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NAME:

FEBRUARY 1969 - CASE NO. 1

H•. K.

AGE:

79

SEX:

Male

RACE:

Caucasian

ACCESSION NO. 12412

E. R. Jennings,, M.D.

CONTRIBUTOR:

OUTSIDE NO. S-3821-62
Memorial Hospital of Long Beach
Long Beach, California

TISSUE FROM:

Stomach

CLINICAL ABSTRACT:
History :
distress.

This 79 year-old male gave a history of mild epigastric

Physical examination was no remarkalle.
Radiograph· showed either an ulcer or a tumor. A repeat film one
month later showed a lesion involving the mid-third of greater curvature
of the stomach.
SURGERY:,
On July 11, 1962 a gastric resection consisting of a portion. of
stomach measuring 25 em. along the greater curvature and 15 em. along
the lesser curvature was performed.
GROSS, PATHOLOGY:
The specimen was 7/8 of the stomach which weighed 365 gm. and
measured 15 and 25 em. along the lesser and greater curvatures,
respectively. The mucosal surface showed a somewhat polypoid, glistening
tumor that involved most of the stomach from the prepylorus extending
for 18 em.. There was only minimal ulceration of the mucosa. The
gastric wall was greatly thickened up to 1.5 em. and was indurated.
There were lymph nodes with tumor found in the omentum.
COURSE:
The patient was discharged on the lOth post-operative day with no
untoward developments.
FOLLot~

UP:

The patient was discharged from the hospital on July 21, 1962 and
had no further admissions at this hospital.
He expired on December 29,
1962. No autopsy was performed.

NAME:

AGE:

FEBRUARY 1969 - CASE, NO. 2

P., F.

65

SEX:

Female

RACE:

Caucasian

ACCESSION NO. 14995

CONTRIBUTOR:

J. R. MCGrath, M.D.
OUTSIDE NO. C-3469-65
Centinela Valley Community Hospital
lngelwood, California

TISSUE FROM:

Large bowel (ascending, colon)

CLINICAL ABSTRACT:
History:
The patient complained, of recurrent attacks of pain in
the right upper quadrant for the past two months with weight loss of
twenty pounds. This has been associated with gaseous indigestion,
nausea, and usually related to meals. All this had taken place
the past six months.

)

Physical examination:
Patient was, a well developed, rapidly talking
alert female in acute distress. Examination was essentially negative
except for multiple small areas1 of ecchymosis, primarily over the lower
extremities . There was no venous distension.
SURGERY:

Resection of terminal ileum and right hemicolectomy and
cholecystectomy were performed.
GROSS PATHOLOGY:
The specimen was received in two parts. A. The specimen consisted
of a resected ascending colon, and attached mesocolon. The segment of
the small bowel measured approximately 30 em. in length and had a, rather
uniform circumference of 4.3 em. The segment of the large bowel
measured approximately 20 em. in length and was 8 em. in circumference at
its distal end and up to 12 em. in circumference at its widest portion.
Throughout the thickened indurated mesentery were many hemorrhagic, more
or less, rounded areas measuring between. 1.5 and 3.0 em. across. Cut
sections through such areas showed only apparent hemorrhage, but
occasional lymph nodes were also' seen. These lymph nodes had a deep,
red-brown, almost purple color. Fine fibrous adhesions were noted along
the serosal aspect of the small intestine and the opened segment of the
small bowel showed several protruding dome-shaped, red-brown submucosal
nodules. The largest measured 0.8 em. across. On cut section this was
an apparently metastatic neoplasm and had a color that varied from
dark gray to red-brown. Just within the ileocecal valve, was a large
indurated mass over which the mucosa was stretched and had lost its, mucosal
folds. This mass, on cut section also was noted to be a neoplasm which
could be seen involving the mucosa, muscularis, and even extending into
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the adipose tissue. On cross-section this tumor measured approximately
4 x 4 x 1.5 em. Many large and small additional similar neoplastic
masses were noted along the course of the large bowel and on cut section
several of these disclosed that the tumor had involved the entire
thickness of the bowel and retracted adipose tissue into the wallRelatively few lymph nodes were found and the large artery coursing
through the thickened mesentery was heavily calcified and indurated.
Most of the mucosa of the large bowel had a deep red-brown color.
Specimen B. The gallbladder also was involved by a thick, hard
plaque-like similar neoplasm. In contrast to the neoplasm seen in the
bowel, the tumor had a pale gray-white color except where it was
deeply bile stained.

FOLLOW UP:
The patient expired about 5-6 weeks post operdtively.

)
NAME:

AGE:

FEBRUARY 1969 • CASE NO, 3

B. P.

Unknown

CONTRIBUTOR:

SEX:

Male

RACE:

Caucasian

G, Meador, M.D,

ACCESSION NO, 12795
OUTSIDE NO. 334·1-63

Sumerlin Memorial Laboratory
San Diego, California
TISSUE FROM:

Ascending colon

CLINICAL ABSTRACT:
History:
The only information available is that the patient had
recently suffered from rectal bleeding. He is an elderly Caucasian
male.
Radiographs disclosed a smoothly contoured tumor projecting into
the lumen of the ascending colon.
SURGERY:

Surgery was perfomed on January 23, 1963, A very difficult freeing
of the cecum and ascending colon was perfomed, which necessitated
cutting into the psoas muscle, Terminal ileum, cecum, ascending colon,
pericolic adipose tissue and a portion of the psoas were removed en masse.
The tumor was 4.5 em,, well demarcated and located in the posterior \o7all
of the cecum and ascending colon, and extended into the adipose tissue.
GROSS PATHOLOGY:

The specimen consisted of 32 em. of terminal ileum attached to cecum
and 17 em. of ascending colon. In the midportion of the posterior wall
of the ascending colon, a snooth tumor covered by mucosa, measuring 4.5
em, in diameter projected into the lumen. The .=. pericolic adipose tissue
was irregularly indurated. Numerous lymph nodes ranging, up to 3 em. in
size were scattered through the mesocolic adipose tissue. The lymph
nodes were soft and had a fish-flesh appearance.

A small segment of skeletal muscle from the iliopsoas muscle was
attached to the deep surface 1 directly beneath the tumor.
FOLLOW UP:
The patient is, still living and in fairly good health at the age of
60, except for mild prostatism. There was no roentgenologic, evidence of
metastases.

NAME:

AGE:

FEBRUARY 1969 - CASE NO. 4

F. Y.

76

SEX:

Male

RACE :

Japanese

CONTRIBUTOR:

C. P. Schwinn, M.D.
LAC-USC Medical Center
Los Angeles~ California

TISSUE FROM:

Duodenum

ACCESSION NO. 13922
OUTSIDE NO. 64·16559

CLINICAL, ABSTRACT:

RisttEf:
The patient was admitted to, the hospital on September
1964 with a chief complaint of intermittent epigastric pain described
as: squeezing tightness, 20 to 30 minutes after eating, lasting V:a hour
for the past 3-6 months. The pain was unrelieved by milk or medication.
There had been a weight loss of 5 to 6 pounds over the past two months.
At age 7, patient passed long worms after taking a White, powder. History
of peripheral neuropathy of unknown etiology involving the upper extremities
since 1965.
Physical examination:
midline tenderness.

Negative except for right epigastric left

Radiograph:
An upper G. I. series done on October 6, 1964, revealed a
large round filling defect within the duodenal bulb.

SURGERY:
An excision of tumor and Heineke-Mikulicz pyloroplasty was performed
on October 29, 1964.

GROSS PATHOLOGY:
The specimen consisted of two soft fluctuant polypoidal orange yellow
masses, the larger measuring 5.5 x 2.5 x 1 em. and the smallest 5.3 x
2.2 x 1 em. The external surface was1 slightly granular and pink yellow tan.
At one end a raised elevated area was seen measuring 1.3 em. in dimensions·.
It appeared contiguous with what appeared to be. mucosa. The opposite
surface was composed of gelatinous appearing opaque cystic, structure
varying from 0.3 em. to 0.5 em. One fragment demonstrated a yellow tan
nodule measuring 1.2 em. in diameter on the surface opposite the mucosa.
FOLLOW UP:
Patient returned for postoperative check-up on November 13~ 1964,
at which time he said he felt much better than he did prior to surgery ..
The wound was niCEly healing and the patient was much better'. He failed
subsequent surgical clinic appointments. He was seen in July 1967 for
scalp lacerations.

NAME:

AGE:

FEBRUARY 1969 - CASE NO. 5

D. W.

31

SEX:

CONTRIBUTOR:

TISSUE FROM:

Female

RACE:

Negro

Harry Pappas. M. D.
Medical Center
Los Angeles 7 , California

LAc-ucs

ACCESSION NO. 5532
OUTSIDE NO. 53wa411

Cecum

CLINICAL ABS'l.RACT:

)

History: This 31 year old negro female was1 apparently well until
January 6, 1953 when lower and mid-abdominal pain was first noticed. The
pain was occasionally cramping in. nature but evidently not of severe nature ~
On admission to the hospital on August 3, 1963, the pain was localized in
the right lower quadrant with no radiation and was of a dull constant
character. There was no change of intensity of pain with menstrual periods.
Eight days ago, patient developed nausea, and vomiting, occurring 1 - 2 times
per day. Initial onset of vomiting occurred while sleeping, with production
of clear fluid. Appetite had been poor the past 8 days. Bowels have been
moving well, except for dark stools for many months. Past history of
infected tu~e in 1946.
Physical examination:

There was a small umbilical hernia present with

1+ tenderness periumbilically; 2+ tenderness right lower quadrant;. and 1+

tenderness left lower quadrant. The right adnexa was indurated with 3+
tenderness. There was slight swelling on the inner aspects of both knees;
no pedal edema noted.
Laboratory report:

Hemoglobin 9.75 gms; WBC 14,500; polys 79%.

Radiograph, 8-7-53: Barium enema revealed carcinoma of the distal
ascending colon and cecum.

SURGERY:
A right colectomy with ileotransverse colostomy was performed on
August 14, 1953.
A large nodular mass was. noted within the right colon at the junction of
the ascending colon and cecum which appeared to extend to the serosa and
measured 8 em. in diameter. Grossly there was no extension, beyond the serosa.
Numerous soft rubbery lymph nodes were found in the mesentery of the external
ileum, but did not appear to be carcinomatous,, and appeared more like that of
an acute mesenteric lymphadenitis.. The liver was normal and no regional
nodes were involved grossly. The remaining abdominal viscera appeared normal
except for a right tuba-ovarian, moderately firm mass which was thickened
and measured about 5 em. in diameter at the distal end near the ovary and
tube measuring about 1.5 em. in diameter.
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GROSS PATHOLOGY:
The specimen consisted of a formalin fixed previously opened running
segment of small bowel, cecum and hepatic flexure, measuring in the fixed
state as follows: Ileum with attached mesentery, 51 em. The cecum and right
colon measured 22 em. in length. On the mucosal surface of the cecum was a
fungating purple brown hard tumor measuring 10 x 8 em. and extending 2 em.
up from the mucosal surface. The lesion was 15 em. from the distal surgical
margin and 54 em. from the proximal surgical margin. The white firm tumor
tissue was noted on cross section to extend into the fat and precariously
close to the serosa on gross examination.
FOLLOW-UP:
Following surgical procedure, the patient continued to have intermittent
diarrhea. Repeat barium enemas were reported as normal. In the interval
she was hospitalized on many occasions for gastroenteritis, umbilical hernia,
combined prolapsed hemorrhoids, acute pelvic inflammatory disease, fibroid
uterus. pyelonephritis, and essential hypertension. She expired on
January 10, 1961 of uremia. Autopsy revealed no evidence of residual or
metastatic cancer.

NAME :
AGE:

L.A.D.
68,

FEBRUARY 1969 - CASE NO. 6

SEX:

Male

RACE:

Caucasian

CONTRIBUTOR:

Andrew J. McQueeney,, M.D.
St. Francis Hospital
Santa Barbara, California

TISSUE FROM:

Esophagus

ACCESSION NO. 17161
OUTSIDE NO. 67-2036

CLINICAL ABSTRACT;

History: The patient was admitted to1 the hospital on November 6, 1967
with the chief complaint of dysphagia. Since June 1967 the patient noted
difficulty in swallowing, having, the sensation of things sticking about the
middle of the chest; this progressively increased, but at the time of
admission he could still swallow fluids and soft food without difficulty.
Since June 1967 he, lost thirty pounds in weight and noticed mild degree of
decrease in strength. He also has had occasional discomfort in the midthorax and the mid-line deep within his chest, but had no othe~ symptoms.
Radiograph: Pre-admission X•rays demonstrated an abnormality in, the
middle-third of the esophagus.

)

Esophagoscopy on November 8, 1967 showed a lesion at the 28 to 30 em.
level in the mid-esophagus. ~~o biopsies of this lesion on November 8, 1967
and November 14,, 1967 showed necrotic slough and inflammatory reaction,
but were not diagnostic of a neoplasm.
SURGERY:

On November 16, 1967 the middle third of the esophagus was mobilized
and explored through a right posterior lateral thoracotomy incision.
A palpable tumor was noted which appeared freely movable and attached by
a narrow pedicle. A long esophagotomy was perfor.med. and an elongated
intraluminal esophageal tumor was removed by division of its stalk through
apparently normal mucosa.
GROSS PATHOLOGY:

the specimen consisted of an elongated cylindrical polypoid tumor
showing a tapering end and a grey-red necrotic, surface, measuring 9.3 x 3.5
x 2.5 em. The cut surfaces were edematous, grey-yellow, congested or
necrotic. The superficial portion of the tumor was covered by a thin
zone of necrosis, which averaged 3 to 7 mm. in thickness. Else~1here the
surface was roughened by adherent patches of exudate and necrotic slough.
The tumor bulged into and obstructed the esophageal lumen, but was
attached to the esophageal wall over an area of approximately 25 x 35 mm.
situated in the middle-third of the esophagus. Proximal and distal to

)
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the point of attachment~ the tumor tapered to a roughly conical shape.
At the point of attachment the tumor uhol~ed a grey-white~ firm whorled cut
surface, somewhat resembling a uterine leiomyoma.

FOLLOH UP:
On July 5~ 1968 the patient had a biopsy done for recurrent esophageal
tumor. On October 8, 1968 the patient died at a nursing home and
no autopsy was performed.

)

NAME:

AGE:

J. H. D.

14

SEX:

FEBRUARY 1969 - · CASE NO. 7
Male

RACE:

-Caucasian

CONTRIBUTOR:

Paul R. Thompson, M. D.
St. Luke Hospital
Pasadena, California

TISSUE FROM:

Peritoneum and mesentery

ACCESSION NO. 17630
OUTSIDE NO. 1072-68

CLINICAL ABSTRACT:·

History: The patient was admitted to the hospital on May 1, 1968 with
history of abdominal pain and mass. He had several similar attacks of left
mid-abdominal pain with fever and malaise, all followed a traumatic incident
(see past history}. The last attack began 3 1/2 weeks ago and the patient
was hospitalized on April 17 - 24, 1968.

)

During this time he had intermitteit fever up to 101. CBC revealed
leukocytosis. For the first time an abdominal mass on the left side '\'Tas. noted
on physical examination and radiographic studies. Patient improved and sent
home to re-enter for semi-elective surgical procedure.
Past history: Father stated that the boy sat on a wheel,. wheel slipped
down, and axle went into the rectum. He was admitted on February· 24,_1966
bleeding from inside the rectum and from the skin lateral to the anus. The
abdomen was soft. The boy was not in shock and had no abdominal pain. A
gauze wick was inserted. There were no signs or symptoms of peritoneal
irritation, however· that evening he was unable to void and had suprapubic
pain. On catheterization urine wa~ bloody. Cystogram showed extravasation
of contrast both anterior and posterior; does not appear to be intraperitoneal.
There was rebound tenderness in lower abdomen. At surgery,, two tears in
bladder and one in the rectum were repaired; all done extraperitoneally.. The
pertineum. was opened, moderate, slightly cloudy £lui was seen but. no bo~-rel
injury was identified. Patient tolerated surgery well. Catheter and rectal
tube were left indwelling.
Barium enema, 4-20-G~: There was no intrinsic abnormality of the colon.
The midportion of the descending colon lay slightly medial to its expected
location. This was associated with an ill-defined properitoneal fat line in
this region and was consistent with a mass or inflammation in the retroperitoneal region. or posterior portion of the abdomen.
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SURGERY: (May 2, 1968)

)

There was a 12 or 15 em. chronic phlegmon or granuloma involving the
deeper layers of the left lateral abdominal wall, loops of jejunum and a
portion of the omentum. There was no free intraperitoneal fluid. The
inflammatory tissue involved the oblique muscles, the peritoneum, one or
two !cops of jejunum were intimately adherent to the inflamed area in the
left lateral abdomen. Also the left lateral portion of the omentum was
adherent and markedly inflamed. The mass had a somewhat linear extension
downward in the left gutter to, but not into, the true pelvis. The mass
consisted of a fairly well demarcated, indurated, phlegmonously inflamed
tissues, with probably some small areas of necrosis but no evidence of
frank pus. The mass itself was fairly well demarcated from the adjacent
tissues, however, even adjacent tissues showed a moderate amount of edema.
The adherent loops of jejunum were slightly distended but there was no
evidence of actual bowel obstruction. The bladder and rectosigmoid and
other pelvic structures and peritoneum were quite normal to palpation.
The descending colon lay mostly posterior to the inflammatory mass but was
partially angulated over it. The descending colon was otherwise quite
normal. The stomach was likewise normal and there was no evidence that
this mass was continuous with the pancreas or any other intraperitoneal
structures except jejunum and omentum as noted.
GROSS PATHO~:

The specimen consisted of multiple fragments of tissue, the largest of
which was 6 x 2.5 x 1 em. that was stated to be from the peritoneum. Some
were jagged,. some were golden yellow fat, others were slightly necrotic
in appearance,, being yellow-white and hemorrhagic. Some appeared to be
the result of fat necrosis.
FOLLOl :tl!:,:

When patient was last seen on August 6, 1968 there was no evidence
of disease and the patient had no problems .

NAME:

AGE:

Y. M.

18

FEBRUARY 1969 - CASE NO. 8

SEX:

Female

RACE:

Mexican

CONTRIBUTOR:

Robert l-1. Huntington, Jr., M. D.
Kern County General Hospital
Bakersfield, California

TISSL"E FROM :

Jejunum

ACCESSION NO. 17552
OUTSIDE NO.

5933-68

CLINICAL ABSTRACT :

}

History: This Mexican child was, born on October 18, 1950. She was
first admitted to the hospital on June 27, 1966 with chief complaint of
weight loss over approximately a year. More recently she had noted weakness,
loss of appetite, and vomiting. There was transient swelling of the left leg.
Hemogram on 6-17-66 revealed hematocrit. of 41%, ~C 11,000, 72% segs, 20%
stabs. Sodium. was, 143; potassium 2.2. Fasting blood sugar was 70 mgm%.
Stools were negative for occult blood. Glucose tolerance curve was flattened.
Stool was thought to contain excess fat. On July 4· hematocrit was 31% and
smear showed moderate anisocytosis. Total protein on July 11 was 3.9, albumin
l.B, globulin 2.1! On August 18 total protein was 6.3, albumin 3.3, globulin
3.0. Carotene l ·es within normal range. L.E. prep and L.E. latex tests were
negative. Sweat chlorides were 22 meq. Lipase was .53 units; 17 ketosteroid
excretion was 3.5 mgm/24 hrs. (normal 5-11) and 17 hydroxysteroid 3.5 mgm/
24 hrs. Aldalase was 26 SL units; amylase 8. Gastro-intestinal series
revealed an irritable, hypertonic, and. hyperactive stomach and proximal small
bowel. Barium enema showed some colonic redundancy. I. V•. pyelography
showed dilatation of right ureter. Bone survey was unremarkable. She did . ..
well on gluten-free diet and was discharged on September 8, 1966.
She was seen in pediatric clinic on September 15 and was referred to
Children's Hospital in Los Angeles. She was admitted to that hospital on
October 5, 1966. On admission she gave a history of 2-3 bowel movements a day
all her life and marked weight loss over 18 months. Her father and a paternal
aunt were, said to have had similar illnesses in childhood. Physical examination was unremarkable. Hemogram showed hemoglobin 11.3 gms., EBC 4.5; l1CHC
29%, MCV 90 cubic micra, MCH 26 gm. and reticulocytes 2%. Skull and chest
x-rays were unremarkable. There was marked dilatation of the large bowel.
There was irregular mucosal pattern of the small bowel, with dilatation and
segmentation. The stomach was spastic and emptying was delayed. These
findings were thought to be consistei t with malabsorption syndrome, but considerably improved by contrast with the June films. Intravenous pyelogram was
unremarkable. Stool showed many fat globules. Stool culture revealed
salmonella D. Sweat chloride was normal. On a regular diet she gained
weight; intestinal biopsy was postponed durin6 treatment of the salmonellosis.
She was discharged in late October.

}

On February 24, 1968 she complained of flank pain, and was admitted
to the hospital. Bone marrow was interpreted as megaloblastic anemia. On
examination there appeared to be a mass in the left upper quadrant. Gastrointestinal series showed abnorm~l small bowel pattern. At exloratory
laparotomy on March 27', a large retroperitoneal tumor was found, chiefly
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on the left side of the abdomen. There were also multiple large lymph nodes
throughout the mesentery. Biopsies were read as histiocytosis X. She was
presented to tumor board on April 3 and was discharged on April 5. At that
time her general condition appeared good.,
She was f'ollowed in clinicsand was re-admitted on May 4, 1968 for liver
and rectal biopsies. Rectal biopsy yielded no tissue; liver was indeterminate.
She was re-admitted on July 8 with complaint of increasing backache.
It was now decided that she shoul d have irradiation and she was referred to
UCLA. She was first seen there on July 11, 1968. She was treated with 6 Mev
linear accelerator starting July 28 and finishing August 9. During this
period she received a tumor dose of 1944 ~aes (mid-depth) to the entire upper
abdomen and mid-abdomen given through an anterior field measuring 13.5 x 14
em. She improved greatly and the palpable mass disappeared.
In Medical Clinic, August 20 and September 6, her appearance was gratifying. On October 4 her weight was up to 75 1/4 lbs. However she came to the
emergency room on October 7' with complaint of lower abdominal pain. Examination of the abdomen revealed marked generalized guarding and upper abdominal
tenderness., Abdot -;" r£al film showed free air, and she was taken to surgery.
A perforation of the jejunum was found with tumor involving root and leaves
of the mesentery and numerous areas of bowel wall. Most of the jejunum was
resected together with some mesenteric masses. She did fairly well for about
a week post-operatively. However thereafter her condition deteriorated;
a recent bone marrow showed neoplasm and very little normal marrow. She
expired on October 30, 1968. Autopsy revealed cancer of small intestine
with metastases to, stomach, liver, spleen, lymph nodes, bone marrow, kidney,
adrenal, and heart.

NAME:

AGE:

FEBRUARY 1969 - CASE NO. 9

A. H.

75

SEX:

Male

RACE:

Caucasian

CONTRIBUTOR:

Howard E. Otto, M.D.
Calumet Public Hospital
Laurium, Michigan

TISSUE FROM:

Appendix

ACCESSION NO. 17725
OUTSIDE NO. S-407-68

CLINICAL ABSTRACT:
History: This elderly man entered the hospital because of signs
and symptoms of progressive ~1eakness over a few- months period. His
past history was essentially negative.
Physical examination: On admission was essentially negative
aside from pallor to the skin and a well healed right lower inguinal
scar. The rectal examination was specifically negative.

)

Laboratory report: Complete blood count showed a microcytic
hypochromic anemia with a hemoglobin of 5.5 grams. The patient was
transfused with three pints of blood. A barium enema examination showed an
encircling lesion of the proximal ascending colon which was interpreted
to be neoplastic.
Radiograph :

Chest was negative.

SURGERY:
On August 22, 1968, at surgery a right transverse abdominal incision
was made and. a neoplasm was identified in the. proximal portion of the
ascending colon which measured approximately 8 em. in length; this was
interpreted as. encircling and penetrating through all coats of the intestine.
There were very small visible masses which were interpreted to be tumor
in the greater omentum in the immediate area adjacent to the tumor of the
colon. The appendix was approximately 12 em. in length and at its tip'
was a mass of mucinous material approximately 4 em. in diameter. The
liver was free of palpable or visible nodules. The surgeon interpreted
the appendiceal lesion to be an extension of mucinous carcinoma in association
with neoplasm of the right colon. A resection of the terminal ileum,
cecum~ ascending colon, transverse colon was done with an ileotransverse
colostomy to re-establish continuity of the intestinal tract. The
patient's postoperative condition ~1as unremarkable and he was discharged
on the lOth postoperative day., (August 30, 1968)

GROSS PATHOLOGY:
A 2 em. appendiceal stump was identified on the cecum. The appendiceal
stoma into the cecum was not obstructed. The pericolonic fat near the cecum
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contained irregular 1 to 3 em. surface aggregates of glistening mucoid
translucent material identical with that material seen surrounding and
within the appedix (see below). The pericolonic fat at the distal margin
of colonic resection contained focal small surface glistening amas
sugge~tive of mucoid implants seen near the cecum.
Enlarged lymph nodes
were present.(and on microscopic examination contained adenocarcinoma)
Also received was a 7 x 1.5 em. portion of appendix whose distal
5 em. was covered by a 5 x 4 x 2.5 em. circumferential mucoid glistening
aggregate. On section the distal portion of the appendix was partially
replaced and surrounded by this large translucent mucoid material. The wall
was thickened in the proximal portion of the appendix. At the extreme
proximal margin of resection the appendix was dilated to approximately
1 em. in diameter and contained abundant mucoid material within the lumen.
FOLLOVl UP:

Patient was seen about January 3, 19E9 and at that time he had gained
14 pounds, had a normal hemoglobin, and apparently· well.

)

NAME:

.AGE:

A~

49

FEBRUARY 1969•CASE NO. 10-A&B

K.

SEX:

Female

RACE:

Caucasian

CON'lRIBUTOR:

Benjamin Stilwell, M.D.
Clairemont General Hospital
San Diego~ California

TISSUE FROM:

Stomach

ACCESSION NO. 12572
OUTSIDE NO. 62-C-1198

CLINICAL
CLINICAL ABSTRACT:
History:, The patient was somewhat obese and entered the hospital
with a short history and findings of upper G.I. bleeding.
Radiographs: X-ray studies revealed a non-functioning gallbladder
and calcification in the lateral aspect of the stomach wall v7ith additional
suggestion of a large mass~ laterally and posteriorly to the stomach~
pressing inward against the calcification. and in turn against the lumen
of the stomach.

SURGERY:
At operation a large cystic mass was removed along 1;i1ith an elipse of
gastric wall which included multiple firm and soft tumor· nodules with
overlying ulcerations of the gastric mucosa.
The cyst was removed separately and was dark red fluctuant, ovoid and
nodular and approximately 9 em. long. This had been in direct connection
with the exterior surface of the stomach tumors. Multiple irregular
ulcerations of gastric. mucosa each t-Tere found to overlay large, generally
well demarcated soft and. rubbery tumor nodules which 'tvere gray-white. on
the cut surface. The largest nodule \-laS markedly calcified~ deep
in the muscularis, and encapsulated. One portion of the gastric wall
was diffusely thickened and showed multiple small calcifications, extending
throughout the thickness of the wall. The cut surface of the large cyst
showed the center to be filled. with dark red blood clots and strips
of fibrin. The tumor comprised the wall of the cyst. Comment by the surgeon
was to the effect that the processes appeared to be long standing and
possibly congenital. He mentioned that the cyst ~as intimately associated
with the gastro-splenic ligament and also ~voith the capsule of the liver.
The gallbladder was removed and contained a large number of cholesterol
stones. The x-ray showed evidence of extensive calcification in the region
of the right deltoid bursa.
GROSS PATHOLOGY:
The specimen consisted of a large cystic mass Which was roughly ovoid
in configuration, measuring 10.0 x 6.5, x 5.0 em. In general the cyst
was covered by a thin bluish gray serosa interrupted in many areas by

)
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lOA£~

fibrofatty tags and irregular fibrinous adhesions. At one pole a large
irregular nodular sheet of dull yellow gray rubbery tissue which on cut
surface had a gritty sensation. The cut surface t~as nodular, pale yello't·Tgray and mottled with hemorrhage. The cyst was bisected revealing the
majority of the contents to be semi-liquid,etther blood or bloody fluid and
irregular blood clots. Considerable quantities of fibrin were also present.
The wall was irregularly thickened with protruding bosselations.. Cut
surface in these areas revealed a dull yellow gray tumor tissue again
with multiple hemorrhages.

)

Part two of the specimen consisted of a wedge resection of the stomach.
Overall the specimen measured 12.5 x 7.5 em. The full thickness. in the
region of the ulceration and tumors was 4.0 em. Protruding from the serosal
surface were several nodular areas, one of which was semi-pedunculated in
its present condition and consisted of densely calcified irregular nodules,
measuring, 3.0 x 2.2 x 2.0 em. This was pertially encased in a layer
of soft tissue. Between the lesion and the mucosa was a series, of large
smooth lobular rubbery nodules. Three, major ulcerations were present
on the mucosal surface. These measured respectively 2.0 x 1.0~ 2.8 x L 1
and 1.5 x 1.0 em. These were markedly irregular in outline and overlay
in each case an intramural nodule. The cut surfaces in these regions
showed sharply demarcated, rubbery~ pale~ grayish white, tvhorled tumors,
which grossly appeared to be leiomyomata.
One of these showed marked
central degeneration with calcification. Extending out from this particular
nodule which lay at one end of the specimen was a 0.8 em. thick zone of dense
yellow gray fibrous, tissue which cut with a gritty sensation. The material
extended through the full thickness of the stomach ~-1ith exception of the
mucosa.
FOLLOW UP:

Not available.
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FEBRUARY 1969' - CASE NO. 11
Male

RACE:

Caucasian

W. K, Bullock, M.D.

ACCESSION NO. 14220
OUTSIDE NO. 65-5421

LAC-USC Medical Center
Los Angeles, California
TISSUE

FROM:

Stomach

CLINICAL ABSTRACT:

Riatory: The patient was referred to this hospital in, February 1965
for evaluation of gastrointestinal disorder - loose foul smelling stools
persistent since right colectomy for regional enteritis in May 1963.
He was operated in December 1964 for gallstones. At this time a
large polypoid lesion in the pasterior wall near the greater curvature
and a large node at the lesser curvature outside the anterior wall were
biopsied. These were reported as benign.
Physical examination

)

was essentially negative.

Radiograph: On upper gastrointestinal series a 6 em. irregular
multilobular intramural filling defect on greater curvature of stomach was
noted. Barium enema) on March 24, 1965 showed persistent or recurrence
of ileo-colitis previously diagnosed.
SURGERY:
On April 14, 1965 a 75 percent subtotal distal gastric resection,
Billroth 2 gastrojejunostomy, duodenal stump closure was performed.
Upon entering the abdominal cavity massive adhesion formation was
noted in the right upper quadrant. There. was evidence of a previous
right colectomy. Examination of the duodenum, liver and spleen revealed
no gross abnormality. Examination of the stomach revealed multiple
polyps~ both sessile and on stalks, as determined by palpation through
the gastric wall. Examination of. the gallbladder, revealed its absence.
Examination of the small bowel from the ligament of Treitz to the ileatransverse colostomy revealed no gross abnormality. Examination of the
colon from the ilea-transverse colostomy to the rectosigmoid area
revealed no gross pathology. During the procedure the, tissue t-1as submitted
for frozen section. The presence of carcinoma in the frozen section
specimens could not be established.
GROSS PATHOLOGY :

)

The specimen consisted of a 16 x 9 x 0.8 em. piece of gastric wall.
serosal surface showed a 2 x 1.5 em. thickening which extended the
entire \-1idth of the specimen. The tissue was soft polypoid, pale brown
in color.

Th£
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FOLLOW UP:

Subsequently treatment continued in surgical clinic because of
numerous episodes of vomiting. Patient was readmitted for revision
of gastrojejunostomy which was performed on June 14, 1965. It was felt
that there was a marked inflammatory response in the mesocolon
characterized by edema~ fibrosis and marked narrowing of the stroma.
In addition the stomach was involved in diffuse hemorrhagic gastritis.

He was last seen in surgical clinic on July 6~ 1965 at which time the
wound was healing well and there ~Y'as no evidence of infection noted.
Patient recently complained of several loose stools. Medication and
multivitamins were prescribed and further care advised but, patient
has failed to keep subsequent appointments.

)

)
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FOLLOW-UP:
The patient then moved to the San Jose area. On July 16t 1965 he
apparently developed a volvulus of the sigmoid colon and underwent surgery
in a private hospital at which time the volvulus of the sigmoid colon was
detorsed. The patient did well and was sent home. Approximately 11 days
after his operation he developed rather severe rectal bleeding and was then
referred to the Santa Clara County Hospital.
On admission the patient was a rather thin cachectic man in mild shock.
He had a hematocrit of 23%. He had develcped a slight separation of his
previous surgical incision in his left lower quadrant. He was given blood
and had a barium enema, sigmoidoscopy and upper gastro-intestinal ~. series.
On his upper gastro-intestinal series a left subphrenic abscess was noted
and on J'u ly 28, 1965 the patient was taken to the operating room where under
local anesthesia the left subphrenic abscess was drained. The patient's
generally poor physical condition did not markedly improve after surgery.
He was followed closely by the hematology department for his anemia and they
felt that he probably had a megaloblastic anemia due to a vitamin B12
deficiency because of the absence of his ileum.

The patient was later transferred to the medical service. He continued
to drain slightly from his drainage site in the left side. While on the
medical service he had a few episodes where he became comatose and blood
sugars were drawn on one of these occasions and he was found to be markedly
hypoglycemic. The medical department. was in the process of investigating
his attacks of hypoglycemia when he suddenly expired on August. 30,, 1965.
No' postmortem examination was performed.

I

STUDY GROUP CASES
FOR:

FEBRUARY 1969
ESOPHAGUS AND GASTROINTESTINAL TUMORS

*********************** **
CASE NO. 1, ACCESSION NO. 12412,. E.R. Jennings, M.D., Contributor
LOS ANGELES:

Diffuse infiltrative carcinoma (linitis plastica)--11
SAN FRANCISCO:

Adenocarcinoma (linitis plastica) --9
CENTRAL VALLEY:

Anaplastic diffuse carcinoma--15
''Without wanting to get too deeply involved in semantics, the group
felt that. the parenthetical phrase 'linitis plastica' could be used
to comfort the surgeon. 11
RWH, Jr.~ M.D.
0/lKLAND :

Diffuse infiltrating adenocarcinoma--12
WEST LOS ANGELES:

Carcinoma, stomach--S
SAN DIEGO:

Carcinoma (linitis plastica)--4
Hodgkin'' s--2
SANTA BARBARA:

Adenocarcinoma--3
INLAND (SAN BERNARDINO) :

.Adenocarcinoma, stomach--7
SOUTH BAY (SANTA CLARA):

Adenocar cinoma--7
(Orange County minutes,
not received ~ )

FU.E DIAGNOSIS:

Adenocarcinoma (linitis plastica), stomach

1519-8143

FEBRUARY 1969

CASE NO. 2. ACCESSION NO. 14995, J. R. McGrath, M.D., Contributor
LOS ANGELES :
Malignant melanoma--4
Metastatic carcinoma-·3

Alveolar soft part sarcoma--!
Malignant tumor • unclassified--3·
SAN FRANCISCO:

Undifferentiated carcinoma, small cell type--2
Amelanotic melanoma--4
Plasmacytoma ..-3
CENTRAL VALLEY:

Carcinoid--6
Malignant lymphoma--9
OAKLAND:

Melanoma--1
Reticulum cell sarcoma·-9
Extramedullary plasmacytoma--2
WEST' LOS ANGELES:

Plasmacytoma, metastatic--4
Reticuloplasmacytic lympboma--1
Melanosis coli--unanimous
SAN DIEGO:,

Carcinoid--5
Malignant lymphoma, immature type--2
SANTA BARBARA :

Myeloma--3
INLAND (SAN BERNARDINO):

Reticulum cell sarcoma--4
Metastatic malignant melanoma--3
SOUTH BAY (SANTA CLARA) :

Malignant lymphoma , histiocytic type--3
Melanoma--2
Anaplastic carcinana.- -1
Plasmacytoma-·!
(Orange County minutes not. received.)
FILE DIAGNOSIS:

*

Metastatic myeloma (multiple), ileum

Patient bad a confirmed multiple myeloma.

*

1522·9736

FEBRUARY 19.6.9
CASE NO. 3, ACCESSION NO. 12795, G•. Meador, M.D., Contributor
LOS ANGELES :
Malignant fibroxanthoma--7
Spindle cell sarcoma--!
Atypical fibroxantbomaM-2
Rhabdomycsarcoma--1
SAN FRANCISCO:.
Malignant fibrous histiocytoma-·7
Undifferentiated rbabdomyosareoma --1
CENTRAL VALLEY:
Leiomyosarcoma , low-grade--15
OAKLAND:

Sarcoma--12
WEST LOS ANGELES:
Soft tissue sarcoma--5 (unanimous)
Leiomyosarcoma--4
Malignant xantnogranuloma--1
SAN DIEGO :
Fascial fibrosarcoma (cellular fibrosarcoma)--5
Leiomyosarcoma--!
Malignant xanthogranuloma (fibroxanthoma)-·1
SAI.iflA BARBARA :

Xanthogranuloma--!
Xanthofibroma, ? malignant--!
Pleomorphic sarcoma--1
INLAND (SAN BERNARDINO):

Leiomyosarcoma, colon--3
Malignant xanthofibroma, colon--1
Atypical xanthofibroma, colon--2
Spindle cell sarcoma--1
SOUTH BAY (SANTA CLARA) :
FibroxanthosarcomaM-7
(Orange County minutes not received.)
FILE DIAGNOSIS:

*

Malignant fibroxanthoma, ascending colon
1536-8833
xf: Liposarcoma, ascending colon*
1536-8853
Fat stains revealed 3-plus fat in the cells of this tumor.

FEBRUARY 1969

CASE NO. 4, ACCESSION NO. 13922, C. P. Schwinn, M.D., Contributor·

LOS AmELES :
Cystadenoma , Brunner gland origin--11
SAN FRANCISCO:

Benign Brunner gland adenoma--9
CENTRAL VALLEY :

Cystadenoma , Brunner 1's glands-·15
OAKLAND:

Cystic nodular hyperplasia of Brunner's gland--12

WEST LOS ANGELES:
Brunner gland adenoma--5
SAN DIEGO:
Polypoid Brunner's gland adenoma--5
Polypoid Brunner's gland hamartoma-•!
SANTA BARBARA:

Adenomatous hyperplasia of Brunner 1 s glands·-2
Duodenal adenoma·-!

INLAND (SAN BERNARDINO):
Brunner gland adenoma--7

SOUTH BAY: _(SANTA CLARA):
Adenoma of Brunner 1 s glands --4

Hamartoma of Brunner* s glands--3

(Orange County minutes not received.)

FILE DIAGNOSIS:

Cystadenoma. (duodenum), Brunner's gland

1520-8440

FEBRUARY 1969

CASE NO. 5'J ACCESSION NO. 5532, Harry Pappas, M.D., Contributor
LOS ANGELES,:

Mucinous adenocarcinoma--11
SAN FRANCISCO:,

Mucinous adenocarcinoma, colon--9
CENTRAL VALLFX:

Mucinous

adenocarcinoma~

cecum--15

OAKLAND':

Mucinous adenocarcinoma--12
WEST LOS ANGELES :

Mucinous adenocarcinoma--S
SAN DIEGO:

Mucinous adenocarcinoma--6
SANTA BARBARA:

S,i gnet ring carcinoma, colon--3
I 11L.AliD

(SAN BERNARDINO):

Adenocarcinoma J colon-•7
SOUTH BAY (SANTA CLARA):

Mucinous adenocarcinoma--7
(Orange County minutes not

FILE DIAGNOSIS :

)

~eceived.)

Mucinous

adenocar cinoma~

cecum

1534-8483

FEBRUARY 1969

CASE NO. 6, ACCESSION NO. 17161, A. J. McQueeney, M.D., Contributor
LOS ANGELES:
Carcinos~coma--7

Carcinoma with pseudosarcoma--4
S.AN FRANCISCO :

Squamous cell carcinoma, in part spindle cell variant--6
Carcinosarcoma•-3
CENTRAL VALLEY:

Carcinoma--10
Carcinoma with spindle elements (pseudosarcomatous)--5
OAKLAND:

Squamous cell carcinoma with differentiation·-10
Carcinoma--2

)

WEST LOS ANGELES:
Poorly differentiated s quamous cell carcinoma--3
Carcinosarcoma--2
SAN DIEGO:

Carcinosarcoma--6
SANTA B.ARBARA :
Carcinosarcoma--1
Pleomorphic sarcoma--1
Pleomorphic squamous cell carcinoma--!
INLAND: (SAN

BE~INO):

Carcinoma, esophagus--7
SOUTH BAY (SANTA CLARA) :

Squamous cell carcinoma with pseudosarcomatous stroma--5
Squamous cell carcinoma--2
(Orange County minutes not received.)
Fn.E DIAGNOSIS:
xf:

Carcinoma, squamous cell, esophagus
Carcinosarcoma, esophagus

1509-8073
1509-8983

FEBRUARY 1969
CASE, NO. 7, ACCESSION NO. 17630,, P.R .. Thompsont

M.D.~

Contributor

LOS ANGELES :

Inflammatory

granuloma~-11

S.AN FRANCISCO:

Granulation tissue, fibrosis and chronil! · it:.tflammation--8
Malakoplakia--!
CENTRAL VALLEY :

Inflammatory granuloma (related either directly to the
trauma or to chemical injury from ruptured viscera)--15
OAKLAND:

Xanthogranuloma--10
Hodgkin's disease--2
WEST LOS ANGELES :

Fibrosing inflammation with fat necrosis--5
SAN DIEGO:

Sclerosing

granulomatous~

inflammation (pseudo tumor) --6

SANTA BARBARA :

Chronic sclerosing peritonitis--3
INLAND (SAN BERNARDINO)

Chronic inflammation--7
SOUTH BAY (SANTA CLARA)

Inflammation and fibrosis--7
(Orange County minutes not received.)

)

FILE DIAGNOStS:

Granuloma

(inflammatory), peritoneum
and mesentery

1581~4400

FEBRUARY 1969

CASE NO. 8, ACCESSION NO. 17752*, Robert W. Huntington, Jr., M.D.,
Contributor
* (Please note corrected Accession Number.)
LOS ANGELES:

Reticulum cell sarcoma••l1
SAN FRANCISCO:

Malignant histiocytosis--9
CEN'lfRAL VALLEY:

Histiocytic lymphoma (reticulum cell sarcoma, malignant
histiocytosis) associated with malabsorption--IS
OAKLAND :

Reticulum cell sarcoma--12
'WEST LOS ANGELES :

Reticulum cell sarcoma·-4
Anaplastic tumor--1
SAN DIEGO:
Malignant. reticuloendotheliosis (histiocytosis,
malignant lymphoma)--6,
SANTA BARBARA :

Reticulum cell sarcoma--3
INLAND (SAN BERNARDINO).:

Reticulum cell sarcoma, small bowel--7
SOUTH BAY (SANTA CLARA) :

Malignant lymphoma, histiocytic type--7
(Orange County minutes not received.)
FILE DIAGNOSIS:

Reticulum cell sarcoma, jejunum

1521-9643

FEBRUARY 1969

CASE NO.

9~

ACCESSION NO. 17725, H. E. Otto, M.D., Contributor

LOS ANGELES :
Mucocele of appendix--8
MUcocele with earcinoma-in-situ--3
SAN FRANCISCO:

MUcocele of appendix--5
Malignant mucocele of appendix-·4
Don't know--2
This case evoked considerable discussion:. It was felt that the
diagnosis had to be based on the slide of appendix, and not on
inferences as to the presence or absence of a separate process
in the cecum. 11
RWH, Jr., M.D.
11

OAKLAND :

MUcocele

)

WEST LOS ANGELES:

Mucus-producing adenocarcinoma of

appendix~-5

SAN DIEGO :

Mucocele with

pseudo~oma

peritot.el--6

Mucoid well-differentiated adenocarcinoma of appendix
with myxoma peritonei-·3
INLAND (SAN BERNARDINO) :

Mucocele, appendix--7
SOU11l BAY (SANTA CLARA):
Lo~-grade mucinous adenocarcinoma--S
Mucocele with pseudomyxoma peritonei--2

(Orange County minutes not received.)

FILE DIAGOOSIS:

MUcocele, appendix

1535-3526

FEBRUARY 1969
CASE, NO.

10, ACCESSION

NO.

12572

A and

B, Benjamin Stillwell, M.D.,,
Contributor

LOS ANGELES :

Leiomyoblastoma·-10
Glomangi~oma--1

SAN FRANCISCO:

Hemangiopericytoma and leiomyomata--!
Bizarre smooth muscle tumor or stomach (leiomyoblastoma)--4
Glomus tumor of stomach--3
CENTRAL VALLEY:

Leiomyoma--6
Leio~oblastoma--5

Malignant endotheliomyoma--1
Glomus tumor--1

Carcinoid--2
Leiomyoma--10
OAKLAND :

Bizarre leiomyoma--10
Hamartoma--2
WEST LOS ANGELES:

Leiomyoma--3
teiomyosarcoma--2
SAN DIEGO:

Leiomyoblastoma with calcification--2
Leiomyosarcoma--!
Endocrine (heterotopic Islet cell adenoma "V-7ith leiomyoma) --1
SANTA BARB.ARA :

Leiomyoma peculiare--2
Leiomyoblastoma--1
INLAND (SAN BERNARDINO):

Leiomyoblastoma, stomach--7
SOUTH BAY

(SAI~A

CLARA):

Leiomyoblastoma--7

)

(Orange County minutes not received.)
FILE DIAGNOSIS:

Leiomyoblastoma, stomach

1519-8890

FEBRUARY 1969

CASE

NO~

11~

ACCESSION NO. 14220, W.. K. Bullock, M.D., Contributor

LOS ANGELES =

Adenomatous polyp with noninvasive carcinoma--11

SAN FRANCISCO:
Gastric polyp with superficial malignancy andatypical
lymphoid hyperplasia--7
Gastric polyp with severe atypism and atypical
lymphoid hyperplasia--2
CENTRAL VALLEY:

Polypoid adenocarcinoma--7
Polypoid adenoma•-7
Pseudopolyposis--1
O.AKL.AND;

Adenomatous polyp--12
WEST LOS ANGELES:

Gastric adenomatous polyp with tip

cancer-~5

SAN DIEGO:

Adenomatous polyps with chronic gastritis--6
SANTA BARBARA :

Superficial adenoca~cinoma--2
Gastric polyposis: with adenocarcinoma in•situ and
pseudolymphomatous infiltrate--!

INLAND (SAN BERNARDINO):
Adenomatous polyp, stomach--6
Well-differentiated adenocarcinoma, stomach--!
SOUTH BAY

A.

B.

(SANTA CLARA):

Adenomatous polyp--S
Adenocarcinoma arising in an adenomatous polyp--2
Pseudolymphoma-·5
Malignant lymphoma, lymphocytic type--2

(Orange County minutes not received.)
FILE DIAGNOSIS:

Adenomatous polyp, stomach

1519-8210

