in diameter. Focal areas of 
yellow-tan necrosis up to 0.7 em. were also present. Stains 
for acid fast bacilli and fungi were negative, 

The post-operative course was uncomplicated, except for a 
short period of fatigue. When last seen on December 5, 1959, 
the attending physician stated that the patient was clinically 
~ell. There were no complaints, and she was actively engagcd 
in the teaching profession. 



CONTRIBUTOR: Francis S. Buck, D. 0. CASE NO. 10 
Los Angeles County Osteopathic Hospital 
Los Angeles, California February 20, 1960 

ACCESSION NO. 10648 
OUTSIDE NO. A-Il~87 • A-9 350 

NAME: A. J. 
AGE: 21 SKY.: Male RACE: Cauc. 

TISSUE FROM: 

CLUUCAL 
FINDINGS: 

Laminectomy (epidural fat) 

Th~ patient was transferred to the General Hospital following 
three weeks of private hospitalization for an ill-defined 
respiratory infection that did not respond to antibiotic 
therapy. The work-up for tuberculosis in the private hospital 
had been report~d as negative. The patient was born in Yugo
slavia, moved to Austria in 194L}, and finally to Southern 
California in 1952. 

At the age of ten he Has hospitalized for three months for 
tuberculoa is and then t'7as in the sanatorium for one year. The 
present complaints were interscapular pain, fever, and cough, 
all of approximately two months 1 duration. The patient was 
febrile with temperature ranging from 98° to 105°. The breath 
sounds were slightly decreased, and there was diminution in 
expansion of the left thorax. There were no palpable lymph nodes 
or organs. Neurological reflexes were considered physiological. 

Chest X-ray showed slight irregularity and elevation of the left 
diaphragm. There ~as pleural effusion and extensive pleural 
thickening. The mediastinum was some~<rhat widcnad. Blood count 
varied from 14,000 to 35,000 with the predominance of mature 
neutrophile. Hematocrit averaged 38 mm. with a hemoglobin of 
11.3 gramB. Sedimentation rata was maxkedly elevated. Extensiv~ 
bacteriological studies of the sputum, gastric washings, urine, 
pleural fluid, blood~ spinal fluid, and stools revealed no 
significant findings. The more common serum agglutination tests 
were negative. A methylene-blue dye test was also negative. 
The spinal fluid contained 160 mg.% protein, but all other find
ings were normal. Skin test for tuberculosis was positive but 
~as negative for coccidioides and htstoplaamosis. 

On the twenty-fifth hospital day, the patient complained of 
inability to move the lower extremities. Neurological examina
tions revealed a flaccid paralysis of lower extremities ~ith 
bilateral ankle clonus and positive Babinski signs, There was 
hypoasthesia of the lower extremities and trunk. Urinary 
retention developed. Myelograms demonstrated complete spinal 
block from the level of the third thoracic vertebra to the 
eighth. X-rays showed no definite bony pathology, but there 
was increase in the paraspinal shadows. 



case No. 10 
Accession ~0. 10648 

- 2 - F~bruary 20, 1960 

SURGERY; In October, 1959, surgical exploration of the spine revealed 
cxtensiveJ diffuse, scar-like thickening of the epidural tis
sue, 



CONTRIBUTOR: B. G. Fishkin, M.D. CASE NO. 11 
Veterans Administration Center 
Los Angeles, California February 20, 1960 

ACCESSION NO. 10710 
OUTSIDE NO. B2453-59 

NA11E: T.O. 
AGE: 29 SEX~ Male RACE: Cauc. 

TISSUE FROM: 

CLINICAL 
FINDilWS: 

SURGER'l: 

Retroperitoneal and cervical lymph nodes (surgical) 

TI1ere was a history of low back pain dating back to 1946 ~hen 
the pati~nt was in the Am.y in Italy. Beginnin.g in October, 
1959 there was a succession of hocpital ~dmisoions to various 
Veterans Administration institutions in Mih-1aukee, Reno and 
San Francisco. Because of continuous back pains a laminec
tomy for herniated nucleus pulposus was perfot~ed and followed 
by a spinal fusion. Subsequently, a portion of the bone graft 
was removed because tbP.re was tbc•.1ght to be scar1·ing and itD
pingment by adhesions on the corda equina. Th~ s~ptoms more 
or less persisted until the present, with bed rest offering 
most relief, 

The f'inal admission 1o1as to the vJadsworth Hoapi tal on May 15, 
1959 with the usual complaint of loH back pain, ~hich was 
treated conservatively, 

During hospitalization, recurrent abdominal pain and anorexia 
developed, as ~\tell as a spiking temperature. G.I. studies 
and IVP were negative. 

The irLttial laborato1:y studies showed a ~me of 12,200 with 
82% neutl:'ophils. The hemoglobin 1'11B.S 12.8 grams and the hema
tocrit, 40. Platelets were adequate. The bone marrow aspira
tion was non-diagnostic with some erythroid hyperplasia. 

On June s. 1959, a laparotomy was performed. There were 500 
cc. of free milky fluid in the abdomen. On the mesentery of 
the mid-ileum, there were accumulations of large nodes, some 
measuring up to 4 em. At the origin of the superior mesen
teric vessels, there was extensive involvement of lymph nodes 
which matted together forming a 10 x 6 em. mass. A biopsy 
of one of these nodes was performed, and on June 22, 1959 a 
cervical lymph node was excised, 



CONTRIBUTOR: Emmett B. Reilly, M.D. CASE NO. 12 
Orange County General Hospital 
Orange, California FebEuary 20, 1960 

ACCESSION NO. 10775 
OUTSIDE NO. S-1286-58; A-305-58 

NAME: J. H. 
AGE; 48 SEX: Male RACE: Cauc. 

TISSUE FROM: 

CLINICAL 
FINDINGS: 

LABORATORY 
FINDINGS: 

SURGERY: 

Right axillary lymph node (surgical) 

The patient, on August 17, 1958, fell while at ~rk. He was 
treated first by a chiropractor, then by his local physician 
without benefit. It was noted that there was anemia, and 
abnormal cells in the peripheral blood. 

At the time of admission to Orange County General Hospital, 
October 16, 1958, his only complaint was of continuing pain 
in the left hip area. Physical examination revealed a well 
developed, well nourished Spanish-American male in no acute 
distress, well orientated and co-operative. The gums were 
pale but not hypertrophied. A 4 x 4 em. hard node was pal
pated at the apex of the right axilla. There was no cervi
cal lymph node enlargement, but there were a few shotty 
inguinal nodes. A non-tender spleen l-las palpated 2-J em. 
below the left costal margin at the mid-clavicular line. 
Both lower extremities showed disuse atrophy, more marked 
on the left. There was considerable pain and tenderness 
in the lower lumbar area. Straight leg raising was impos
sible beyond 45° on the left. On the right straight leg 
raising was possible to 60°. The reflexes were normal. 

The hemoglobin was 8.0; hematocrit, 28; 5 normoblasts per 
100 WBC. The white blood count was 9,850, polys 62% in
cluding 1 myelocyte, 4 met~yelocytes, 6 stebs, lymphocytes 
37% and monocytes 1%. The platelets were normal. Urinaly
sis and serology were negative. The direct bilirubin was 
0.3, the indirect, 0.2. Coomb's test was negative. X-rays 
of the chest were normal. Bone survey, including lumbo
sacral spine. skull, pelvis, and both hips showed only a 
moth eaten area in the wing of the left ilium. Bone marrow 
from the region of the osteolytic lesion described on X-ray 
contained abnormal cells. Peripheral blood revealed defi
nite left shift. 

On October 18, 1958, the right axillary lymph node was 
biopsied. 



CONTRIBUTOR: t. J. Tragerman, M.D. CASE NO. 13 
679 South Westlake Avenue 
Los Angeles 5, California February 20, 1960 

ACCESSION NO. 1784 
OUTSIDE NO. B•5493-50 

WAME~ 

AGE: 
A. B. 

37 SEX: 

TISSUE FROM: 

CLINICAL 
FINDINGS: 

SURGERY: 

GROSS 
PATHOLOGY: 

FOLLOW-UP: 

Female RACE: Cauc. 

Tumor of the neck (surgical) 

A lump had been located in the neck for three years with no 
apparent change in size until two months ago, when it doubled 
in size. There was also a history of arthritis and arthral
gia; and the patient stated that when the arthritis was more 
severe, the tumor was more prominent. 

Physical examination Tevealed a freely moveable tumor just 
below the lower border of tbe right mandible. 

Laboratory findings l-rere as follows: White blood count 3,800. 
with 45% polys, SO%monocytes; no immature cells were noticed. 
Hemoglobin 12.9 grams; red blood count 4.0 million. 

On December 20, 1950, the tumor was excised. It was located 
beneath the platysma, in the lower portion of the submaxil
lary triangle and was not infiltrating. A second similar 
but smaller mass was located posteriorly. No other masses 
were noted. 

The circumscribed, encapsulated mass was somewhat lobulated 
and measured 2.3 cro. in its greatest diameter. Cut surfaces 
were moderately firm, fleshy, and faintly yellow-tan to 
brown. 

Submitted separately was a small lymph node that was grossly 
normal. 

The patient was last seen by the local surgeon in April, 
1951, with no indication of recurrent tumor. At that time 
she was preparing to leave for Braz~l, and no further ~rd 
has been received from her. 



CONTRIBUTOR: H. K. Bullock, M. D. CME NO. 14 
Los Angeles County Hospital 
Loa Angeles, California February 20, 1960 

ACCESSION NO. 2073 
OUTSIDE NO. 51-2822 

NAME: P. S. 
AGE< 60 SEX: Male RACE: Cauc. 

TISSUE FROM~ 

CLINICAL 
FINDINGS: 

Stomach (surzical). 

On February 20, 1951, entry was made to the County Hospital 
for the sixth time because of recur.rent nausea and vomiting. 
The present episod~ started three months previously {·Then epi
gastric distress and pain occurred following meals. The pain 
was relieved by drinking milk, Cctt1.ng food, or taking Pe-pto
Bisciol. The pain usually occ•.Jrr.eC: one and one-half hours after 
meals and waa not associated with hemntemcsis or melena. 
Voroiti..Tlg {'\~d been present for a fc\-1 days; and entry was made to 
the hospital because of increasing weakness and a ruther marked 
weight loss. 

In 1938, laparotomy and closure of a perforated gastric ulcer 
was performed at Unit II. 

The first hospital admission to Unit I ,.1n.s in August, 1940, 
because of marked umbilical pain, nausea, but no vomiting. 
A gastro-intestinal series demonstrated a pyloric peptic 
ulcer; and during th~ hospital stay, there was an episode of 
melena. He improved on conservative therapy. In 1941, he was 
treated for pneumonia which responded promptly to antibiotic 
therapy. On February 16, 1942, recurrent nausea and vomiting, 
associated with weakness, prompted his fourth ~ntry to the 
hospital. The upper gastro-intestinal series showed gastric 
dilatation and pre~pyloric constriction. He was again given 
conservative therapy and was discharged on the so-called ulcer 
regime. 

On April 30, 1943, he was again hospitalized for two weeks 
because of nausea and vomiting, weight loss, and fatigue. 
Gastric analysis was performed for the first time and showed 
increased amounts of both total and free HCL with 80° of free 
HCL and 80° of total HCL in the 60-minute spectmen. He res
ponded again to conservative therapy. Surgery was discussed 
but not performed, 

Phys~cal examination revealed a cachectic, thin, 60-year-old 
male. The skin was covered with tattoos. The blood pressure 
was 115/70, and the pulse 76. Matted, non-tender lymph nodes 
were palpated in the right inguinal area, but none were found 
elsewhere, including the supraclavicular fossa. A healed 
surgical scar wns located in the upper portion of the abdomon 
in the midline. There was moderate tenderness in the epigastric 



Case No~ 14 
Accession No. 2073 

~ 2 - February 20~ 1960 

SURGERY: 

GROSS 
PATHOLOGY: 

areas and in the left upper quadrant, The hemoglobin ~as 
14.5 grams; white blood count 12.800 with 70% polys; and the 
stool was negative for blood, An upper gastro-intestinal 
series revealed findings that ~e~e considered compatible with 
those of inflammatory changes and with peri·antral and duodenal 
inflammatory masses and adhesions. lt was impossible to 
ascertain whether the pathology was confined to the antrum or 
duodenal pulp. Neoplasm could not be excluded. 

On March 19, 1951, a subtotal gastrectomy, with removal of 
seven-eighth of the stomach, and gastro-jejunostomy were per
formed. Numerous large lymph nodes were encountered in the 
mesentery, and one was biopsied. 

The stomach mea$ured 12 em. along the lesser curvature and 
23 em. along the greater curvature, In the mid-portion of 
the lesser curvature was a flat, 2 em. ulcerated area ~th a 
3 em. area of surrounding induration. The attached segment 
of duodenum was 5 em, in length and had a large pseudodiver
ticulum toward the lesser curvature side. Numerous firm no~s 
were located in the mesentery and the gaatro~hepatic omentum. 
Soma measured up to 2.5 em. 

The patient did well following surgoty and was discharged on 
April 3, 1951. 



CONTRIBUIOR: Doris L. Herman, M.D. CASE NO. 15 
Los Angeles County Hospital 
Los Angeles, California February 20, 1960 

ACCESSION NO, 10620 
OUTSIDE NO. 59-13608 

NAME: 
AGE: 

W. H. 
65 SEX: 

TISSUE FROM: 

CLINICAL 
FINDINGS: 

SURGERY: 

Male RACE: Cauc. 

Conjunctiva (surgical) 

This patient entered the hospital for the second time on 
September 29, 1959, because of the presence of a mass in 
'each .eye-. The growth located in the corner of the con~ 
junctiva of the right eye ,.1as first noted ten months ago. 
It was associated with a gcitty sensation and pus forma
tion, as well as intermittent blurring of vision. A 
smaller lesion t·ras located in the left eye. · 

One month previously the patient had been hospitalized on 
the Genito-urinary Service because of acute urinary reten
tion of four days' duration. He gave a history of having 
''broke his back" in 1931; and at the time of injury had 
urinary retention for three weeks. Since that period 
there bad been intermittent episodes in which he found it 
necessary to catheterize himself. During his hospitaliza
tion, the retention was relieved by indwelling catheteri
zation, Sitz bath, and antibiotic therapy. 

In 1916. he acquired syphilis and was treated with 606 
and 11hip shots". 

Physical examination revealed the following: Blood pres
sure 168/80; pulse 80. Vision in the right eye was 20/30 
and in the left eye 20/60. A firm, pink mass 2 x 1.5 em. 
arose from the inferior and lateral aspect of the cul de 
sac OD. A similar l x 1 em. mass was located in the left 
eye. The tonsils were 2+ enlarged. A 3 x 4 em. mass was 
palpated in the right axilla and a 2 x 2 ·in. tb.e left~ --
The posterior cervical lymph nodes ~11ere enlarged. 

The hemoglobin was 12 grams; BUN 12 mg.%; and acid phospha
tase 1.8 units. The chest X-ray revealed hyaline lymphadeno
pathy. The IVU was normal, and an esophogr~ was interpre
ted as showing a space-occupying mass in the hypopharynx. 

On October 2, 1959, the right subconjunctival mass was 
biopsied. 



CONTRIBUTOR: George Hummer, M.D. CASE NO. 16 
St. John's Hoapital 
Santa Monica, California February 20, 1960 

ACCESSION NO. 10656 
OUTSIDE NO. W0-58-10327; S-5587-58; A-133~59 

NAME: P. S. 
AGE: 42 SEX: Female RACE: Cauc. 

TISSUE FROM: 

CLINICAL 
FINDINGS: 

Skin, left thigh (surgical); Lymph node (autopsy) 

The first admission to the hospital was on November 7, 1954 
for treatment of rectal bleeding due to protruding hemor
rhoids. 

At the time of the second admission on March 5, 1958, a 
basal cell epithelioma was excised from the skin of the 
left cheek. 

Three weeks prior to the third hospitalization on November 
30, 1958, the patient insisted that an insect ~ bitten 
her on the left thigh while walking on the beach. The 
site was immediately examined and a red, swollen area was 
noted. Because this skin lesion was essentially unchanged 
three weeks later, at a routine physical examination, a 
biopsy was made of the skin lesion by a Dermatologist. 
On the following day the bone marrow wa& examined and re
ported as essentially normal. 

The patient pursued an uneventful course until the spon
taneous appearance of a second lesion on the skin of the 
scapula several months later. The blood picture at this 
time was normal. 

About five weeks later a hypochromic anemia was noted. 

The final admission was on August 20~ 1959. The complaints 
were nausea, vomiting, diarrhea and weight loss. The 
axillary and supraclavicular lymph nodes were mildly en
larged. A repeat bone marrow biopsy revealed erythroid 
hyperplasia. 

The patient later developed ascites. Two liters of fluid 
were removed by paracentesis and examined for cell mor
phology. 
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Case No. 16 
Accession No. 10656 

February 20~ 1960 

AUTOPSY 
FINDINGS: 

The physical condition of the patient deteriorated and 
she expired on November 11, 1959. The treatment during 
the course of the illness had consisted of blood transfu
sions. irradiation. and phosphoamide chemotherapy. 

There was tumor involvement of the peritoneum; loops of 
intestine; gallbladder and abdominal lymph nodes with 
ascites (1500 ccs.), and severe cachexia. 



L 

CONTRIBUTOR: Harry J. Sacks, M.D. CASE NO. 17 
Cedars of Lebanon Hospital 
Los Angeles, California February 20, 1960 

ACCESSION NO. 10698 
OUTSIDE NO. A-57-55 2865-55 

NAME: 
AGE: 

P. S. 
20 SEX: 

TISSUE FROM: 

CLINICAL 
FINDINGS: 

Male RACE: Cauc. 

Cervical lymph node (surgical) 

The patient was admitted to the Ceda~s of Lebanon Hospital 
on February 18, 1955, with the following history: 

Four years previously there was a known nasal passage tumor 
that was thought to be adenoids. Removal was recommended, 
but the patient declined to have this done. His health re
mained excellent until three months prior to this admission, 
when swollen eyelids first occurred. A doctor examined him 
and told him there was a groHth in the nose. A week later 
the right side of the neck tJas swollen, and X-ray treatments 
to the neck were given to the patient at the City of Hope. 
After treatment, there was regression of the swelling. Two 
months ago, there was weakness and fatigue associated with 
nausea and vomiting. Three weeks ago, anorexia and weight 
loss occurred. The weight dropped from 135 pounds to 115 
pounds. A week ago, there were episodes of epistaxis from 
both nostrils. Dark urine was also p~esent but first no
ticed about three weeks before adroission. There was 
icterus and the appearance of subcuLaneous tumor nodules 
over the suborbital ridge at severa! points on the face. 

On physical examination, many lymph nodes were palpated in 
the cervical chain in the right submandibular area and in 
the supraclavicular area. Examination of the rest of the body 
revealed nodes only in the left inguinal area. The chest was 
negative. The liver '"'as palpated two finger breadths below 
the costal margin. The spleen was not palpated. 

Laboratory studies revealed a white count ranging from 4,500 
to 6,000, with a marked shift to the left in the granulocytic 
series. The differential wa3 as follows: 5% polys with 28% 
stabs; 13% metamyelocytes; 3% myelocytes; 10% monocytes; 19% 
lymphocytes. A rare blast cell was encountered in the peri
pheral blood. There were 7 nucleated red cells per 100 white 
cells, and a moderate degree of anisocytosis. The red blood 
count was 2.38 million with 5.6 to 6 grams of hemoglobin. 
The reticulocyte count varied from 1.7 to 4%. The total 



- 2 -

case No. 17 
Aaeessiori No. 10698 February 20, 1960 

SURGERY: 

GROSS 
PATHOLOGY: 

bilirubin 1~as 11.3 mg.%, with the di~ect bilirubin comprising 
8.2 mg.1~ Thymol turbidity was 1 unit. The cephalin floccu
lation was 3+ in 48 hours. The prothrombin time was 1001~ 
Coomb 1 s test was negative. A bone marrow expiration was per
formed and abnormal cells encountered. 

A lymph node from the posterior cervical chain was excised 
on November 24, 1954. 

The mass of reddish-brown tissue measured 2 x 1.5 em. and 
appeared encapsulated. The cut surface was mottled brown 
and white. 



CONTRIBUTOR: George J. Hummer, H.D. CASE NO. 18 
St. John's Hospital 
Santa Monica, California February 20, 1960 

ACCESSION NO. 10615 
OUTSIDE NO. A-B0-54 (autopsy); B434-53 (surgical) 

NAME: 
AGE: 

R. DeC. 
67 SEX: Male RACE: Cauc. 

TISSUE FROM: Lymph node (surgical); Spleen and bone marrow (autopsy) 

CLINICAL 
FINDINGS: 

The first hospital admission was on May 11, 1953, because of 
increasing fatigability since January, 1953. There were oc
casional febrile bouts and frequent night sweats. A local 
M.D. was consulted and found the patient to be anemic with 
enlargement of the cervical, axillary, and inguinal lymph 
nodes, and the spleen. 

Physical examination revealed the pallor of anemia and a 
blood pressure of 140i80. The liver edge was palpated two 
finger breadths below the costal margin, and the spleen was 
down from two to three finger breadths. There was mild to 
moderate lymphadenopathy of the cervical, axillary and in
guinal regions. 

Blood cultures and urine cultures were negative. Uric acid 
was 4.5 mg.%. Hemoglobin varied from 7 to 12 grams during 
the course of illness. The total white count fluctuated 
from 6,000 to 30,200, with an average appearance of approxi
mately 50% eosinophils, but with a high level of 75% eosino
phils. On peripheral smears, the majority of eosinophils 
had segmented nuclei, but myelocytes and metamyelocytes 
were frequently identified. Many exhibited cytoplasmic areas 
vacant of granules. A marrow aspiration and lymph node 
biopsy were performed. 

Hospital course was characterized by occasional bouts of 
fever; and on August 10, 1953, there was an episode of mild 
congestive heart failure. A course of nitrogen mustard was 
given at one time during his illness. 

On May 27, 1954, there was a sudden onset of right chest 
pain and dyspnea suggestive of pulmonary embolus. Several 
days previously there was edema of the left leg and leg 
cramps. Chest X-ray revealed right pulmonary infarction. 



• 
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Case No. 18 
Accession No. 10615 

February 20, 1960 

AUTOPSY 
FINDINGS: 

The patient expired the following day, approximately one 
year after the first hospital admission. The patient had 
received a total of 101 blood transfusions during the 
course of illness. 

The autopsy revealed the following: 

1. Blood dyscrasia; 

2. Right pulmonary artery thrombosis with infarction 
and atelectasis of the right lung, fibrinous 
pleuritis and hydrothorax (hepatomegaly 3000 grams, 
splenomegaly 1000 grams); 

3. Generalized lymphadenopathy; and 

4. Transfusion hemosiderosis of liver, spleen 1 and 
lymph nodes . 



I 

CONTRIBUTOR: Richard D. Le~'liS, M. D. CASE NO. 19 
Huntington Memorial Hospital 
Pasadena, California February 20, 1960 

ACCESSION NO. 10617 
OUTSIDE NO. AU-176-59 

NAME: V. L. 
AGE: 67 SEX: Female RACE: Cauc. 

TISSUE FRO~!: 

CLINICAL 
FINDWGS: 

Lymph node and spleen. 

The patient spent much of her adult life in India as a mission
ary. A prolonged illness of at least 29 years' duration began 
in 1930, when definite splenomegaly was first noted. No ab
normality was demonstrated in the blood count, and no etiology 
~1as establish.;d, An appendectomy in 1932 was complicated by 
pulmonary embolism. A normal pregnancy occurred in 1936. 

In 1938, blood abnormalities ~-/ere first detected (hemoglobin 
19 .2. gm. %~ red blood count 6,540,000/cu. mm., ~vhite blood 
count 9,700/cu, ~.with 83% neutrophile). Small veins of 
the face were quite prominent. The spleen extended \'lell belot-1 
the umbilicus, and the liver seemed slightly enlarged, 

Occasional venesection was the only therapy ~played for several 
years, and at the end of four years, hemoglobin values were 
normal without venesection. In 1943, the hemoglobin was 14.2 
gm~% and red blood count 4,940,000/cu. mm. On several occasions 
a whit~ blood count of 13,000 to 14,000/cu. mm. was reported 
without immature cells. 

In 1949, anemia was first recognized (red blood count 2,400,000/ 
cu. mm.), and it did not respond to iron, liver, and B 2 
therapy. Transfusions vere given at irregular intervals over 
a seven-year period to maintain the r~d count at values over 
3,000,000/cu. mm. In May, 1955, cortisone therapy was begun, 
with a change to prednisone in a few months; and this therapy 
continued until death four years later. Occasional transfusions 
were required during this period. 

In June, 1956, the patient was thoroughly studied at the 
University of California in Dr. Lawrance 1 s department. Some 
of the many results of tests were as follows: Red blood count 
3,000,000/cu. mm. with many abnormal forms; Reticulocyte count 
2.3%; Platelet count 250,000/cu. mm. with abnormal forms; 
White blood count 8,700/cu. mm. with occasional metamyelocytes 
and ~yelocytes noted. Bone marrow aspiration showed focal 
erythroid hyperplasia; but there was marked difficulty in ob
~ining particles. Uric acid was 10.4 mg.%; Serum protein: 
Albumin 4.3 and Globulin 2.4 gm.~. The P blood volume 
studies showed a total red cell volume o£3233.1 cc/kg. (normal 
24~33), plasma volume 88.4 cc/kg* (normal 70-170), and it was 
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February 20, 1960 

ACCESSIO~ NO. 10375 CASE NO. 4 

FOLLm-1-UP: When last seen by her attending physician on January 12~ 1960, 
there were no symptoms or signs of disease. There was no local 
or systemic symptomatology. The patient ~-1as afebrile and had 
gained weight. The examination ~o1as essentially normal withou t 
lymphadenopathy, splenomegaly or hepatomegaly. The blood pres
sure was 120/80. A recent blood count and urinalysis , as well 
as stool studies and chest X-ra.y were reported to be entirely 
negative. 



February 20, 1960 

ACCESSION N04 10795 CASE NO. 6 

PRIMARY 
ANATOMICAL 
DIAGNOSES: 

I. Tertiary syphilis (Positive serology) 

A. Cardiovascular syphilis 

1. Aneurysm, ascending aorta 
(size 27 em, in circumference) 

2. Cardiac hypertrophy and dilatation, 
model:' ate 

3. Congestive heart failure 

a. Congestion of viscera 

b. Bilateral hydrothol:'ax and 
ascites 

B. Lymphadenopathy (?) 

II. Bronchopneumonia with organization 

III. Pancreatic fibrosis 

IV. Gastro-intestinal bleedL~g - source undetermined 



February 20, 1960 

ACCESSION NO. 9732 CASE N0 .8 

FOLLOW-UP~ The patient received X-ray irradiatim1. therapy to the neck 
area during the month following surgery. The last report 
dated December 19, 1957 stated that repeated examinations 
following this disclosed no enlargement of liver, spleen or 
other lymph nodes. 



February 20, 1960 

ACCESSION NO. 10648 CASE NO. 10 

FOLLOW-UP: The patient expired on October 17, 1959. Autopsy disclosed 
left pleural effusion, marked elevation and thickening of 
the left parietal pleura to a maximum width of 2 em. There 
was paravertebral and posterior mediastinal infiltration of 
tumor, enlargement of the left supraclavicular and lower an
terior cervical lymph nodes with extension into the left 
lobe of the lung. The spleen weighed 375 grams and exhibited 
gross nodules of gray tumor. The majority of the abdominal 
lymph nodes and superficial lymph nodes were not enlarged. 



February 20, 1960 

ACCESSIO~ NO. 10710 CASE NO. 11 

FOLLOW·UP: Following the initial surgery, peripheral lymphadenopathy 
developed and the abdominal pain became persistent. 

Nitrogen mustard therapy was instituted \>Iitb initial res
ponse, both clinically and symptomatically. The WBC dropped 
to leukGpenic level (1,000) and the hemoglobin to 6 grams. 
The bone marrow aspiration showed a very hypoplastic marrow 
which was compatible with heavy irradiation or nitrogen 
mustard therapy. 

There was regression of most of the lymph nodes, as well as 
of the abdominal mass. However, in July, recurrent lymph
adenopathy was noted. Accord~ngly, he was given a course 
of X-ray irradiation therapy. 

Supportive therapy, such as whole blood transfusions were 
employed, and on August 28, a second course of nitrogen 
mustard therapy \.Jas given. On September 18, 1959, X-ray 
irrad!ation was administered to the left cheat because it 
was felt that there were infiltrative lesions in the left 
costal sternum. Responses to therapy were generally tran
sitory. 

His course was one of progressive and generally rapid de
teriorationt and he was febrile most of the time. Termi
nally, he developed pneumonitis at the right base; urinary 
tract infection; a partial small bowel obstruction; and 
generalized l}~phadenopathy. 

In spite of all measures, he expired on October 4, 1959. 

The autopsy disclosed: 

1. Neoplastic involvement of skin; heart; spleen 
(650 grams);liver? (2600 grams); lymph nodes 
(both superficial and deep); loops of ileum 
and jejunum; lung;·vertebra?; calvarium; and 
stomach? 

2. Bronchopneumonia and hydrothorax. 

3. Fibrosis and old hemorrhage of dura in the 
distal portion of the cauda equina. 



February 20, 1960 

ACCESSION NO. 10775 CASE NO, 12 

FOLLOW-UP! rhe patient was treated with blood transfusions, prednisone 
and antibiotics. He continued a progressive course of deteri
oration and expired on November 5, 1958. 

Auto~sy revealed: 

1. Neoplastic involvement of ileum; ribs; vertebra; 
liver; lymph nodes, especially ~ancreatic; lungs; 
both kidneys; stomach; peritoneum; subcutaneous 
tissue; and mesentery. Many of the tumor nodules 
were hemorrhagic. The spleen weighed 130 grams 
and contained no tumor nodules. 

2. Bronchopneumonia. 



February 20, 1960 

ACCESSION NO. 2073 CASE NO. 14 

FOLLOW-UP: The patient was seen in the Follow-Up Clinic twice a month. 
and on most visits there were complaints of anorexia and 
nausea, but no vomiting. On June 16, 1951, he was admitted 
to the hospital in acute respiratory distress with complaints 
of cough and exertional dyspnea for the previous three 
months. The tem?erature was l01°F. and the ~ulse was 100. 
The left lateral chest was dull to percussion, and fine rales 
were present. The fingers and toes exhibited marked clubbing. 

The NPN was 75 mg.%. A chest X~ray was ordered but no report 
was shown on the chart. The sputum was cultured for bacteria. 
and acid fast bacilli with .negative results. The patient res
ponded to antibiotic therapy and was discharged on August 1, 
1951. 

The patient'~ final admission to the hospital was on February 
1, 1952, for conti~ued weight loss and fatigue, The only 
gastro-intestinal symptoms at that time •~ere grossly bloody 
stools on occasions. There uere no more complaints of short
ness of breath or cough. He was malnourished. The chest 
~as clear. The rectal examination was negative, No lymph 
nodes or masses \-Tere palpated. 

the hemoglobin was 8.5. The stools h~~3t occult blood. 
The NPN was 29 mg.%. The barium enema showed minor irre
gularities in the sigmoid, but no obstruction. An upper 
GI series showed a normally functioning gastro-enterostomy 
with no evidence of active pathology. The chest X-ray 
showed overexpansion, but othen~ise normal. Blood and 
serology were negative . 

The patient's condition improved after five weeks o£ con
servative therapy ~1hich consisted of a soft diet) pheno
barbital and atropine. He was discharged on March 7) 1952. 
The clinical diagnosis was possible marginal ulcer. 

He was last seen in the Out~patient Department two weeks 
later with complaints of fatigue. 

The last information was received from the Veteran's Ad
ministration, stating that the death certificate showed 
tkat the patient expired on January 17, 1954, at Gasa Lorna 
Sanitarium, San Luis Obispo, California. The cause of death 
was stated to be pulmonary tuberculosis. Autopsy was not 
performed. 

This case was presented at a State Conference on May 12, 1951. 
Votes at that time ~.;ere: Hodgkin 1 s, 25; fibrocarcinoma., 1; 
mucoid carcinoma; 1; reticulocytoma, 1. 



February 20. 1960 

ACCESSION NO. 10620 CASE NO. 15 

FOLLOW-UP: The patient was referred to the Radiology Department for 
X-ray irradiation therapy. He was given treatments five 
days a week, from October 12, 1959 to December 7, 1959. 
The eyes, bilateral axillary areas, bilateral inguinal and 
cervical lymph nodes were irradiated. By November 5, both 
conjunctival masses had disappeared. During the course of 
therapy, the patient complained of intermittent nausea and 
vomiting but bad no other symptoms. 

When the patient was last seen on January 10, 1960, the 
only palpable lymph node was a small one in the left epi
trochlear area. 

At the last clinic visit, the hemoglobin was 11.5 grams. 
The white blood count was 4,800 with normal distribution. 
The patient was asymptomatic. A biopsy of the prostate in 
November, 1959 showed no indication of carcinoma. 

The patient is now awaiting surgery for "benign prostatic 
hypertrophy complicated by intermittent urinary obstruc
tion''. 



.. 
February 20, 1960 

ACCESSION NO. 10698 CASE NO. 17 

FOLLOW-~: the hospital course was a rapidly ingravescent one, with 
death occurring on March 4, 1955, approximately two weeks 
after admission. 

The autopsy findings were as follows: 

1. Neoplastic involvement of blood, marrow, spleen, 
retroperitoneal lymph nodes, pancreas, testis, 
and maxillary sinus. 

2. Focal necrosis, liver. 

3. Jaundice (not viral hepatitis). Bile stasis 
and dilatation of bile ducts. 

4. Status post irradiation therapy, hormone and 
mercaptopurine therapy. 

5. Anemia, thrombopenic. 

6. Transitional carcinoma (?), nasopharynx and sinus 
~-lith metastases. 

7. Leukemoid reaction. 

8. Myeloid metaplasia, spleen and lymph nodes. 

9. Atrophy; testis. 



February 20, 1960 

ACCESSION NO. 10728 CASE NO. 20 

FOU.Ot·1-UP: On the last admission, February 5, 1952, there was mental 
confusion, get1eralized muscular tremors and weakness. In 
addition to widespread dermatitis, there was purpura and 
a non-tender superficial lymphadenopathy. 

The terminal course was characterized by repeated episodes 
of epistaxis, increasing mental confusion and weakness. 

He died on February 10, 1952. At the time of death he bad 
received a total of 6,150 r over all body areas !n amounts 
o:: 75 to 150 r. 

An autopsy was performed. The anatomical diagnoses were: 

1. Purpura, with multiple hemorrhages in the central 
nervous system, lung, heart 1 stomach, intestine, 
and urinary bladder. 

2. Hyperplastic marrow (shaft of right femur was 
filled with red marrow). 

3. Bronchopneumonia. 

4. Chronic exfoliative dermatitis, irradiated. 

5. Generalized lymphadenopathy (periaortic nodes 
measured up to 8 em.) (Spleen ~Jeighed 140 grams). 



• 
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!ebruary 20, 1960 

ACCESSION NO. 8316 CASE NO. 22 

FOLLOW-UP: The patient was treated symptomatically for his duodenal 
ulcer and his condition improved with uneventful course. 
He remained afebrile and was discharged for X-ray therapy 
of the skull lesion and follow-up of the duodenal ulcer. 
A biopsy of the skull lesion performed on November 3, 1955, 
showed marked fibrosis of the medullary portion with bony 
spicules. Although most of the fibrous tissues were poorly 
cellular, decidual fibroblasts mixed with lymphocytes were 
scattered about. 

The patient was hospitali~ed two other times (October, 1956 
and February, 1958) after the original entry in 1955, for 
recurrent symptoms of his duodenal ulcer. He was not par
ticularly careful about following his diet and drank heavily. 
In 1956, some small non-tender lymph nodes were noted in the 
left inguinal, right axillary, posterior cervical, and pos
terior auricular areas, but none were remarked upon in 1958. 
Skull films in 1956 and 1958 showed continued progressive 
regeneration of the defects of the skull with diminution in 
size of the defects following X-ray therapy to the skull 
(1955 and 1956). No new lesions could be demonstrated. 
However, in 1958, X-rays showed new defects in the fourth 
lumbar vertebra. X-ray treatments were directed to the 
area. Chest films in 1956 revealed no definite areas of 
infiltration in the lung, This same film also showed what 
appeared to be a smaller sized heart than seen previously 
in 1955. 

Laboratory findings revealed no remarkable changes in the 
b1ood except at his laat entry when he l~as clinically de
hydrated (from vomiting). PCV 51, hgb. 17.4 gm. (120%), 
wbc 4>900 with 52% PMN, 5% M, 40% L, 3% E. The smear was 
unremarkable. ~~o urine examinations in 1956 showed a trace 
and faint trace of albumin, but no albumin was present on 
two examinations in 1958. However, 2~4 rbc/hpf were found 
on entry examinatiou of the urine in 1958; none with a re
peat examination a few days later, 

A determination of total lipids (1956) was 492 mg.% (normal 
550-1150). Total proteins were 6.5 gm.% with 4.1 albumin, 
2.4 globulin with an A/G ratio of 1.7. A total serum cho
lesterol (1958) was 224 ~g.%. 

The patient was last seen by his physician shortly after 
his last discharge from the hospital (February - March, 1958) 
at which ti~ he appeared to have no complaints. Lymph nodes 
~re not palpable. No follow-up fiLms were made. 


