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CASE NO. 1
February 21, 1959

ACCESSION NO. 9558
OUTSIDE NO, S-8413

NAME: n.n. 'r',
AGE: 51 SEX: Male

RACE:

Cauc •.

TISSUE. FROM :

Thyroid •.

CLINICAL
FINDINGS:

A nodule was first noted in the left side of the neck while
washing.Thcra uerc no serious symptoms associated with the
tumor other than slight pressure sensation in the area. There
was no weight loss and the general condition was, one of good
health.
The 3 x 2 em. firm. nontender mass was located in the lower left
anterior cervical area behind an.d medial to the. left sterno-·
cleidomastoid muscle. The mass moved upward with swallowing,
The PBI was 4.2 micro~rams percent.

SURGERY:

On August 5 1 1957:t enlargement of the left lobe of the thyroid
with extension of tum~r to adjacent muscles was found. A left
lobectomy 1-1ith removal of the isthmus. over to the normal right
lobe was performed.

GROSS

PATHOLOGY :

The thyroid tissue weighed 37.2 grams and in one region the ex•
ternal surface sho't';red grayish-white, irregular· tumor tissue,
while elsewhere the lobe v1as covered with pale. gray capsule.
Section revealed a 4.7 em. roughly spherical mass surrounded by
a. thin rim of thyroid tissue, Within the dense. tumor was a
roughly spherical 2.1 em. fibrotic area surrounded by firm cap•
sule. Foci o£ calcification was present within the encapsu-·
lated tissue. A second portion of the specimen. was labelled
11
sheath11 •• This t-;ras found microscopically to contain tumor identical to that within the thyroid.
1

FOLLOW-UP:

)

During the month follo't>7ing surgery, the patient received approxi·
mately 5000 r to the thyroid region of the neck, 200 KV X-ray
through two portals. Three months after surgery, recurrent.
tumor was palpable in the lower portion of the neck and the
superior mediastinum was visibly enlarged by X-ray examination.
The patient w·as admitted. in a terminal condition five months
after the operation and he died the following day.
Postmortem examination revealed recurrent tumor filling the
la\'1er portion of the neck, surrounding the trachea and esophagus,
extending into the superior mediastinum and thence into the hilar
regions of the lungs.
Metastases to• distant organs were not
present.

CONTRIBUTOR:

'

Frank R. Dutra, M.D.,
Eden Hospital,
Castro Valley, California.

CASE NO. 2
February 21, 1959

1

ACCESSION NO, 9591
OUTSIDE NO. S-E-942

NAME: R. C.
AGE: 55 SEX~ Male
TISSUE FROU:
CLINICAL
FINDINGS:

RACE:

Cauc.

Thyroid.
The patient l-las first aware of an enlargement of the nee!~ about
three years ago. '.l.'his took the form of nee!~; Sl·7elling necessi•
tating a larger collar size. A medical consultant suggested
iodine therapy and this was taken for a time. The thyroid en•
largement gradually continued and about nine months prior to
hospital admission, this was associated tY'ith dysphagia when
looking down and on exertion. There was a 12 pound weight
loss in the fall of 1956 and at about this same time he developed pain in the neck posteriorly with radiation to his left
shoulder which subsequently cleared.
1

SURGERY:

GROSS
PATHOLOGY:

On March 22~ 1957, the neck and mediastinal area were explored
and the left lobe of the thyroid and "thyroid adenoma 11 were excised. The tumor exter.ded far laterally a~1d down into the
mediastinum.
Many large prominent veins were encountered due
to superior vena caval obstruction. The right lobe of the thyroid was apparently normal.
The irregularly shaped ovoid. mass li7eighed 226 ..3 grams and had
an attached segment of unchanged thyroid gland that measured 2.2

x 3.5 em. The translucent collagenous capsular tissue over the
mass had dilated blood vessels ~vithin it. The capsule appeared
to separate the ovoid tumor for the most part from the unchanged
thyroid. Withil.t one of the large capsular vessels ( 3 mm. in
diameter), there ~1as grossly evident tumor which 'yoas 1.2 em. in
length and 0.3 em. in diameter.
Cut surfaces of the tumor showed thick trabeculae. of relatively
soft,grayish-,vhite tissue traversing the surfaces forming large
compartments. The compartments contained firm, yellowish-white.
or grayish-white tumor tissue for the most part. In some there
were focal areas of yellow necrosis and hemorrhage. Examination
of the cut edges of the capsule revealed poor definitioa between
capsular and tumor tissue in a number· of. areas.
FOLLOW-UP:

)

Patient was last seen on May 28, 1958, at which ttme there was
no evidence of recurrent or metastatic disease.

-2Case No. 25 , Accession No. 10037 - continued.
the histologic pattern is still mainly macrofollicular and microfollicular.
Cellular pleomorphism and some mitotic activity are present4 Both capsular
and vascular invasion have occurred in this nodule.
The skeletal metastasis from this lesion shows distinct follicle
formation with colloid secretion.
Follicular carcinoma arising in multinodular endemic goiter is uncommon in nonendemic areas. However, in endemic Switzerland, where nodular
goiter is still common despite use of iodized salt. as high as 7% of autop•
sies reveal thyroid carcinoma of the follicular type, apparently arising
from nodular goiter. Fatal papillary carcinoma is not observed in that
country.
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CONTRIBUTOR:

E. M. Butt, M.D.,
St. Luke's Hospital,
Pasadena, California.

CASE NO. 3

February 21,1959

ACCESSION NO. 7674
OUTSIDE NO. 3237w54

NAME:

Mrs. G.N.
SEX: Female RACE: Cauc.

AGE:' 62

TISSUE FROM:

Thyroid, right and left lobes.

CLINICAL

A large goiter had been present for 23 years. There was back
pain for 16 months and a lump was noted over the spinous process of the first vertebl'a which had been present for three
months.

FINDn~GS:

Physical examination revealed marked enlargement of the left
lobe. The right lobe was not enlarged, but contained one small
calcified nodule in the middle of the lobe. Chest x~ray on
October 12, 1954, showed only thyroid enlargement. CDC' and
urinalysis were not remarkable.
SURGERY:

On October 13th,1954, a total thyroidectomy was performed.

GROSS

PAniOLOGY:

)

The left lobe and isthmus of the thyroid gland v1eighed 136
The capsule v1as thick·
grams and measured 10 x 5.5 x: 6.5 em.
ened, but appeared to be intact. The main portion of the gland
was composed of lobulated, light brown tissue in lvhich there were
cystic and fibrotic areas. Calcification was found in one cys·
tic area. At one edge of the gland, there was normal appearing
thyroid tissue.
The right lobe consisted of a number of pieces, of thyroid tissue
that weighed 6.8 grams together and occupied a 4.5 x 3.0 x 1.0
em. space.

FOLLOW•UP:

X-ray therapy was instituted following thyroidectomy. On May
22nd, 195B) the attending physician reported that the patient's
general condition was excellent. There was no recurrence of
disease and her blood, count had remained normal.

)

COHTRIBUTOR: Seymour B. Silven.1an, M.D., et al,

CASE NO. 4

Memorial Hospital,,
Phoenix, Arizoaa.

February 21, 1959

ACCESSION NO. 9676
OUTSIDE NO. D-3156-57

NAME: M. S.
AGE: 12 SEX:
TISSUE FROH:

CLINICAL
FINDINGS:

Male

RACE:

Cauc.

Thyroid.
At the age of nine, a lump was first noted in the1 right side of
the neclt aad was associated with difficulty in s~-1allowing. These
symptoms occurred in May, 1956, tuo months after the tonsils had
been removed.
There was no change in this lump until Harch, 1957', 't.;rhen slight
enlarsement occurred. On July 24, 1957, a lymph node 't·7as excised
from the neck and the diag,LlOsis l.;ras ~etastatic papillary and
follicular carci;1oma."
This examination \'las done at another
hospital aetd the blocks and slides are not available.
1

SURGERY:

)
GROSS
PATHOLOGY!

FOLLOW~UP:

On July 31, 195-7, a total thyroidectomy with deep neck dissection
"t-7as done., Ttv-o· thyroids were identified and left in situ.,
There. were four irregularly shaped, partially lobulated, soft to
rubbery, firm portions of tan·brOl·ll.1 tissue, the lardest measured
3 x 2.5 x 2.0 em. The cut surfaces were composed of yellow-to7hite
dense tissue.
'bn November 2, 19S.7 ~ a scintigram shOl'led no evidence of activity
of metastatic tissue in the neck or body outside the area of the
thyroid itself. There ~1as a spot of increased activity at the
approximate site of the left upper lobe for which sufficient
radio active iodine tlTaS given to permanently destroy the residual
thyroid tissue.
The patient has made an excellent recovery. There is no speech
difficulty or evidence of recurrence at this time. (January 15,

1959). 11

CONTR!BU'l'OP.S:

Wm. C. Herrick, H.D.,

CASE NO. 5

Ho~-tard

A. Ball, M.D.,
Grossmont Hospital,
San Diego, California.

)

February 21, 1959

ACCE::CIO:J NO. 9949
OUTSIDE NO. 25,486
NAME:

AGE:

Mrs • J. C •
SEX: Female

28

TISSUE FROM:

RACE:

Cauc.

!hyroid.

CLINICAL
FINDINGS:

A lump developed in the. lower part of the neck sometime in
December, 1957. Previous treatment by a thyroid substance produced nervousness, so the drug was stopped. Iodine drops were
then taken, but the size of the lump was not reduced appreciably.
Physical examination revealed a well developed, well nourished
youn~ female.
Positive physical findings ~·tere limited to the
thyroid area. Situated in the lower anterior neclt was a nodular
enlargement which moved with the trachea on swallo~dng.
The iod:i.ne-131 upta1te iu the thyroid area
urinalysis were essentially negative •.

~1as

34.5%.. CBC' and

SURGERY:,

On February 24,, 1958, a subtotal thyroidectomy 'tvas performed.
Because of the diag:nosis1 of cancer, the neck. was reopened. approximately one ~teek later and several lylllph nodes ~1ere removed, as
well as the remainder of the thyroid ..

GROSS
PA'lllOLOGY:

The subtotally resected thyroid gland l1eighed 67 grams and measured 8 x 6 x 4.5 em. Involving, v1hat appears to be the lower
portion of the left lobe, the isthmus and a portion of the right
lobe, was a large hard mass measuring approximately 4.5 em. in
its greatest diameter. Within the thyroid gland, the fi~ area
was ill-defined, yellowish-white and measured 3.5 em. The adjacent thyroid tissue t1as pale tan and firmer than usual. Several
small nodular areas measuring up to 0.6 em. were present in the
periphery of the thyroid gland. One of these appeared to be a
lymph node. Distinct, yellow focal areas were scattered
throughout the cut surface of the thyroid gland.
Submitted from the second surgery were numerous regional lymph
nodes and t"\·70 portions of the right lobe of the thyroid. One
was a nodule 1 em. in diameter from the interior pole and the
other was an irregular 4 x 1 x 1 em. mass from the right lobe.

FOLLOtl ·UP:

When last seen on May 9 1958, the patient
showed only some l~ealcness of the voice.
1

,

~1as

doing well and

CONTRIBUTORS :

Seymour B. SilVDI'Dlan, et al,
Memorial Hospital,,
Phoenix, Arizona.

CASE NO. 6'

February 21, 1959

ACCESSION NO. 9900
OUTSIDE NO. CS~597-58

NAME:
AGE:

L.P.

65 SEX:

TISSUE FROM:

Female

RACE:

Cauc.

Thyroid.

CLINICAL
FINDINGS:

LABORATORY
FINDINGS :

)

SURGERY:

GROSS
PATHOLOGY :

The patient had an eighteen year history of a mass in the right
side of the neck,, ~·71th enlargement during the past year. There
were no definite B}~ptat1s of hyperthyroidism. E~amination revealed a movable, nonteuder mass, 9 x 7 em. in the right lobe of
the thyroid gland. No, lymph nodes were palpable.
Bl·m "t-7as plus 16; Protein Bound Iodine 6.0 micrograms percent;
24 hour uptal~e of I-131 was 22% ( in the normal range). Serum
cholesterol was 300 mg%.
Laryngoscopy showed normal movements
of the vocal cords with slight bulging of the trachea below the
cords.,
On April 14th, 1958, the right lobe and isthmus of the thyroid
gland were removed. The left lobe was grossly normal. No enlarged regional lymph nodes ~vere visualized.
The encapsulated, irregular,, nodular mass weighed 155 grams and
measured 9 x 7 x 5 em. The external surfaces were covered by a
thin trabeculated membrane. The mass was soft and focally cystic.
Cut surfaces showed a light yellow, essentially homogenous, well
circumscribed tumor mass 4 em. in diameter a..1d 7 to 8 em. in
length, surrounded by a 0.4 x 0.5 mm. layer of tan•brown, firm,
thyroid tissue. The tumor was focally necrotic and cystic.

CONTRIBU!DR:

H. G. Crellin, M.D.,
Monterey County Hospital,
Salinas,, California.

CASE NO. 7

February 21, 1959.

ACCESSION NO. 9989
OuTSIDE NO.

C-8939'

NAME: s. w.
AGE: 84 SEX: Male RACE : Caue.
TISSUE FROM:
CLINICAL
FINDINGS:

Thyroid.
About six months prior to admission, this patient noticed a node
in the right neck which gradually enlarged. A private physician
was consulted who subsequently presented the patient to the
tumor board in the· Community Hospital at Carmel.. Thyroid hormone, 1/2 grain daily, was recommended. Since the mass did not
decrease in size after taking the medication,, surgical interven•
tion was suggested. Entry was made to the. Monterey County Hospital on December G, 1957, for elective partial thyroidectomy.
General health had been good. There had been no chest pain,
palpitations, shortness, of breath or nervousness. DP was 160/90,
pulse was 72 and regular. A x 3 x em •. mass was located in the
right lower quadrant of the neck between the sternocleidomastoid
muscle and the lateral margin of the thyroid. The mass was firm,
seemed to be part of the thyroid and moved while Sl~allowing.

)
SURGERY:

On January 9th, 1958~ the right lobe of the thyroid was excised!.
The left lobe ~1as enlarged to 6 x 7 em.

GROSS
PATIIOLOGY:

The encapsulated ovoid structure weighed 30 grams and measured
6 x. 4 x 3 em. The smooth, capsule was gray-pinlt and had a fi brous consistency. The cut surface \-las glistening, yellow ..brown
and showed a central,, poorly demarcated 0,0 em. area which was
dark red. Adjacent to this dark red area 'Vtas a friable, semiliquid zone of yello't~ discoloration. One section showed a segment of tissue containing two cysts filled with yellow gelatinous
material.

FOLLOW-UP:

When last seen in the Surgical Clinic in July, 1958, the patient
was well and the incision had healed.

CONTRIBUTOR:

)

John J. Gilrane , M.D·,,
Santa Teresita Hospital,
Duarte, California.

CASE NO. 3
F'e bruary 21, 1959

ACCESSION NO. 10068

OUTSIDE NO. ST552-53
NAME:

Mrs. M.H.

AGE: 26

SEX:

TISSUE FRCX1:.

Female RACE:

Cauc.

Thyroid •.

CL!J.'UCAL

FINDINGS:

This housewife entered Santa Teresita Hospital on. September 3,
195G, l·lith complaints of a lump present in the right side of
the throat in the thyroid area, of six months duration. This
had been getting sli0htly larger duriug the past several months,
but there had bee~ no pain.
Past history was noncontributory
and revietv of symptoms uninformative.

Salient physical findings were that o£ a ttell developed, l'7ell
nourished, moderately obese Caucasian female llith a temperature
of 93.5, pulse 72, respiration 16, B.P. 120/70.
Located appare:1tly in the interior pole of the right lobe of the thyroid
gland, there ~ras a palpable, small solitary nodule approximately
2.5 em. in diameter.
There was no evidence of fixation. A
fe-v1 scattered physiological anterior lymph nodes l'Tere also noted •.
Balance of the physical examination was negative.

)
SURGERY:

At surgery on S'eptember 4, 195D, a nodule the. size of a walnut
was palpated within the ri;;ht lobe of the thyroid aad a subtotal
thyroiclec tomy 'V7as done. A smaller nodule adjacent to the larger
on.e "t~as found and it was removed separately.

GROSS
PAWOLOGY.:

The specimen was composed of three varying sized secments of
thyroid tissue totaling 14.6 grams in l'7eight. l'he largest piece

was ovoid, nodular in outline &nd measured 3.8 x 2.6 x 1.5 em.
On cut section it disclosed a 2 em. circumscribed nodule with a
cystic space and yellowish fibrous trabeculae coursing across
the surface of the cystic focus:. This nodule l'i'S.S section.ed in
profile. There liere adherent tags of thyroid tissue about the
margin. but no parathyroids were apparent.
Tt-ro smaller irregular fraGments of thyroid tissue which were grossly unremarkable,
aggregated l.l~ x 1.2 x 0,8 em., and on cut section showed no
discrete or significant nodules.
Postoperatively, the patient's condition was good and she was
discharged on September 6, 1956. 'Oecause of the tissue report,
the patient was re-admitted to the hospital and on September 17,
195G, the right lobe of' the thyroid gland ,.zas removed. Microscopic examination showed no indication of malignancy in the
right lobe, When last seen i : :1 January, 1959t the patient 't-1as
healthy aud there was no' recurrence of disease.

CONTRIBUTOR:

Robert, W. Huntington, Jr., M.D.,
Kern County Hospital,
Bakersfield, California.

CASE NO. 9
February 21, 1959.

ACCESSION NO. 9937
CUT~IDE NO. C-148-52.

NAME: J. S.
AGE :: 18

SEX:

Female

RACE:: Negro

TISSUE FROM:

Thyroid.

CLINICAL
FINDINGS :

A lump had been present in the neck for some ttme. The family

physician urged the parents to bring the patient to the1hospital,
but they delayed doing so. On admission to the hospital, there
was a large mass in the thyroid region, numerous hard nodules in
the breast and one in the anterior abdominal wall. Biopsies of
all three areas show·ed a similar pattern and a diagnosis of papillary carcinoma of the thyroid was made. Transfer to the. University of California Hospital in San Francisco for treatment with
radioactive iodine and TSH was recommended. Just as the trans·
fer was about to be made the patient left the hospital against
advice, largely it was felt under the influence of the church
She left the hospital on Septem•
group to• which she belonged.
ber 18, 1952 and died. on September 24, 1952.

AUTOPSY
FINDINGS:

The body was emaciated. A large hard mass was present in the
neck. The thyroid was, large and relatively homogeneous in appearance. For the most part the tissue was l ight colored and quite
firm.. Nodules l'iere present in both breasts. The hilar, tracheobronchial and cervical lymph nodes shol·7ed replacement by tumor
tissue. The pleura and pulmonary parenchyma, were studded with
tumor nodules. The bronchial tree appeared normal., The adrenals
were extensively infiltrated by tumor.
Small metastatic tumor nodules were present in the liver and kid•
neys. The skull and dura were involved with a large tumor mass,
but no tumor ~'las found within the brain substance. Each ovary
was, approximately 12 em. in diameter. Cut sections showed normal
appearing ovarian stroma interspersed with islands of tumor tis•
sue.

r

, .. · ·•

CONTRIBUTOR:

Doris Herman, M.D.,
Los Angeles County Hospital,
Los Angeles, California.

CASE NO., 10
February 21, 1959.

ACCESSION NO. 8295
OUTSIDE NO. SPSS-14714

NAME: M.P.
AGE: 75, SEX: Male RACE:
TISSUE FROM:

Caue.

Thyroid.

CLINICAL
FINDINGS:

This patient ~1as first seen at this hospital in the admitting
room on July 13th, 1955, for sore throat and a somel·1hat tender
mass in the left lower neck for three days. The sore throat
improved with local treatment, but the neclt continued to enlarge. There was no hoarseness. Because of this, entry was
made to the hospital on October 5th, 1955.
Physical examination revealed a 2 x 2 x 3 em. nontender,, nonpul·
sating' hard mass in the left side of the neck. It appeared to
be located in the left sternocleidomastoid muscle. Lungs were
clear to P and A. A 1% em. elevated skin lesion was located on
the left side of the face.

LABORATORY

FINDINGS:

SURGERY:

PPD #2, was positive, chest X-rays demonstrated small peripheral
apical calcific foci. Indirect laryngoscopy showed right arytenoid to be edematous and l~ith no movement of the vocal cord.
none survey was negative and Pni was 5.
November 19th, 1953., total thyroidectomy and left. radical
neck dissection lv-as performed.

On

GROSS

PATHOLOGY:

The total thyroid gland and left radical neck dissection were removed in continuity. The thyroid glm1d. measured 9 x 5 x 1 em.
The lateral lobes were small and on section the right lobe exhibited the usual honey-combed appearance of thyroid tissue,
except for two 1 em. circumscribed,mucinous, colloid nodules.
The left lobe l·1as enlarged in its medial aspect to displace the
isthmus. In this regionJ there was a 3.5 em. firm, gray-white
lobulated nodule with occasional areas of hemorrhage and conges•
tion. Immediately about this in the position of the Dalphian
node, was a 1.5 em. nodule of similar tissue. The lateral aspect
of the left lobe was grossly normal.
Also submitted were a 1.5 em. nodule of firm•gray tissue from
the right, lobe and a lymph node above the thoracic inlet grossly
replaced by tumor. Tumor was present in lymph nodes to level III,
while those to IV and V were clear.

FOLLCM-UP:

The patient has been maintained on iodine grains,,3 to 4 daily.
PDI determinations have varied from 6 to 9.6 and cholesterol
averaged 200 mgm%. Regular follows have been done with TSH and
I-131 scintigram studies. When last seen on September lOth,
1958, there was no indication of recurrence.

,,

CONTRIBUTOR:

Paul Thompson, M.D.,
Los Angeles County Hospital,
Los Angeles, California.

CASE NO. 11
February 21, 1959

ACCESSION NO. 9380
OUTSIDE NO. SP 57-5001
NAME:

M. L. T.

AGE: 70 SEX:

Female

TISSUE FROM:

Thyroid.

CLINICAL
FINDINGS:

RACE: Mongolian.

The patient's first admission to the Los Angeles County Hospital
was on March 13, 1957, with epigastric pain and loss of appetite
for eight months. Subsequently pain developed iu the left leg
and pelvis resulting in the inability to walk. When hospitalized
three months previously by a private physician, a metastatic
lesion was1 found in the left hip; the primary site was unknown.
Upper G.I. series &4d barium enema at that time were normal.
Thyr:>id b:Lopsy r:hot-1ed adenocarcinoma with signet ring cells.
Past history was noncoLl.tributory.
Physical examination revealed a thin, emaciated, chronically ill,
elderly Chinese female1 who was alert and cooperative. D.P. was
135/60 • Pulse 100. The thyroid was irregularly enlarged, left
more than right, uith numerous hard, nontender cervical lymph
nodes.. Fine crac1tling· rales were present in both lung bases.
The right upper quadrant of the abdomen was tender and the liver
was down two finger breadths. There 't'1as epigastric tenderness
and severe tenderness over the left hip.

)

LABORATORY

FINDINGS:

Hemoglobin was 7 gra~. PBI right pleural effusion. x-ray
lesion of the left ilium. The
thyroid l'7as 10%, but there was

SURGERY:

On. Apri l 12, 1957, a total thyroidectomy

5.0. Chest X-ray disclosed a
of the pelvis disclosed a lytic
24 hour uptake of I 131 over the
no uptake over the ilium.
~ms

performed .

GROSS
PATHOLOGY:

The symmetrically enlarged, nodular thyroid gland weighed 50
grams and most of the entire surface was covered by a delicate
membrane. Cut surfaces were composed of finely granular, friable,
yellow-whi te tumor t i ssue with focal residual areas of gray•tan
thyroid tissue. Adjacent. to the pyramidal lobe was a 1.0 em.
structure that was apparently a lymph node replaced by tumor
tissue. It was, firmly attached to the thyroid gland. Three 1. 7'
em. ovoid lymph nodes apparently replaced by tumor, were submitted separately.

FOLLOW•UP:

Following surgerys the patient received 16 X•ray treatments.
Tetany, \mich developed postoperatively, was controlled with cal•
cium lactate. The patient was discharged on June 8, 1957, but
was re-admitted on June 27, 1957, because the family was unable
to care for her.
On July 1, 1957, she exhibited dependent
edema, wet and dry rales in the lungs with inferior rlullness.
continued-

-2Accession No. 9380,
Case No. 11 continued.
FOLLOW-UP:

AUTOPSY
FINDINGS:

)

Treatment was instituted for pneumonia and congestive heart
failure. She expired on July 9, 1957.
Autopsy revealed massive encephalomalacia of the right cerebral
hemisphere secondary to atherosclerosis. There was ascites and
bilateral hydrothorax. The lungs sho~ed atelectasis and bronchopneumonia. Residual tumor was located in the neck and
metastases were found in the cervical and peribronchial lymph
nodes, lung, thoracic vertebrae and pelvis.

Weldon 1(. Bulloc!~s M.D.,
Los Angeles County Hospital,
Los Angeles 33, California.

CONTRIBUTOR:

CASE NO. l2

February 21,1959.

ACCESSION NO. 9022
OUTSIDE NO. SP56-13859
NAME:. A. R.
AGE: 80

SEX:

TISSUE FROM:

Male

RACE:

Cauc •

Thyroid.

CLINICAL

FINDINGS:

This man was admitted on October 12th, 1956, for spontaneous onset of a mass in the neck and supraclavicular region,which had
gradually increased in size each day to the. size of a baseball at
the time of admittance, No difficulty in breathing or swallowing,
no pain.
Past history noncontributory.
Physical e~camination revealed a well nourished, well developed
caucasian male in no acute distress. It was noted that the trachea deviated to the left and a baseball size cystic nontender
mass was present in the right anterior triangle which moved with
swallowin~· , with a second swollen loculated mass posterior to it
in the posterior triangle. There were no pulsations, bruit or
other adenopathy .,
Cervical veins were distended.

)
LAnORA'IORY

FINDINGS:

Organic iodine 4.2 ; inorganic 3.0 ; AG ratio 4.0.
no sternal mass.

SURGERY~

Subtotal thyroidectomy was performed on October 25th.l956, with
incomplete removal of the1 tumor. The mass was fixed to the carotid sheath and to the carotid artery itself.

Chest x-ray-

GROSS
PA'ffiOLOGY:

The specimen consisted of a hemorrhagic mass of tissue stated. to
be a subtotal thyroid on which orientation was impossible. The
mass weighed 2101 grams and measured 12 :c 6 x 5 em. The external
surface was hemorrhagic and. irregularly lobulated. A complete capsule was not noted. In one. pole of this masf!l was a well defined
area of yello~nsh-brown tissue interspersed with small calcific
deposits, hemorrhage and 1-mat appeared. to be fibrous tissue. The
remainder of the mass was composed of areas which were nearly
homogeneous and grayish-yellow, firm and granular. Other areas
had a distinctly lobulated appearance with what appea~dto be an
intact capsule. In these areas the cut surface had a whorled
fibrous arrangement. with interspersed brownish-pink, soft areas.
Also submitted was a rounded nodule measuring 2.5 em. in greatest
diameter. the cut surface of which was yellowish-brown with areas
of cystification aud fibrosis.

FOLLOW-UP: When seen on November 20, 1956, the patient: had a paralyzed left
laryngeal nerve, but no more than before surgery.
On December 8th,l956, patient fell at home and sustained a pathological fTacture of the left hip. Z-nailing of the hip was performed
on December lOthJ and he expired on December 11,1956. Cause of
death:Arteriosclerotic heart disease. No autopsy performed.

CONTRIBUTOR:

)

Dennis S. Shillam, M.D.,
Huntington Memorial Hospital,
Pasadena, California.

CASE NO . 13
February 21, 1959

ACCESSION NO. 10065
OUTSIDE, NO. 83412•58
NM·1E:

AGE:

E. A.,

8 SEX: Fe. RACE: Cauc.

TISSUE FROM:
CLINICAL
FINDINGS:

LABORATORY
FINDINGS:

Thyroid:
Approximately one month before admission, a swelling was noted
in the neck which rapidly increased in size. There were no other
symptoms and the patient had been well. Past history l\las noncontributory. There was no serious illness or operations and no
history of having received any radiation therapy. There was a
family history of goiter in the mother, a maternal aunt and the.
mateL-nal grandmother.
A PBI was 4.5 micrograms, an I 132 uptake of 19% was reported.
The day before surgery the, patient received 2.03 micrograms of
I 131.

SURGERY:

)

A total thyroidectomy was performed on September 8,1958. An
enlarged right thyroid lobe 't·1as found firmly adherent to the
trachea and appeared to invade it.

GROSS
PA'ffiOLOGY:

)

The specimen received first was 130 grams of right thyroid lobe,
measuring 7 x 7 x 5 em. and covered in most areas by a thin
fibrous capsule. Focal areas of disruption of the capsule and
tearing of the parenchyma were seen on the bosselated surface.
Sectioned surfaces, sho\ved a glistening, pale tan, fleshy tissue
with rare focal edematous or hemorrhagic areas. The left lobe
weighed 9 grams and showed no specific changes. Audioradiographs revealed no iodine uptake in the tumorous portion of the
specimen.

CONTRIBUTOR:

N. L. Morgensten1, M.D.,
Kaiser Foundation, Hospital,
Oakland, California.

CASE NO. 14
February 21, 1959

ACCESSION NO. 9945
OUTSIDE NO. 858-2403

NAME: I. N.
AGE: 52, SEX:
TISSUE FROM:

Female

RACE:

Cauc.

Thyroid.

CLINICAL

FINDINGS:

A lump was noted on the left. side of the neck, while looking in
the mirror,, in November, 1957 •
Physical examination revealled
an almost stony hard mass 4 x 2 em. arising from the. left pole
of the thyroid. No lymph nodes were palpable.
Protein bound iodine was 7.7 microgram percent and radioactive
iodine uptake was 9.6%. After taking thyroid medication, the
mass regressed slightly~ but then remained stationary. Two
months after onset of treatment, the protein bound iodine was
11.5 micrograms percent. Because of persistence of the mass,
surgery was recom@ended.
In 1942, hysterectomy was performed for a benign tumor of the
uterus. In 1948, the patient. had radical mastectomy aud radiation therapy for carcinoma of the breast. In 1952, an oophorectomy 't.Yas. performed a;.1d radiation therapy was given for carcinoma of the ovaries. In May, 1957 ,, X-ray and radium therapy
was given for carcinoma of the cervix.
None of these procedures uere performed at the above named hospital and records
were not available at this time.

)

SURGERY:

A partial thyroidectomy was performed on April 14, 1958.

GROSS
PATHOLOGY:

The specimen consisted of 16 grams of friable pale tissue.

FOLLOl>1-UP:

)

When last seen on May 23, 1958, follo~'ling radiation therapy to
the neck, the patient was asymptomatic except for a chronic
complaint of epigastric distress.

CONTRIEUTOR:

Ernest E. Simard, M.D.,
Salinas Valley Memorial Hospital,
Salinas, California.

CASE NO. 15
February 21,1959.

ACCESSION NO. 9954
OUTSIDE NO.
4014
NAME:

J. E.

AGE: 64 SEX:
nssuE FROM:

CLINICAL
FINDINGS:

Male1 RACE:

Cauc.

Thyroid
During the summer of 1954, the patient first noted onset of
cardiac palpitation. A nodular goiter bad been. present and
stationary for between tw~nty to twenty-five years. After a
bout of influenza in November, 1954, the thyroid suddenly began to enlarge. B }T the time he was seen in March, 1955,, the
nodule had increased approximately four times in size. This
\-1as accompanied by shortness of breath and a twenty-six pound
weight loss.
Iodine uptake studies were interpreted as negative. He was placed on 150 mgm daily of propylthiouracil which
resulted in a slowing of' the pulse rate and a gain of six
pounds in weight.
Family sud past history were noncontributory.
Physical examination revealed several round smooth masses in the
thyroid gland, These masses l'lere soft and the largest measured
6,5 ems. in diameter. There was no bruit. Several lymph nodes
were palpable in both sides of the neclt and above the clavicle.

)

SURGERY:
GROSS
PATHOLOGY:

FOLLOW-UP:

)

In ~iarch, 1955, the entire left lobe of the thyroid gland and
approximately 90% of the right lobe were surgically removed.
The specimen consisted. of t't-70 portions, one measuring 3 x 3 x 4
em. and the other 5 x a, x 4 em. The total weight ,..,as 113.7
grams. The external surface "t-Tas nodular, graaular and reddishbrown,, while the cut surfaces -v1ere lighter in color and presented
several: cystic areas, some of which were filled with blood. Some
areas of necrosis were apparent. The tumor varied in consistency
and its margins were rather poorly demarcated. TI1e capsule was
definitely involved.
The patient was re-admitted to the hospital on September' 28,1956,
with an enlarging mass in the left side of the neck. Chest Xrays revealed evidence of a metastatic lesion in the left lung.
He returned to his home in San Diego where he later expired. An
autopsy was, performed, but the report has not been received •

CONTRIBUTOR:

Robert F. Hufner, M.D.,
679 South Westlake Avenue,
Los Angeles, California.

CASE NO. 16
February 21, 1959

ACCESSION NO. 9983
OUTSIDE NO. Ea 59-58

NAME: M.H.
AGE: 58 SEX:
TISSUE FROM :

CLINICAL
FINDINGS:

AUlOPSY
FINDINGS:

Male

RACE:

Cauc.

Thyroid.
This patient died in uremia after a five year history of hypertensive cardiovascular renal disease associated with a horseshoe kidney.
At autopsy an unsuspected renal cell carcinoma was present in
the midportion of the kidney;
there \'lere no metastases.
Within the left lobe of the thyroid v1as a discrete, finn, nonencapsulated lesion 9 mm. in diameter, located 5 mm. deep to
the external surface.

)

CONTitiBUTORS:

Wm. C. Herrick, U. D'.,
Howard A. Ball, 11. D.,
Groescont Hospital,
San Diego, California.

CASE NO. 17
February 21, 1959

Ac::;:ssS:ON NO. 9950
OUTSIDE NO. 21930
NAME:. F. F.
AGE : 68 SEX:

Female

TISSUE FROM:

Thyroid,

RACE:

Cauc •

CLINICAL
FINDINGS:

When swallowing a pill in January, 1957, it lodged in the
patient's. throat. When this occurred, a lump was then noted
over the anterior ueck. The only illness was anemia, for which
she had been treated for five years, There were no toxic symp·
toms or· weight loss,.
Physical examination on February 11,1957,
revealed a diffusely rubbery thyroid gland more pronounced in
the isthmal portion and enlarged three times its normal size.
There was no sigrtificant cervical adenopathy.

LABORATORY
FINDINGS:

Chest X-ray "t<7as negative, Hemoglobin was 10.9 grams with 3.4
million rbc. Wbc was 7,200 with a normal differential. Bleeding time was 1.5 minutes and coagulation time was 6 minutes.

SURGERY:

On February 12, 1957, a total thyroidectomy was perfotmed.
adenopathy was noted at this time,

)
GROSS
PATHOLOGY:

FOLLOW·UP:

No

The specimen consisted of a total thyroid gland which weighed
50 grams. The exten1al surface was multinodular. The thyroid
sectioned easily and the cut surface revealed a. homogeneoue,tan,
11
fish-flesh 11 gland. There was no discrete tumor mass., Instead,
the entire cut surface was homogeneous, confluent, rather soft,
and even friable in some areas.
one month later a tender node appeared in the,
left posterior triangle. This was thought to be inflammatory.
However, it did not respond to antibiotic therapy and other
nodes appeared, On April 3, 1957, the patient returned to the
hospital and these lymph nodes were biopsied. Following discharge, the patient lost weight 1 developed severe anemia and
thrombocytopenia and expired on July 21, 1957.
Appro~dmately

AU'IDPSY
FINDINGS:

Autopsy revealed massive enlargement of. the cervical, mediastinal and abdominal lymph nodes. The bone marrow showed replace-,
ment by tumor. The pleura and lungs contained multiple metastases, varying from 0.5 to 1 em. Ecchymoses and petechiae were
present in the stein and there was bilateral minimal to moderate,
bronchopneumonia.

CONTRIBUTOR:

Suleimai.l K. Abul-Uaj, M.D.,
172 C Artillery Post,
Fort Sam Houston, Texas.

CASE NO. 18
February 21, 1959

ACCESSION NO. 9987
OUT:JIDE NO. 32625.
NAME: G. L. T.
AGE: 37 SEX: Female

TISSUE FROM:

RACE:

Cauc.

Thyroid.

CLINICAL
FINDINGS:

This patient gave a history of a gradually increasing goiter for
a period of three years, associated ~-lith symptoms of increased
heat ii.1to!erac1ce, nervous;.1 esa aad easy fati3ability. t.Jhen seen
at the Army Sur!5eon' s Office in December,, 1956, the diagnosis of
toxic goiter was made. Propylthiouracil treatment ~1as started.
and resulted in marked symptomatic improvemer;t. Shortly follo~T-·
Llg the institution of therapy, the gland rapidly errlarged, then
progressively resressed u~til it was definitely much smaller than
it was a.t the onset of therapy. Propylthiouracil "t·7as given for
six months aQd potassium iodide for ten days prior to surgery.

SURGERY:

On July lJ, 1957, a left subtotal hemithyroidectomy with removal
of the solitary mass, was performed.
At surgery, a large, com•
pletely e11capsulated tuiaor ~1as £ou:1d replacing the left lobe of
the thyroid. There \vas no indicatiou of lymph node Lwolvement,

GROSS

PATHOLOGY:

The large, ovoid, rubbery, firm, encapsulated mass measured 9.0
x 6.0 x 5.0 em., and weighed 65 grams. The surface capsule \vas
smooth a:.1d attached to it Oil one e:1d was a triaagular piece of
reddish-taa thyroid tissue. The cut surface was un.iformly
coarsely granular, pale-yello~~ taa, with focal areas of hemorrhage ia the periphery.

FOLLOW-UP:

The patient is bei.1;; followed ia Tumor Clinic and was last seeu
in October, 1958, approxii:lately 15 mo .1ths after surgery, at which
time she t\Tas completely free of· sympt;oms. Examination revealed
no local recurre~1ce nor demonstrable visceral or cervical lymph
i10de metastases.

CONTRIBUTOR:

John P. Bla<lChard, M.D.,
San Joaquin Hospital,
Bakersfield, California.

CASE NO. 19
February 21, 1959

ACCESSION NO. 9941
OUTSIDE NO. DH 511-58
NAME:

S.

AGE: 20

SEX:

Female

RACE:

Cauc.

TISSUE FROM: Thyroid.
CLINICAL
FINDINGS:

SURGERY:

Entry tY'as made to the hospital for treatment of symptomless
nodule of the right lobe of the thyroid.
Complete blood
count and urinalysis were normal.
(h1

April 3, 1958, a total thyroidectomy was performed.

GROSS
PATHOLOGY:

)

The excised thyroid gland weighed 28 grams and contained multiple nodules in both lobes. The nodules varied from 0.3 to 1.0
em., were discrete and the majority were homogeneous and pale
brown. Some contained colloid and a few were partially calcified.

CONTRIBUl'OR:

Ralph M. Kniseley, H.D.,
Eden Hospital,
Castro Valley, California.

CASE NO. 20
February 21, 1959

ACCESSION NO. 9952
OUTSIDE HO'. 911062

NAME: S. C. F.
AGE: 39 SEX: Male

TISSUE FROM:

RACE:

Cauc.

Thyroid.

CLINICAL
FINDINGS:

In January, 1950, a lump was first noticed in the right lower
neck, above the head of the clavicle. During the ensuing two
months, it seemed to double in size. There was no appreciable
pain, but there was1 a tendency to clear the throat more frequently.
The voice, weight, appetite and bowel habits aU
remained constant without any change. There were no, palpitations, nervousness or sweating.
At age two,, following acute appendicitis, there was an episode
of pneumonia with a resulting; empyema which required rib resection and drainage. At 25 years of age, an extensive, work-up
with bronchoscopy and bronchograms revealed tubular bronchiectasis. This was coutroiled by postural drainage. It was not
necessary to take periodic or long standing antibiotic therapy.
Positive physical findings: The entire right lobe of the thyroid
was enlarged to the superior pole. It was soft and freely movable. There was no definite nodularity, but there were suggestive areas of increased density. The swelling of the right lobe
extendad across the isthmus to its junction with the left lobe,
which, on palpation, was normal in size and consistency. There.
were no nodes palpable along the cervical chain.

SURGERY:

GROSS
PATHOLOGY:

On April 18th, 1953, a subtotal thyroidectomy was performed with
removal of half of the right lobe of the thyroid, entire isthmus,
and half of the left lobe of the thyroid. There was no evidence
of enlarged lymph nodes.
The specimen was composed of t~ro segments of thyroid tissue which
together weighed 12.9 grams. These fragments were composed of'
one piece which was 4.5 x 2.8 x 1.8 em., and a tongue of tissue
3.2 x 0.8 x 0.8 em. which was attached to this from one pole.
The second piece of tissue was 2.0 x 1.4 x 1.0 em. Delicate ,
gray capsule covered portions, of both pieces and parathyroid.
tissue was not identified within the covering collagenous tissue.
The tissue was moderately firm, fleshy and the cut surfaces re·
vealed the lobules to be well preserved. The tissue was yellow-~
ish gray, without evident colloid.

CONTRIBUTOR :

)

Raw Chan, M.D.,
St, Luke's Hospital,
San Francisco, California.

CASE NO. 21
February 21, 1959'

ACCESSION NO, 10,1 26
OUTSIDE NO. 858-2804
NAME:

P. C.

AGE: 44

SEX:

TISSUE FROM:
CLINICAL
FINDINGS:

Female

RACE:

Cauc.

Thyroid.
This patient. entered the hospital in August, 1958, with the
chief complaint of a 11 lump in right thyroid, present for four
days." The lump was nontender and had exhibited no increase in
size. The patient stated that she had ah1ays been "nervousu,
s'-1eated easily, and had no history of weight loss. She had
experienced some shortness of breath on eJtertion.
Previous entries to the hospital dating from 1944 through 1957,
included four entries for normal term pregnancies with uncomplicated course, one entry for an incomplete abox;tion in 1951,
and an &ltry in 1957 following her last pregnancy five months
previously, for a breast abscess which was excised. It was
only at the last entry that a 11 bean sized'' nodule was noted in
the right lobe of the thyroid.
Physical examination revealed a well developed, well nourished
female in no distress. The skin was moist and cool. Palpation
of the neck revealed a diffusely firm, enlarged right lobe of
the thyroid. The heart rate wa.s 100 with A2 equaling P2 • No
murmurs. The remainder of the examination was unremarkable. No
tremors nor exophthalmos were noted.,
Laboratory findings were noncontributory.

SURGERY:

GROSS
PAniOLOGY:

)

August 25, 1958, the patient w·as taken to surgery and findings consisted of a diffusely enlarged thyroid in both lobes,
with marked firmness of the tissues and adhesion to the trachea.
In the lower pole of the right lobe a diffuse nodule. was distin•
guished. The right lobe of the thyroid including the isthmus ·
and portion of pyramidal lobe, were resected.

On

The specimen consisted of a right lobe of thyroid ~·lith portion
of the isthmus and. pyramidal lobe, weighing altogether 22 gm.
The specimen had a somewhat bosselated exterior surface., The
overall dimensions v-1ere 6.0 x 3.5 x 2.0 em., with the portion of
the pyramidal lobe measuring 2.0 x 1.0 x 0.5 em. Section of the
specimen revealed a discrete bulging,translucent, dark tan
nodule 2.2 em. in diameter. lying in the lcwer pole of the specimen.
The rest of the thyroid including pyramidal lobe struc•
ture, was made up of firm, homogeneous, tan, opaque tissue
sbot1inr; a coarse nodularity throughout.

)

CONTRIBUTOR:

l-7. W. Hall, M.D. ,

CASE NO. 22

Mercy Hospital,
Bakersfield, California.

Feb~uary

21, 1959

ACCESSION NO. 7757
OUTSIDE NO. M-104-55

NAME:
AGE:

N. K.
42

SEX;

TISSUE FROM:

Female

RACE:

Cauc.

Thyroid.

CLINICAL

FINDINGS:

'I.'tqo months ago, a lump l'Jas 11.oted on the right side of the neck.
There was some difficulty in swallot-Ting and a feeling of pressure
and choking, especially whea lying dot-Tc1. There was no increase
in nervous te;.1siou, palpitatiol1s or si:;ns of thyrotoxicosis. The
patiei:lt has t\·7o sisters l-lith thyroid tumo:L~s.

SURGERY:

On January 14, 1955 ,, a total thyroidectomy was performed.

GROSS

PATHOLOGY:

The ttvoo pieces of thyroid tissue 't<~eished 22 grams together. One
't·ras a 4.5 x 2.0 x 2.0 em. ovoid mass "~>7hich was smoothly encapsu, -

lated. The cut surfaces t·1ere firm, white and fibrous. The
second piece represented the opposite. lobe aud measured 4.0 x
2.0 x 2.0. It was irregular in outline. One end of the lobe
was formed by pink thyroid pareuchyma t-7hich joi:1ed l<~hite, firm,
fibrous tissue.

)

FOLLOW-UP:

The patient was entirely well when last seen on i\t;~gust 26, 1953.
She 'toJ'as still taldng 2 ;2;raLJ.s of thyroid. Her blood pressure,
was ll~4/86, The· thyroid operative area ~;.;as e.:ltirely negative.

CONTRIBU'l'OR:

Harold Fanselau,, M.D.
Los Angeles County Hospital,
Los Angeles1, California.

CASE NO. 23

February 21,

1959

ACCESSION NO: 10112
OU'LSIDE NO. SPS0-10714,

NAME:
AGE:

L.,
29

z.
SEX:

TISSUE FROM:

Female

RACE:

Cauc.

Left lobe, thyroid.

CLINICAL
FINDINGS:

The patient entered the Los Angeles County Hospital in July,1950,
with complaints of haviag a sloldy g:ro~1ing lump in the left side
of the neck for oue month. She denied havi11g paiu,, dysphagia,
hoarseness, sweating or fever.
Examination of the nectc showed a 4 x 5 em., firm, non tender mass
in the left aaterolateral neck. which moved with deglutition. No
satellite nodules or axillary nodes' could be palpated. The PDI
't-7as 6.4 micrograms and the cholesterol l·Tas 156 mg%. The scintigram showed, a cold nodule in the right lobe of the thyroid.
SURGERY:

Ia August, 1950, a left subtotal thyroidectomy was done.

A right subtotal thyroidectomy was performed in September,l958.
GROSS

PATHOLOGY:

The partial left lobe of thyroid weighed 20 grams, was 4 em. in
diameter aud thinly encapsulated. Cut section was homogeneousJ
soft and yellow-pink.
The' right lobe, weighed 10 grams and measured 4, x 4 x 2.5 em. Cut
section was soft, granular, pitl!t-\'7hite, with scattered small
rose colored areas. Microscopic examination shot·Ted only chronic
thyroiditis of the conventional type.

CONTRIDUTOR:

Rawson J. Pickard, M.D.,
520 E Street,
San Diego 1, California.

CASE, NO. 24
February 21, 1959

ACCESSION NO. 10121
OU1~IDE NO. P-1532
NAME;

AGE:

c. c.
23, SEX:

Female

RACE:

Cauc.

TISSUE FROM: Thyroid.

CLINICAL
increase in the size of the thyroid was noticed in June, 1958.
There were no other symptoms. Blood cholesterol was 360 mg%,
PDI was 2.6 microgram%, hemoglobin 11.4 gm%, a:~.d xbc 3.3 million ..
The original date of surgery was cancelled because of tachycardia and irregular cardiac rhythm.

FINDINGS :

An

SURGERY:

On August 14, 1950, most of the right lobe of the thyroid gland
and a portion of the left lobe ~~ere removed.

GROSS
PATHOLOGY:

FOLLOH-UP:

The specimen consisted of tt.ro pieces of thyroid gland that
weighed 10 grams together and measured 4.2 x 2.0 x 1.8 em. and
3.8 l~ 4.5 x 1. 7 em.,
The cut sectio;.1s v7ere dull ta.1 Hith no
gross colloid. The cervical lymph node measured 2.0 x 0.9 x 0.7
em. and was firm. It was infiltrated by tumor,
A second surgery was performed on October 27, 1958 for removal
of the remainder of both lobes a:~.d a group of cervical lymph
nodesthat varied in size from 0.5 to 1 em. Microscopic examination revealed poorly differentiated carcinoma in both lobes ~~ith
metastases to lymph nodes. There were also t~110 parathyroid glands.
In early convalescence there were symptoms of parathyroid defi·
ciency which t~as, successfully treated t-1ith oral calcium lactate.
Desiccated thyroid was also administered.,
Recently, I 131
therapy has been instituted.

CONTRillUTOR:

Robert W. Huntington, Jr.,M.D.,
Kern County General Hospital,
Bakersfield, California.

CASE NO. 25

February 21,1959

1

ACCESSION NO. 10087
OU~IDE NO.
S-2238-58
NAME: R.L.M.
AGE: 47 SEX:
TISSUE FROM:

CLINICAL,
FINDINGS:

Female. RACE:

Negro.

Thyroid.
Presenting symptoms, on August 4, 1958, were pain in the low
back of two to three years duration and. a history of a non-toxic
nodular goiter of' 18 years duration. X•rays revealed radio lucent lesions in the upper femurs bilaterally, and the right
ilium with no destruction of the bony cortex. Differential
diagnosis included: Bizarre Ewing''s, multiple myeloma, giant.
cell tumor, chondroblastoma and dyschondroplasia. Biopsy on
August 15, 1958, of the lesion in thefiium was found to be metastatic thyroid adenocarcinoma.
Physical examination, following the surgical biopsy, revealed
diffusely enlarged but not nodular thyroid which felt like a
goiter. X-131 uptalte studies on August 29,1953 were reported
as: Neck -18%; ilium 2.5%; right hip 2.5% and left hip 2.3%.
A scintigram of the neck revealed functioning thyroid tissue in
the left lobe and isthmus. The left lobe was hypertrophied and
there was essentially no delineation of the right lobe. A scintigram of the right ilium and the femoral areas failed to delineate metastatic deposits.

SURGERY:
GROSS
PATHOLOGY :

On September 4, 1958, a radical thyroidectoroy was performed.
The specimen consisted of three lobulated 7 previously incised,
extremely blood-stained spongy masses. The largest and center
mass, measured 7 x 3.5 x 5 em. One of the smaller lobes mea·
sured 5.5 x 2 x 3 em., has been previously opened and exhibited
a multi-colored, lobulated appearance.

NOTE:
We have collated this addenda to the State Conference on Thyroid
Tumors in chronological order to correspond with the protocol.

Ho~rever,

Dr. Lindsay discussed these cases in the following order:
£M]Ll!Q:..

.

)

ACCESS. NO,.

CASE NO.
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NOTE :
He have collated this addenda to the State Conference on Thyroi d
Tumors in chronological order to correspond with the protocol.

However,

Dr. Lindsay discussed these cases in the following order:
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)
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CASE 1:10. 1

ACCESSION NO. 9558
CONTRIBUTOR:

Frank R. Dutra, M.D.,,
Eden Hospital,
Castro Valley, California.

HISTOLOGY:
Most of the thyroid parenchyma has been replaced by an anaplastic
neoplasm consisting of extremely bizarre, pleomorphic, thyroid epithelial
cells. These are large and have, hyperchromatic nuclei with macronucleoli.
The cytopla~ of most cells is sparse. Many cells are spindle•shaped and
these tend to have a fasdCUiar arrangement. Many multinucleated cells and
many mitotic figures including abnormal mitoses are observed. A few small
follicles are present in the neopla&.m, but these are lined by ~11 uniform
cuboidal epithelial cells and appear to be thyroid follicles which have been
isolated by the invasive neoplasm. These are more numerous at the periphery
of the neoplasm. The tumor is locally infiltrating the remaining thyroid
parenchyma. It has invaded the thyroid capsule and peripherally is invading
into the lumens of blood vessels. Moderate lymphoid infiltt"lltion is present
at the margin of the neoplasm.
The remaining tissue contains circumscribed macrofollicular nodules
or adenomas surrounded by a small amount of residual compressed thyroid parenchyma.
DIAGNOSES:

1.

Anaplastic giant cell carcinoma of thyroid gland.

2. Multiple adenomas of thyroid gland.
DISCUSSION:
This lesion is a typical anaplastic giant cell carcinoma of the
thyroid gland, and in the University of California series represents about
one-third of the anaplastic or undifferentiated thyroid neoplasms. This
is the. same anaplastic pattern occasionally found in some portions, of differentiated papillary carcinomas. S!oan has discussed this tendency of thyroid
neoplasms to grow more aggressively and to show alterations in pattet"n in the
prtmary site in olaer individuals and in older tumors.
From our studies, giant cell anaplastic carcinoma and probably also
epider,moid carcinoma represent the anaplastic or dedifferentiated forms of
relatively benign papillary carcinoma. Other anaplastic or dedifferentiated
thyroid neoplasms ( small cell carcinoma and spindle cell carcinoma for example) may have the same relationship to, more differentiated follicular
carcinomns.

)

In the University of California series, 21 of 25 patients with all
forms of anaplastic carcinoma have died of the disease. Of these, 12 died,
within one year or less after the onset of the disease. The giant cell type
as a rule cause death from local respiratory obstruction, whereas other types
of anaplastic carcinoma more often cause death from distant metastases.
continued-

case No. 1 , Accession No. 9558 - continued.
REFERENCES:
1.

Sloan, L.W., Of the origin, charaeteristics,and behavior of thyroid
cancer. Jour. Clin. Endocrinol. and Metab. 14:1309•1335 (Nov.) 1954.

2.

Warren, S., and Meissner, W. A., Tumors of the thyroid gland. Atlas of
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CASE NO. 2

ACCESSION NO. 9591
CONTRIBU'l'OR:

Frank R.. Dutra, M.D.,
Eden Hospital,
Castro Valley, California.

HISTOLOGY~

The lesion is a thyroid nodule surrounded by a thick intact fibrous1
capsule containing groups of' atrophic thyroid follicles some of which contain
colloid. The nodule is composed of groups and cords· of thyroid epithelial
cells, some of which form small follicles containing colloid. Centrally,the
stroma is edematous and microfollicles are widely separated by loosely arranged, edematous1 stroma.
The cells are only mildly pleomorphic, Their
nuclei. are round and moderately hyperchromatic. The cytoplasm is fairly
abundant, finely granular, or eosinophilic. Mitoses are uncommon. At the
margin of the neoplasm beneath the capsule are many large veins. In at
least two of these, neoplastic thyroid epithelium projects into· the lumens.
DIAGNOSIS:

Localized follicular carcinoma ( angioinvasive carcinoma, adenoma
with vascular invasion) of thyroid gland.

)

DISCUSSION:

This lesion is a large circumscribed and at least partially encapsulated nodule with both gross and microscopic evidences of intravascular
invasion by neoplastic epithelium. The pattern is like that of Cases 3 and
8, Accession Nos. 7674 and 10068), being trabecular and microfollicular.
Mild pleomorphism and. few mitoses are comparable to those in the other cases.
Although grossly evident vascular invasion would be likely to re•
sult in dissemination of the neopla~, one similar case with extensive
venous invasion at the University of California survived 10 years after
operation and died of myocardial infarction. No metastases were found at
autopsy.

REFERENCES:
See Case No. 3, Accession No. 7674.

CASE NO. 3

)

ACCESSION NO.
CONTRIBU'l'OR:

7674
E. M. Butt, M.D.,

St. Luke 1 s Hospital,
Pasadena, California.
HIS 'l'OLOGY:

A thin intact capsule separates a large. thyroid nodule from a seg•
ment of compressed atrophic thyroid parenchyma. The capsule consists of
condensed thyroid stroma. The thyroid nodule presents a variable pattern,
and much of it is composed of thyroid follicles of approximately normal.
size~ whereas other portions. contain macrofollicles and still other areas
mainly microfollicles •. Most follicles are well-filled with uniformly stain•·
ing colloid. In many portions of the nodule, the cells are arranged in
small groups and cords, and. rarely form thyroid follicles. The ceUs comprising the nodules1 are mildly pleomorphic. Their· nuclei contain small discrete nucleoli and fairly delicate nuclear chromatin.
The cytoplasm is
moderately abundant, finely granular, and eosinophilic. Mitotic. figures
are uncommon. Near the central portion of the nodule, the tissue is edema ..
tous, infiltrated with fibrin, and contains few widely separated microfolli·
cles. The subcapsular veins of the nodule are large, and in two areas,
groups of thyroid epithelial cells project through the venous wall into the
lumens.
DIAGNOSIS:
Localized follicular carcinoma ( angioinvasive carcinoma, adenoma
with vascular invasion) of thyroid gland.
DISCUSSION:

This lesion is a solitary nodule apparently present for at least
23 years. The pattern is somewhat variable and fairly closely resembles that
of benign adenomas. Although encapsulated, extension of the neoplastic epi•
thelial tissue into thin-walled subcapsular veins had occurred., Metastases
to the lumbar spine were present in this patient.
This type of nodule is a low-grade follicular carcinoma, also
classified as localized carcinoma in a follicular adenoma ( l-larren and.
Meissner), encapsulated angioinvasive carcinoma of angiovasive adenoma,
(Hazard and Kenyon), invasive adenoma ( Cbesky et al) or localized follicu•
lar carcinoma {Lindsay).
Cohnheim first recognized that encapsulated thyroid tumors were
capable of metastasizing and were potentially lethal tumors. His findings
led to the term "benign metastasizing goiter",
Graham first recognized
the, significance of vascular invasion of these1neoplasms, and pointed out
that this characteristic was a more reliable diagnostic sign of malignancy
than was the morphologic character of the cells.
Chesky et al, described 46 of these cases which represented 27% of
all their malignant thyroid tumors. The majority had trabecular and microfollicular patterns. Vascular invasion was absent in 32 of the cases although
capsular invasion was present.
Invasion of capsule and vessels was found in
14 patients. Ninety pex:cent of patients ~1ere alive, 21 patients living 5
years or longer.
continued-

CASE NO, 4

ACCESSION NO. 9676
CONTRIBUTOR:

Seymour B. Silverman, M.D., et al
Memorial Hospital,
Phoenix, Arizona.

RIS'IDLOGY:
Much of the thyroid parenchyma has been replaced by an invasive
epithelial neoplasm. The central portion of the neoplasm ahows1 a pronounced
desmoplastic reaction which is much less severe peripherally. Centrally,the
pattern is mainly papillary and the epithelial cells lie on narrow vascular
connective tissue. stalks and project into glandular lumens. Peripherally,
the pattern is more follicular than papillary.

)

The neoplastic cells are moderately pl eomorphic. Many have pale,
somewhat opaque nuclei containing little visible chromatin. The cytoplas~
is relatively sparse, and some.\>7hat vacuolated. Mitotic figures are not common .
Many of the follicles formed by the neoplasm contain colloid, but the majority are devoid of this substance, In the neoplasm are scattered concentric,
calcific structures or psammoma bodies,
Some of these are embedded in
dense hyaline connective tissue and have no apparent relationship to viable.
epithelial cells. Peripherally, the neoplasm infiltrates thyroid parenchyma
and has invaded beyond the thyroid capsule. At the periphery, lymphatic and
vascular invasion are present,
The remaining thyroid parenchyma consists o£ fairly unifo~ thyroid follicles lined by low cuboidal epithelium. The colloid is slightly
less dense than normal. The interstitial tissue is not unusual.

DIAGNOSIS:
Papillary carcinoma of thyroid gland.

DISCUSSION:
This general pattern is a common one in papillary carcinoma. Centrally the tissue~ is papillary and a pronounced desmoplastic reaction is pre•
sent. Peripherally, the pattern is follicular. In many papillary carcinomas,
the most peripheral, invading portion has a lobular pattern ( carcinoma simplex). In general however, the cells are similar in each portion of the neoplasm, although they tend to be larger in the central papillary segments,, The
nuclei of papillary carcinoma as a rule are pale, opaque, "ground glass"
appearing and seem to contain very little. chromatin. Phase microscopy however. reveals an abundance of nuclear substance in these nuclei..
The presence of psammoma bodies without adjacent neoplastic cells
is. a common finding in. papillary carcinoma. It seems likely that dissemina·
ting neoplastic tissue forms the calcific bodies and then dies, leaving the
bodies embedded in connective tissue. In many instances, these psammoma
bodies are found without adjacent neoplastic cells ~dely scattered in a.
thyroid lobe opposite to one containing a primary papillary carcinoma.
REFERENCES:
See Case No. 10, Accession No. 8295.

CASE NO. 5

,

ACCESSION NO. 9949
CONTRIBUTOR:

Wm. C., Herrick, M.D.,

Howard A. Ball, M.D.,
Grossmont Hospital,
San Diego, California.
HISTOWGY:
A thyroid epithelial neoplasm has replaced much of the thyroid
gland, extensively invading thyroid lymphatics. The neoplasm consists mainly of large irregular sheets of epithelial cells lying in a moderately dense,
abundant, hyaline connective tissue stroma., The latter shov1s considerable
infiltration with lymphocytes and plasma cells.

The neoplastic epithelial cells are of moderate size. The nuclei
are oval or round, and many appear opaque and contain little visible chromatin.
The cytoplasm is moderately sparse and vacuolated. Mitotic figures
are not numerous.
Only mintmal follicular differentiation is observed in much of the
neoplasm. In some portions, however, larger groups of cells show distinct
papillary or follicular patterns. Scattered psammoma bodies are present both
in the groups of epithelial cells and in, the stroma, although they are most
numerous where the, papillary structure is most pronounced.

)

The remaining thyroid parenchyma retains a lobular pattern which is
accentuated by widened interlobular fibrous septa.
These lobules consist of
small atrophic follicles, few of which contain colloid. The cells are mildly
pleomorphic and some show pronounced oxyphilia. Some follicles contain desquamated epithelial cells and macrophages. There is considerable lymphoid infiltration, either diffuse or focal. Lymphoid follicles having germinal centers are present. This portion of the gland shows minimal infiltration by
neoplastic epithelium and also, contains scattered psammoma bodies without
adjacent neoplastic epithelium.
At the periphery of the neoplamn, the thyroid capsule is thickened
and infiltrated with neoplastic epithelial cells lying in small groups and
cords. Invasion of both lymphatic channels and of medium sized veins by
papillary neoplastic tissue containing psammoma bodies is present.
DIAGNOSES:
Papillary carcinoma of thyroid gland.
Hashimoto disease of thyroid gland.
DISCUSSION:

)

This is. another papillary carcinoma in which pap:U.lary and follicular differentiation are mintmal. The gland also displays the classical pattern of Hashimoto disease.

Our studies have suggested both histologic and statistical relationship between thyroid carcinoma and Hashimoto disease, and it was believed
that the malignant neopla~s might originate in the proliferating epithelial
continued-
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reaction, characteristic of . the earlier stages of Hashimoto disease., In
some cases 5 proliferating epithelium, transitional between benign and malignant tissue was demonstrable. It was also of interest to note that when
adenoma and carcinoma occurred in the same glands, each was related statistically to, the Hashtmoto process but not to each other. This finding
seemed to reinforce the belief that thyroid carcinoma, particularly of the
papillary type, does not originate in a previously benign neoplasm.
Crile and Fisher have reported on the stmultaneous occurrence of
thyroiditis and papillary carcinoma, Glass et al, have described a case of
coexistent sarcoma, adenocarcinoma and Hashimoto disease in a thyroid gland
and Dinsmore and Harris reported a case of carcinoma arising in a thyroid
gland with struma fibrosa.
In our more recent studies, the highly significant statistical difference in the incidence of thyroid carcinoma in glands with and without
Hashimoto disease was confirmed. There was, however, no consistent difference
in survival of patients with thyroid carcinoma, with or without associated
Hashtmoto disease.

REFERENCES:
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CASE NO. 6
ACCESSION NO. 9900
CONTRIBUTOR:

Seymour n. Silverman, M.D.,
Memorial Hospital,
Phoenix~ Arizona.

HIS TOT..OGY:
There are two thyroid

~odules,

each having a thin capsule composed

of condensed thyroid stroma and containing atrophic, flattened thyroid rolli·

cles. TI1ese nodules are separ~ted by capsular fibrous tissue containing
similar small compressed thyroid ~ollicles. The nodules are composed of
follicles of variable size, r&1.ging from micro-follicles to fo,llicles sever•
al times the no1.-mal size. l1any are filled l'lith deeply staining colloid. In
some portions of the nodules the cells are ~rranged in small groups and short
cords with little or no follicular pattern.
Much of the thyroid epithelium appears abnormal. The cells tend to
be moderately pleomorphic, and many have bi2arre, hyperchromatic nuclei.Some
nuclei have irregular, crenated borders and others appear markedly contracted,
irregular and pylutotic. The cytoplasm, in general, is fairly abundant and in
some cells is oxyphilic. Mitotic figures are not observed.
Stmilar nuclear and cellular changes are noted in the residual, atrophic thyroid epithelium, included, in the capsules of the, nodules. There
is no vascular, lymphatic or capsular invasion.

)
DIAGNOSIS:
Follicular adenomas of thyroid gland.
DISCUSSION:
These nodules or adenomas appear benign although the cellular pleo-,
morphism may be disturbi•lg. These abnormal cells, both in the nodules and
residual gland) are so-called Hlirthle or Aslcanazy cells, which Friedman described in a variety of thyroid processes. We have observed them with regu•
larity in irradiated thyroid glands and concluded that they represented
11
exhausted 11 thyroid cells. These cells have distinctive differences from
the pleomorphic cells observed in noninvasive nodules which Hazard and Kenyon
h~ye classified as atypical adenomas.
The nuclear abnormalities of these
Hurthle cells found in irradiated thyroid glands of rats have been shown to
be associated with increased amounts of DNA by Dobyns and Didtschenko, but
the nuclear chromatin arrangement differs from that of malignant thyroid epithelial cells.
The differentiation of adenomatous nodules ( involutionary nodules)
from adenomas or ''true neoplasmsll' has intrigued pathologists for many years.
'Wegel:tn concluded in 1926 that the differentiation might be impossible.
Warren and Meissner gave criteria for differentiating the two types of nodules,
but more recently Meissner admitted that "these are not rigid criteria, and
frequently break down in actual practice. 11
In an earlier study, we attempted
to' differentiate the t~ro sorts of nodules, but in a more recent study of rat
thyroids irradiated with I131. we, found all sorts of thyroid nodules l-mich
dup,licated the patterns of both adenomatous nodules and so, called "true neoplasms11 or adenomas. Probably most pathologists use the term adenoma for
continued-
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Case No. 6, Accession No. 9900 - continued.
more cellular nodules with trabecular ( embryonal) or microfollicular patterns, and the term adenomatous nodule of involutionary nodule for those with
a macrofollicular or cystic patten1. The forme~ seems more likely to even•
tually invade the capsule or blood vessels of the nodule,
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CASE NO. 7

ACCESSION NO. 9909
CONTRIBUTOR:

R. G. Crellin, M.D.,
Monterey County Hospital,
Salinas, California.

HIS 'OOLOGY:
Sections show a thyroid nodule surrounded by a thin, intact,fibrous
capsule. The adjacent, residual thyroid parenchyma is atrophic and somel>7hat
compressed. The nodule consists of thyroid epithelial cells, generally
arranged in elongated cords, small groups, or in some areas in larger groups
or sheets. A few microfolli.cles have been formed by the neop.lasm but feli!
contain colloid. The supporting stroma is delicate and sparse; in the cen•
tral portion of the nodule it is loosely arranged, edematous and shows a
few zones of hemorrhage.

The cells are fairly uniform. They have oval or round nuclei containing moderately coarse chromatin particles. The cytoplasm is fairly abundant and vacuolated. Many condensed, hyperchromatic nuclei are present, but
mitotic figures are very rare. Tnere. are no evidences of vascular, lymphatic,
or capsular invasion.
DIAGNOSIS:
Adenoma ( mainly trabecular pattern) of thyroid gland.

)

DISCUSSION':
Adenomas have been classified as embryonal ( trabecular), fetal
(microfollicular), simple ( normal size follicles'), ot' co:Uoid ( macrofollicular), depending upon the pattern of the nodule. In most instances,
the pattern is mixed, l·7ith the less differentiated, trabecular pattern at
the periphery and the more differentiated follicles containing colloid at
the center of the nodule. For this reason, these adenomas are now, as a
rule, collectively classified as follicular adenomas to differentiate them
from uncommon benign papillary adenomas. In rare instances, some or many
cells of a follicular adenoma may be spindle shaped; these spindle cell
adenomas should be viewed with real suspicion even though they appear benign both cytologically and histologically.
'Ihese adenomas may be indistinguishable from lo't-1 grade localized
follicular carcinoma or may only be differentiated from them by capsular or
vascular invasion. Such nodules should obviously be studied with many sections with this point in mind.

REFERENCES!
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CASE NO. 8
ACCESSION NO. 10068
CONTRIBUTOR:

John J. Gilrane, M.D.,
Santa Teresita Hospital,
Duarte, California.

HIS TOLOGY:
Sections show a nodule separated from the remaining thyroid. paren•
chyma by a thin, intact, fibrous capsule. This structure consists of con•
densed thyroid stroma. containing compressed atrophic thyroid follicles, More
peripherally, the remaining parenchyma is normal.
The nodule consists of neoplastic thyroid epithelium arranged in
sheets, cords and groups and supported by a delicate, connective tissue stroma .
Centrally, the tissue is extensively infiltrated with intact red blood cells.
Many microfollicles have been formed by the neoplastic cells and these are
most numerous toward the periphery.
Some contain colloid and others contain
rounded, calcific bodies1 resembling psammoma bodies but probably representing
calcific deposits in colloid,
The neoplastic cells are large and mildly pleomorph:J.c. Their
nuclei are oval or round and tend to be vesicular. Some contain abundant,
coarse chromatin.. The cytoplasm is moderately abundant, finely granular or
vacuolated. A few mitotic figures are found in this neoplasm.

Several large veins at the periphery of the neop,lasm contain. neo•
plastic tissue growing in their inner layers and projecting into the venous
lumens.

DIAGNOSIS:
Localized follicular carcinoma ( angioinvasive carcinoma, adenoma
with vascular invasion) of thyroid gland.

DISCUSSION:
This is another example of an encapsulated angioinvasive carcinoma
having a microfollicular and trabecular pattern. This lesion is comparable
to the one in Case No, 3, Accession. No.7674, but mitotic figures are more
numerous. Hazard and Kenyon found that unusually numerous mitoses tY'ere en•·
countered with greater frequency in those tumors which subsequently had a
malignant course.

REFERENCES :
See Case No. 3,, Accession No, 7674.
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CASE NO. 9

)

ACCESSION NO. 9937
CONTRIBUTOR:

Robert W. Huntington, Jr., M.D.,
Kern County Hospital,
Bakersfield, California.

HISTOLOGY:
The section shows a circumscribed thyroid nodu l e possessing a thin,
intact capsule containing strands of atrophic, compressed thyroid epithelium.
the nodule consists of irregular groups of neoplastic thyroid epithelial cells
separated by wide connective tissue septa which are often distinctly hyalia•
ized. Large deposits of amyloid stained with Congo, red are present in these
septa • In some areas the groups of cells are devoid of follicles, whereas
in other areas, small irregular follicular spaces, usually without colloid,
are present.

The neoplastic cells are moderately pleomorphic. They generally have
small, oval or round, moderately hyperchromatic nuclei and sparse, poorly outlined cytoplasm., Mitotic figures are numerous. In some groups of cells, the
cells and nuclei tend to be elongated and spindle-shaped. In the capsule of
the nodule is, a large vein containing a polypoid mass of neoplastic tissue
gro1:-1ing within its lumen. Lymphatic invasion is also present.

DIAGNOSIS:
Follicular carcinoma of thyroid gland.
DISCUSSION:
The sections suggest that this lesion was a circumscribed, encapsu•
lated nodule, but the autopsy data indicate that the entire gland was involved
by the neoplasm.
This lesion appears to be a typical invasive follicular carcinoma
much of which is undifferentiated and part. of which consists of spindle cel ls.
This neoplasm resembles those of Cases 2, 3, 8 and 18, but is more extensive
and invasive, less differentiated, contains many more mitoses and displays
both vascular and lymphatic invasion. The wide hyaline septa containing amyloid are common in invasive follicular carcinoma. This fom of follicular
carcinoma has been designated as medullary carcinoma by Hazard et al. These
authors studied 21 cases and all tumors contained amyloid.
In the University of California series, 8 patients had this pattern
of follicular carcinoma and 6 of these have died of thyroid carcinoma.
The autopsy findings in this case include widespread dissemination
of the follicular carcinoma, both by vascular and lymphatic dissemination.
As a general rule, papill ary carcinoma metastasizes: mainly through lymphatic
channels and follicular carcinoma mainly through blood vessels, although both
types often metastasize by both routes.

continued-
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Death from thyroid carcinoma is unusual under the age of 45. At the
University of California, only 11 of 65 deaths from thyroid carcinoma have
occurred under the age of 45.
REFERENCES :
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CASE NO. 10
ACCESSION NO.
CONTRIBUTOR:

3295
Doris Herman, M.D.,
Los Angeles County Hospital,
Los Angeles, California.

A large thyroid epithelial neoplasm is separated from the residual
thyroid parenchyma by a moderately thick, intact, fibrous capsule. A large
segment of the neoplasm consists of thyroid epithelial cells lying on papil•
lary connective tissue stalks, some of which show mild lymphoid infiltration.
These neoplastic cells have oval or round nuclei with rather sparse, finely
particulate -aucleat' chromatin. The cytoplasm is moderately abundant, eosinophilic and granular. A few mitotic figures are present. The glandular
spaces fo~ed by this papillary portion of the neoplasm are largely devoid
of colloid.

In other portions, of the neoplasm, the cells are similar, but the
pattern is either microfollicular, trabecular or lobular. Some of the small
follicles formed by the neoplasm contain colloid. In the capsule of the neoplasm, several small blood vessels and lymphatic channels are invaded by neo-·
plastic epithelium.
DIAGliOSIS:

)

Papillary carcinoma of thyroid gland.
DISCUSSION:

This neoplasm has mainly a papillary pattern. Although it appears
encapsulated, vascular and lymphatic invasions are present Ul the capsule,
indicating the aggressive malignant nature of the lesion.
Benign papillary adenomas are rare and usually appear as intracystic growths with little or no follicular pattern. The finding of encapsulated, although invasive papillary neoplasms, such as the one in this case,
are not uncommon, and indicate restraint of growth for some period before
invasion occurs.
Papillary carcinoma is the most common type of thyroid carcinoma,
at least in nonendemic areas. In endemic Switzer!and, however, papillary
carcinoma is uncommon. Papillary carcinoma occurs at any· age but the peak
incidence at onset occurs in the 20•25· year period. Females are more often
affected, but males show a relatively higher incidence in the first, third
and seventh decades.
1

The classification proposed by Warren and Meissner, separating
thyroid carcinomas into papillary,, follicular and anaplastic types has been
generally accepted. This classification is based on the predominant pattern
of the neoplasm. In, our studies however, 31 cases diagnosed as follicular
variants of papillary carcinoma. The clinical course and survival data of
these cases were identical with those of papillary carcinoma. The cytologic
patterns ( large cells with pale nuclei and abundant cytoplasm) were like
those of papillary carcinoma rather than of true follicular carcinomas which
consist of smaller cells with smaller hyperchromatic nuclei. A few papillary
structures and psammoma bodies were f ound either in the primary tumor or in
continued -
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metastases. Many years ago Dr·. E. I. Bartlett, at the University of California, thought that these characteristics indicated papillary carcinoma, although few papillary structures might be present.
Because of the differences in prognosis and possibly in treat ment between follicular carcinoma and follicular variants of papillary
carcinoma, the distinction seems, important.
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CASE NO. 11

)

ACCESSION NO. 9380
CONTRIBUTOR:

Paul Thompson,, M.D.,
Ang,e les County Hospital,
Los Angeles, California.

Los

HISTOLOGY:
The gland is extensively replaced by large groups and sheets of
neoplastic thyroid epithelial cells which are infiltrating the gland in widely dilated, intraglandular, lymphatic channels. In part, the neoplastic epi•
thelium has a papillary pattern with delicate, vascular, connective tissue
stalks. Here, the epithelial cells show a moderate degree of pleomorphism.
The nuc l ei are moderately hyperchromatic and the cytoplasm is fairly abundant,
granular and eosinophilic. In many areas, the nuclei are fairly well oriented
adjacent to the basement membranes.
Throughout the gland, interspersed with the papillary structures,
are groups or sheets of extremely bizarre thyroid epithelial cells. These
have large, hyperchromatic nuclei, often with prominent nucleoli. Multinucleated cells are common. Many cells possess abundant, eosinophilic, granu•
lar cytoplasm. In these areas,, the cells show' no, follicular or papillary
formation. Although a few mitoses are observed in the papillary portions of,
the neoplasm, many more and abnormal mitotic figures are found in the numerous
anaplastic portions.
The residual thyroid parenchyma consists of a few compressed
lobules. These are characterized by follicular atrophy with many small follicles being composed of moderately pleomorphic, but nonmalignant, thyroid~
epithelial cells displaying considerable cytoplasmic oxyphilia. This pat•
tern is observed in lobules showing little or no neoplastic infiltration.
The neoplasm has not extended beyond the capsule of the th~rroid
lobe. However, there are many thin-~~lled blood vessels in and beneath the
thyroid capsule sho~ring extensive invasion by neoplastic epithelium.
DIAGNOSES:
Papillary and anaplastic carcinoma of thyroid gland.
Focal Hashimoto

disease~

DISCUSSION:
This lesion, is basically a papillary carcinoma but sho't~s a superimposed anaplastic differentiated thyroid carcinoma.
Even the papillary
portions show greater cellular pleomorphism and nuclear hyperchromatism than
do' most papillary carcinomas.
This transformation from a slowly growing, differentiated thyroid
carcinoma to, a highly malignant anaplastic giant cell neoplasm is not uncommon in thyroid carcinoma and is a natural feature of the disease. Sloan
has discussed this alteration of pattern of thyroid carcinoma, and has shown
that this change is apt to occur after the age of 40. Our studies have con•
firmed Sloan's findings. In 9 of 180 patients with papillary carcinoma, anaplastic areas were interspersed with more differentiated papillary and follicular structures in the primary lesion. Of these 9 patients, 7 are dead of
continued -
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thyroid carcinoma. While anaplastic carcinomas or anaplastic areas in more
differentiated thyroid carcinomas usually occur after the age of SO, we concluded that this alteration of the thyroid neoplasm is related to the age of
the neoplasm rather than to the age of the patient.
The gland in this case also showed focal lesions of Hashimoto disease. Although most pathologists do not recognize focal forms of Hashtmoto
disease, since all 4 of Hashimoto's cases showed diffuse involvement, our
studies have suggested that early focal forms of the process do occur~ and
the involved areas have epithelial, lymphoid and fibrous lesions indistinguishable from those of the diffuse Hashimoto process. Doniach has shown
that patients with focal Hashimoto disease have the same antithyroid antibodies in their sera as do patients with diffuse Hashimoto thyroiditis.
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CASE NO. 12
ACCESSION NO. 9022
CONTRIBUTOR:

Ueldon K. Bullock, M.D. ,
Los Angeles County Hospital,
Los Angeles, California •.

HISTOLOGY:
The entire section consists1 of a neoplasm composed of thyroid
epithelium. No residual thyroid glandular parenchyma remains. Much of the
neoplasm has a papillary pattern with large, elongated spaces lined by
thyroid epithelial cells showing considerable papillary infolding. These
cells are moderately pleomorphic.. Their nuclei are oval or somewhat elongated and moderately hyperchromatic. The cytoplasm is fairly abundant,
eosinophilic and granular. Few mitoses are observed. In much, of the neoplasm, especially near the central portion, there is a pronounced desmoplastic reaction. which compresses, elongates and distorts cords of neoplastic thyroid epithelial cells. In addition, large segments of the central
portion of the neoplasm are necrotic. Peripherally·, where the pattern is
more papillary and follicular, the glandular spaces are devoid of colloid.
The neoplastic tissue is infiltrating the• thyroid capsule, and lymphatic
and vascular channels in the capsule also' appear to be infiltrated by these
cells.

)

DIAGNOSIS:
Papillary· carcinoma of thyroid gland.
DISCUSSION:
As is seen in this case, central sclerosis of some papillary
tumors occurs. In some instances, central necrosis is also present, suggesting that pronounced central scarring may follow central degeneration.
The neoplastic cells in this case are considerably more pleomor•·
phic and have greater nuclear hyperchromatism than is observed in most
papillary carcinomas. In. general~ this pleomorphic pattern is seen in
thyroid neopla~s of older persons.
Psammoma bodies are characteristic of papillary carcinoma and
are found in about 25% of these neoplasms.. They rarely are found in other
benign thyroid lesions. They are probably found in the supporting connec~
tive tissue rather than in the neoplastic epithelium. In our studies, the
percentage of patients with papillary carcinomas containing psammoma bodies
surviving 20 years after operation ~1as significantly greater than the percentage of patients1 without psammoma bodies. This finding is consistent
with the concept that psammoma bodies as a rule are found in the better
differentiated papillary neoplasms.,
REFERENCES;
See Case No. 10, Accession No. 8295.

CASE NO. 13
ACCESSION' NO. 10065
CONTRIBUTOR:

Dennis S. Shillam 1 M.D. t
Huntington Memorial Hospital,
Pasadena, California.

HISTOLOGY:
The sections show a cellular neoplasm which is partially circum..
scribed but without a distinct capsule.. The lesion consists of neoplastic
thyroid epithelial cells arranged in narrow cords, of single cells or in
small groups in which a few poorly defined follicles have been formed.
Pseudofollicles. formed in invaded adipose tissue are also present. No
colloid is evident. Between the cords and groups of cells, is a delicate ,
slightly edematous, fibrillary, connective tissue stroma. This is formed
by uniform, benign fibroblasts. Part of this stroma stains for amyloid with
Congo red. Coarse reticulum fibers ( reticulum and Masson stains) which are
PAS positive surround small groups of' neoplastic cells~ but are not intimate•
ly associated with individual cells.
Definite vascular invasion is not de·
monstrable.,

)

The neoplastic cells are moderately pleomorphic. Their nuclei are
small, oval, round or sometimes elongated. Some have irregular, crenated
borders. Fairly coarse chromatin and small nucleoli are observed in these
nuclei. 'I'he cytoplnsm is sparse and poorly defined. Mitotic fig,u res are
numerous.
DIAGNOSIS:
Anaplastic small cell carcinoma, of thyroid gland.,

DISCUSSION:
Small cell malignant lesions of the thyroid gland represent one of
the most difficult diagnostic problems in thyroid pathology, particularly in
the differentiation of small cell carcinoma and malignant lymphoma. Ewing
and many other pathologists have not recognized the existence of malignant
lymphoma in the thyroid gland, but have considered all small ce]l lesions to
be carcinomas.
Same small cell carcinomas have a lobular pattern resembling the
peripheral portions of many papillary carcinomas. Others consist of groups
of small cells with hyperchromatic nuclei closely resembling those of follicular carcinoma. Still others show a diffuse pattern resembling that of
malignant lymphoma.
Arrangement of cells in cords or groups suggest an epithelial ori•
gin of a small cell neoplasm. The reticulum arrangement may be helpful in
distinguishing epitheHal from lymphatic neoplasms. A fel-l microfollicles
may be. observed in the anaplastic epithelial lesion. However, it should be
emphasized that an invading lymphoid tumor may isolate small thyroid folli·
cles of the parenchyma and replace the epithelium surrounding the colloid.
In these instances, the neoplastic cells then appear to be forming thyroid
follicles. In addition,, malignant lymphoma invading the surrounding adipose
tissue or striated muscle may produce a pseudofollicular pattern suggesting
continued-
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that the neoplasm is epithelial.
In the University of California series, 4 patients with small cell,
anaplastic carcinoma have survived for periods ranging from 2 to 17 years.
In two cases, mitoses were extremely' numerous and in two they were sparse.
Survival :ts thus distinctly different than in giant ceU anaplastic carcinoma.
Undifferentiated carcinoma is less common in children than adults.
Winship, who has studied carcinoma of the thyroid gland in children extensively found only 15% of carcinomas in childhood to, be of the undifferen •
tiated variety. Few small cell carcinomas .o f children have been, reported.
Four of nine cases collected by Duclt~ralter and Meridith died within t~-ro
years after onset of the disease. None have been observed at the University
of California.
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CASE NO. 14.
ACCESSION NO. 9945
CONTRIBUTOR:

N. L. Morgenstern, M.D.,
Kaiser Foundation Hospital,
Oakland, California.

HISTOLOGY:
This tissue consists of large sheets of neoplastic thyroid epithe·
lial cells with an extremely sparse and delicate connective tissue stroma.
In some areas the cells show distinct arrangement in small cord-like groups
or in slightly larger lobules. Reticulum fibers surround groups of cells
and are not intimately associated with illdividual cells. The neoplastic
cells are rather small.
They have oval or round pleomorphic nuclei, characterized by abundant, coarse, chromatin particles and heavy nuclear mem•
branes.
Nucleoli are visible in only a few cells. Mitotic figures are
extremely numerous. Throughout the neoplasm is abundant fragmented debris,
appearing to represent degenerated polymorphonuclear leukocytes rather than
nuclear material derived from neoplastic cells.
Occasional small follicles
lined by neoplastic cells are noted and some of these contain colloid. These
are more numerous near the periphery of the neoplasm and represent thyroid
follicles which have been isol~ted by the invasive neoplasm. Those at the
periphery tend to be lined by small, flattened, unifo~, thyroid epithelial
cells. Distinct vascular or lymphatic invasion is not observed.
DIAGNOSIS:
Anaplastic small cell carcinoma of thyroid gland.
DISCUSSION:
This patient bad an unusual history of multiple malignant neoplasms
of the breast, ovaries and cervix. The malignant neoplasm in the thyroid
gland does not appear to be metastatic from any of these sites, but appears
to be a primary neoplasm in the thyroid gland.
The tendency toward formation of cell groups or lobules suggests
an epithelial rather than a lymphatic origin of this neoplasm. The reticulum pattern resembles that of an epithelial tumor. The few follicles present at the periphery of the neoplasm are probably pre-existing f 'o llicles
isolated by the tumor and not follic l es produced by the neoplastic cells.
REFERENCES:
See Case No. 13, Accession No. 10065.

CASE NO. 15
ACCESSION NO. 9954
CONTRIBUTOR:

Ernest E. Simard, M.D.,
Salinas Valley Memorial Hospital,
Salinas, CalifOrnia.

HISTOLOGY:

A thyroid nodule is surrounded by a thick fibrous capsule containing compressed atrophic thyroid follicles. The nodule consists of groups of
large thyroid epithelial cells, many of which form follicula~ spaces which
are devoid of colloid. There is an extremely sparse supporting stroma in
much of the nodule, although centrally the stroma is more abundant, fibrous
and isolates smaller groups of thyroid epithelial cell s.
The neoplastic cells are large and are characterized by large oval
or round nuclei containing very delicate chromatin particles and large eosino•
philic nucleoli. The cytoplasm is extremely abundant, faintly granular, homo•
geneous and ~osinophilic. Mitotic figures are absent. There is no evidence
of vascular, lymphatic, or capsular invasion.

DIAGNOSIS:
Hurthle cell adenoma of thyroid gland.

DISCUSSION:
Even in benign nodules, these cells may display nuclear abnormalities and pleomorphism similar to those observed iLl H"urthle cells in Hashimoto
disease and other thyroid lesions. The differentiation of benign and malig•
nant Hurthle cell neoplasms therefore depends more on evidences of capsular
or vascular invasion rather than cytologic characteristics.
The malignant forms of Hurthle cell neoplasms may metastasize regionally and to distant sites, but the metastases may not contain Hurthle
cells.
In our studies, H~'rthle cell adenomas were found with significantly
greater frequency in thyroid glands with Hashimoto disease than in glands free
of this process.
REFERENCES:
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ACCESSION NO. 9983
CONTRIBU'!OR:

Robert F. Hufner, M.D.,
679 South l-Testlak.e Avenue,
Los Angeles, California.

liiS,TOLOGY ~

In the central portion of the segment of thyroid tissue is a neoplasm composed of thyroid epithelial cells having papillary and follicular
pattel~s.
These cells are moderately pleomorphic and have irregular, crenated nuclei and moderately abundant, eosinophilic cytoplasm. Desquamated
cells are observed in the lumens of some of the follicular structures but
little colloid is present. The supporting connective tissue is sparse centrally, but is more abundant peripherally. The neoplasm is partially circumscribed but is not encapsulated and groups of neoplastic thyroid epithelial
cells, with papillary or follicular patterns are infiltrating the adjacent
thyroid parenchyma.
Fev7 mitotic figures are identified. No vascular invasion is noted, but invasion of several peripheral lymphatic channels is
present.
The adjacent parenchyma shows retention of the normal lobular
pattern. Many of the lobules, hm~ever, show extensive infiltration with
lymphocytes. These surround. small atrophic follicles, $ome of which are
composed of thyroid epithelial cells displaying pronounced oxyphilia.
DIAGNOSIS:

1. Papillary carcinoma of thyroid gland.
2. Focal Hashimoto disease of thyroid gland.
DISCUSSION:
This lesion is a small. thyroid carcinoma having both papillary
and follicular patterns, showing a moderate degree of fibrous sclerosis and
was an incidental finding at autopsy. This might be classified as adenocar~
cinema not originating in an adenoma (Graham, 1928), nonencapsulated scler~
osing tumor ( Itazard, Crile & Dempsey,, 1949) or occult sclerosing carcinoma
(Klinclt and Winship, 1955). Characteristically these are small lesions' and
are usually found incidentally.
However, they may be aggressive and metastasize to regional lymph nodes.
In our studies, we have regarded, these lesions as small papillary
carcinomas, since they display gradations to larger papillary carcinomas, with
varying degrees of central sclerosis1. Three in our series were found incidentally in nodular goiters in elderly females.
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ACCESSION NO., 9950
CONTRIBUTOR:

Wm. C. Herrick, M.D.,
Howard A. Ball, M.D.,
Grossmont Hospital,
San Diego, California •.

HIS'roLOGY:
The thyroid gland is widely infiltrated by neoplastic cells which
have replaced much of the thyroid parenchyma. A few scattered isolated
follicles are present in the neoplasm and these appear to represent. thyroid
follicles which have been surrounded and isolated by the advancing tumor.
The neoplastic cells lie in wide sheets and groups. They are moderately
pleomorphic. Some ce·lls are of moderate size and have oval, vesicular nuclei and moderately abundant cytoplasm. Some of these larger neoplastic
cells show distinct indenting or infolding of their nuclei. Although some
cells contAin more than one nucleus, no Reed ...Sternberg cells. are identified.
Other cells are mature lymphocytes. The remainder of the cells appear to
represent immature lymphoid cells or lymphoblasts. A few plasma cells are
identified. Mitotic figures are numerous. A fairly rich reticulum network
is demonstrable in the neoplastic tissue,, intimately associated with larger
neoplastic cells.
The thyroid parenchyma shows some residual lobular pattern. The
follicles are essentially normal in size, are lined by low cuboidal epithel ial cells and contain pale colloid.
DIAGNOSIS:

Malignant lymphoma. ( lymphosarcoma, reticulosarcoma) of thyroid
gland.
DISCUSSION:

This case is that of a typical malignant lymphoma,. presumably pri ...
mary in the thyroid gland and later metastasizing widely. In this country,
this thyroid les:!.on. is usually classified, as malignant lymphcm'"l or· lymphosarcoma and in England as reticulosarcoma. or reticulum cell sarcoma.
Appro~~imately 80 cases have been reported.
Characteristically,
this malignant tumor occurs mainly in elderly females, grows rapidly and
produces pressure symptoms. The majority are fatal within a few months
after onset,although sowe survive following. surgery or in radiation or both.

It is generally believed. that malignant lymphoma of the thyroid
gland arises from thyroid lymphatic tissue and the co-existence of Hashimoto
disease and malignant lymphoma have been noted in the thyroid by several
authors.
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CASE NO. 18
ACCESSION NO. 9987
CONTRinUTOR:

Suleiman K. Abul~Haj, M.D.,
172 C Artillery· Post,
Fort Sam Houston, Texas.

HISTOLOGY:
The lesion is. a nodule \o7hich 1.5 surrounded by a thin, intact, fibrous
capsule composed of condensed thyroid stroma, It contains a few remnants of
thyroid parenchyma composed of atrophic, flattened thyroid follicles. The
nodule consists of large groups and sheets of thyroid epithelial cells without
follicular differentiation. Hide connective tissue septa bett-teen lobules of
the neoplasm are present. Some of these septa are distinctly hyalinized.
Approximately half o~ this hyaline substance gives a positive amyloid stain
with Congo red. (See Case No. 9, Accession No. 9937).
For the most part, the cells and nuclei are elongated and spindle·
shaped gl.viug much of the. neoplasm a fascicular pattern .. At the periphery,
hol·7ever, the cells appear more oval or rounded and more close·ly resemble epithelium. TI1e cells are moderately pleomorphic, especially in a few areas.
The nuclei contain fairly coarse chromatin particles. The cytoplasm is sparse
aud is1 poorly defined. Mitotic figures are fairly numerous. In areas where
cellular pleomorphism a1.1d hyperchromatism are more pronounced~ a fel~ multinucleated cells are also observed. Reticulum fibers surround groups of neoplastic cells and are not intimately related to individual cells.
In the thyroid capsule, some distance from the periphery of the
neoplasm, tt·1o groups of neoplastic cells filling the1 lumens of blood vessels
are noted.

DIAGNOSIS:
Localized spindle cell carcinoma ( angioinvasive adenoma) of
thyroid gland.
DISCUSSION:
This nodule is still another encapsulated lesion displaying peri·
pheral vascular invasion. The pattern differs from that. of Cases 2, 3 and 3,
in that no follicular differentiation is present and that the majority of
cells are elongated and spindle-shaped. The nuclei bo~~ever, are hyperchromatic and resemble those in Cases 2, 3 and a.
This lesion appears to be a spindle-cell variant of localized follicular carcinoma ( angioinvasive adenoma). The peripheral cells resemble epi·
thelium and the arrangement of the reticulum is characteristic of that of an
epithelial neoplasm. The wide hyaline connecti.ve tissue septa containing
amyloid in the nodules are seen often in invasive follicular carcinoma.
These spindle cell lesions of the thyroid, .although encapsulated
and even without angioinvasion, should be vielvoed lV'ith suspicion. Hazard and
Kenyon have included this pattern under the heading of atypical adenoma of
continued•
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the thyroid. In the University of California series is a similar case of a
59 year old male who had a 5 em. encapsulated mass in the left lobe of the
gland. Sections showed mainly uniform spindle-cells, but a fewmicrofolli•
cles were present. There was no vascular invasion and mitoses were absent.
Seven years later there were extensive bilateral pulmonary and probably
hepatic metastases.
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CASE NO. 19

ACCESSION NO. 9941
CONTRIBUTOR:

John P. Blanchard, M.D.,
San Joaquin Hospital,
Bal,ersfield, Califor.1ia.

HISTOLOGY:
Several small circumscribed nodules are present in the thyroid
gland. These have thin, fib~ous capsules. These nodules are composed of
thyroid epithelium sometimes arranged in groups or sheets. In most areas,
the epithelium produces thyroid folHcles, most of ~-1hich are smaller than
no1-xnal.
The cells comprising the nodules1 are fairly uniform. Their nuclei are oval or round and contain abundant, finely dispersed chromatin. The
cytoplasm is abundant and homogeneous and eosinophilic. Oxyphilia of some
groups of cells is pronounced. 1·1itotic figures are absent. Hany of the
follicles, including the smaller ones, contain deeply staining colloid. One
nodule has an extremely thick, hyalinized, fibrous capsule containing a
large calcific deposit. There, are no evidences of venous, lymphatic, or
capsular invasion.
The remaining thyroid parenchyma consists of follicles which are
generally slightly larger than normal. They are lined by flattened cuboidal
epithelial cells and the majority contain deeply staining colloid. There are
no significant changes, in the interstitial tissue.

DIAGNOSIS:
Hurthle cell adenomas of thyroid gland.

DISCUSSION:
There is increasing agreement that a thyroid tumor composed partly
or completely of 1-:t.irthle cells is not a specific type of thyroid lesion, but
that many histologic types of thyroid neoplasms, benign or malignant may con•
sist of or contain Hu~thle cells. The majority have trabecular and various
types of follicular patterns; less frequently papillary neoplasms may consist exclusively of Hurthle cells. T:.•e HHrthle cell seems, to be a functional
or degenerated variant of the thyroid epithelial cell, Hamperl has proposed
the name onkocyte or oxyphil for the ceU comprising these thyroid neoplasms.
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CASE NO.
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ACCESSION NO. 9952
CONTRIDUTOR:

Ralph 11. Kn:f.seley, M.D.,
Eden Hospital,
Castro Valley, California.,

HISTOLOGY:
The lobular pattern of the gland is preserved, but the majority of
the lobules are abnormal and contain fe'~ thyroid follicles, Much of each
lobule consists of intact, adipose cells, lying bet~\l'een residual thyroid
follicles. n1e latter have irregular outlines, are l~ned by low cuboidal
epithelium and the majority are devoid of colloid.
Surrounding these
follicles are collars of amorphous,, hyaline, eosinophilic material resembling amyloid and which stai::J.s ~1ith -congo red. A few groups of smaller
follicles, lined by cuboidal cells, also show similar perifollicular amyloid deposition.
Still other lobules display loss of epithelium associated with
fibrosis and chronic inflammatory infiltration. In some lobules, where
few follicles renmin, amyloid deposits are fragmented and partially surrounded by foreign body giant cells. Amyloid infiltration of the vascular
Halls, is minimal.

DIAGNOSIS:
Amyloid infiltration and fatty replacement of thyroid gland.

DISCUSSION:
Amyloid infiltration of the thyroid gland has been described in both
primary· and secondary amyloidosis and in many instances has resulted in amyloid goiter. Rarely, amyJ.oid infiltration of the thyroid gland has been
found with amyloid present in other organs.
Concurrent lipomatosis t-7ith the amyloid infiltration has been described in the literature, first by Virchow, but the relation between the
two infiltrating substances in the thyroid and in other tissue is unknolm,
but is likely more than coincidence. Fat in an amyloid tumor of the larynx
and in the adrenal glands has also been described.
1

Heterotopic adipose tissue in the thyroid t-7ithout amyloid is uncommon, and is probably most often a congenital malformation rather than
the result of metaplasia. This form of thyroid lipomatosis may cause
congenital goiter.
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CASE NO. 21
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ACCESSION NO. 10126
CONTRI13UTOR:

Haw Chan,, M,n.,
St. Lukers Hospital,
San Ii'rancisco, California.

HIS'OOLOGY:
The thyroid capsule shOliJ'S a few areas of fibrous thickening with
minimal infiltration with chronic inflammatory cells. The lobular pattern
of the gland generally is preserved, but is considerably distorted. Most of
the parenchyma consists of small follicles arranged in groups which approxi•
mate the size of nol'lllC!.l thyroid follicles. Some contain colloid. In many
areas there are groups of thyroid epithel.ial cells ~vithout follicular patterns. These cells are usually enlarged and have abundant eosinophilic or
oxyphilic cytoplasm. Some groups of multinucleated cells without follicular
patterns are noted. There is diffuse infiltration of the gland with lympho~
cytes and plasma cells. In addition, distinct lymphoid collections with
lymphoid follicles containing, germinal centers are present. A few lobules
show mild interfollicular fibrosis, and there is interlobular fibrosis as
~1eU.

)

The gland contains several circumscribed nodules, some of which
are surrounded by intact capsules. In general these nodules are composed of
thyroid follicles which are slightly larger than normal and are lined by
cuboidal or low colunn.1.ar epithelium. The colloid conta;lrsi within them is
fairly abundant and somewhat pale and vacuolated. Some of these nodules
are poorly encapsulated. Severul show groups of small follicles and lymphoid infiltration, a pattern similar or identical to that in the surrounding gland.
DIAGNOSIS:
Hashimoto disease of thyroid gland with multiple adenomas.
DISCUSSION:
The basic process in the thyroid gland in this case is Hashimoto
disease (struma lymphomatosa, l)~phadenoid goiter). A significant phase of
the earlier stages of this disease is an epithelial proliferative reaction
first described by Williamson and Pearse.
The lymphoc!~ic and plasma cell
infiltration vary in. intensity, and in some instances of Hashimoto disease is
minimal. The finding of autoantibodies to thyroglobulin in the serum of
patients with Hashimoto disease has recently suggested that the characteristic Hashimoto lesion may be due in part to injury of the gland by an antigenantibody reaction.
Regeneration of less severely injured segments of Hashimoto glands
frequently leads to formation of nodules or adenomas. Such adenomas occur
with significantly greate:t frequency in glands shol~Ting Hashimoto disease
than in those without this inflammatory and degenerative process. Not in~
frequently epithelial abnormalities ( oxyphilia and nuclear pleomorphism)
and lymphocytic and plasma ceU infiltration found within the nodules appear
similar to the reaction in the thyroid parenchyma.
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CASE i'iO. 22
ACCESSION NO. 7757
CONTRIBUTOR:

H. W. Hall, M.D,,
Hercy Hospital,
BakersZield, California.

HISTOLOGY:
Most of the thyroid gland has been altered by a granulomatous infla.nnnatory process., The earliest lesion is focal and consists of replacement of the no~al follicular epithelium by proliferating epithelial and
connective tissue cells originating from the follicular wall, Minimal in~
filtration with neutrophilic leukocytes is present. Many of these altered
follicles contain multinucleated~ foreign body giant cells. Eventually
these thyro:l.d follicles are replaced by connective tissue, proliferating
thyroid epithelium, and chronic inflammatory cells. l11e epithelium first
appears in syncytial groups, and in many areas has regenerated to form small
thyroid follicles ~-7hich co11tain colloid.
There is. abundant interlobular and intralobular fj_brous tissue.
The interlobular connective. tissue shows less pronounced inflammatory reaction than that li7ithin the lobules. Some portions of the gland are less
affected by this process. In these areas, single follicles or Sina:U groups
of follicles are undergoing the characteristic degenerative process with
giant cell formation and eventual formation of small follicles.

)

DIAGNOSIS:
Subacute. (' granulomatous or giant cell) thyroiditis.

DISCUSSION:
This form of thyroiditis has a number of synonyms including
de Quervain's, subacute, acute~ granulomatous, giant cell or pseudo-tuberculous thyroiditis. As a rule, the process follows acute upper respiratory
infections and is associated ~1ith pain and tenderness in the thyroid gland,
fever and malaise.
Less often the process presents as a firm thyroid mas,,
indistinguishable from a neoplasm. In the early acute stages, a rapid sedimentation rate, elevated PBI and low or absent I 131 thyroid uptake are
characteristic laboratory findings. Recently a virus believed identical
v7ith mumps1 virus, was isolated. from the thyroid gla:n.d of 2 patients t-lith
subacute thyroiditis. In addition,, 10 of l1 cases in the same study had
significant titers in comp l ement-fixation tests against mumps virus. Autoantibodies to thyroglobulin have also been. demonstrated in patients with
this disease.
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CASE NO. 23
ACCESSION NO. 10112
CONTRIBUTOR:

Harold Fanselau, M.D.,
Los Angeles County Hospital,
Los Angeles, California.

HISTOLOGY:

The lobular pattern is preserved but considerably distorted., The
lobules contain relatively few remaining thyroid follicles lying in small
groups. These follicles are smaller than normal, are lined by cuboidal or
low colu~1ar epithelial cells and some contain pale, vacuolated colloid. Minimal oxyphilia of a few cells is present. There is pronounced l}~phoid and
plasma cell infiltration of the interstitial tissue. Lymphoid follicles possessing germinal centers and moderate interlobular and, intralobular fibrosis
are also present.

)

Throughout the entire gland, widened lymphatic channels are filled
with neoplastic thyroid epithelium conta:f.ning many concentric calcific masses
or psammoma bodies. In addition these bodies are often seen in lobules or
interlobular connective tissue without associated, viable, neoplastic cells.
The neoplastic cells have characteristic, large, oval or round, pale nuclei
containing only very small amounts of finely dispersed nuclear chromatin. The
cytoplasm is relatively sparse, finely granular and eosinophilic. Mitotic
figures are rare. Some groups of these cells have poorly defined follicular
and papillary patterns. Calcification leading to development of psammoma
bodies appears to begin. in individual, neoplastic, thyroid epithelial cells.
The thyroid capsule is thick, fibrotic and moderately infiltrated with chronic
inflammatory cells. Groups of neoplastic cells, some with psammoma bodies,
are present in capsular lymphatics. Vascular invasion is not demonstrable.
DIAGNOSIS:
Papillary carcinoma of thyroid gland.
Hashimoto disease of thyroid gland.
DISCUSSION:
This type of papillary carcinoma is unusual in that probably early
in its development, the neoplastic cells invaded lymphatic channels so that

the growth became diffuse in one lobe rather than temporarily localizing as
a primary nodule.
Of the 180 papillary carcinomas at the University of California, 3
identical papillary lesions involving both lobes have been studied. All were
in young females and one was 9 years of age. All glands showed diffuse chronic thyroiditis of the Hashimoto type. Only one patient had cervical lymph
node metas.tases. One patient, aged 17, is alive and 'VYell 30 years following
subtotal thyroidectomy.
In these. cases, papillary and follicular structures are indistinct
and the intralympbatic neoplastic cells often appear in large sheets. True
squamous epithelium however, has, not been, observed in our cases,, although
Warren and Meissner have described squamous epithelial foci in papillary
carcinoma.
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CASE NO. 24
ACCESSION NO. 10121
CONTRIBUTOR:

Rawson J. Pickard, M.D.,
520 E Street,
San Diego) California.

HISTOLOGY:
The lobular pattern of the thyroid parenchyma is accentuated by
widened, fibrous, interlobular septa.
The thyroid follicles generally are
considerably smaller than normal and lie in small groups which are approxi•
mately the size of normal follicles. Some thyroid cells are arranged in
similar small groups, but show litt] e or no follicular arrangement. The
thyroid parenchymal cells are moderately pleomorphic. The nuclei are generM,
ally large and have fairly abundant chromatin.
Ihe cytoplasm is abundant,
vacuolated, or finely granular.
In some cells the cytoplasm displays oxyphilia. Some small follicles are filled with colloid, often containing desquamated epithelial cells and macrophages.
There is diffuse infiltration. of
much of the parenchyma ~vith lymphocytes and fewer plasma cells. Many portions·
of the gland contain dense lymphoid collections, some of 't·lhich form lymphoid
follicles with small germinal centers.
Throughout the gland are many concentric, laminated, calcific masses
or psammoma bodies. These appear mainly in interlobular septa but are present within lobules as well.

'

Although no discrete neoplastic mass appearsJ many portions of the
gland contain groups of neoplastic epithelial cells l'lith a very sparse supporting, stroma. Some of these are associated with psammoma bodies but the
majority are not.
The neoplastic cells are moderately pleomorphic. Their
nuclei tend to be rather pale and opaque containing little finely dispersed
chromatin. The cytoplasm is fairly abundant and in many cells is vacuolated.
Mitotic figures are rare. In some of the groups of cells a poorly defined
follicular pattern is observed although there are no real papillary structures. This neoplastic tissue appears to be permeating the lymphatics in
this segment of thyroid gland and does not appear to represent the primary
neoplastic mass.
A cervical lymph node sho~·?S almost complete replacement of the parenchyma by similar neoplastic cells. In the node, hot-rever, the cells appear
in wide sheets which distend the sinusoids. A minimal follicular and, papil"
lary differentiation is evident in some of these groups of neoplastic cells.
DIAGNOSES:

Papillary carcinoma of thyroid gland with metastases to cervical
lymph node.
Hashimoto disease of thyroid gland.
DISCUSSION:

10112), in
cells with
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nuclei and

This gland has some resemblances to that of Case 23 ( Access. No.
that there is diffuse Hashimoto disease with groups of neoplastic
psammoma bodies infiltrating the gland. Although no papillary
are identified, the character of the neoplastic cells and their
the presence of psammoma bodies indicate the basic papillary
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nature of this neoplasm.
The distribution of the neoplastic cells in small scattered foci
suggest that these foci are intraglandular extensions or metastases, and
that the primary neoplasm is present elsewhere in the gland, possibly in
the opposite lobe.
The metastases in the cervical lymph nodes consist of cells resembling those in the gland, but papillary and follicular differentiation
are miuimal.
Papillary carcinoma commonly metastasizes to regional cervical
lymph nodes. Frazell and Foote found such metastases in 84.6% of neck
dissection specimens examined, At the University of California, 58% of
patients with papillary carcinoma had early or late cervical lymph node
metastases.
REFERENCES:
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CASE NO. 25
ACCESSION NO. 10087
CONTRIBUTOR:

Robert vr. Huntington, Jr •• M.D. I
Kern County HospitalJ
Bakersfield, California.

HISTOLOGY :
The glandular parenchyma sholY'S a. normal lobular pattern. The follicles are larger than normal as a rule, however, and are lined by flattened,
cuboidal epithelium and contain deeply stained colloid.
The gland contains many circumscribed and encapsulated nodules.
These are composed mainly of macrofollicles, many of which show fragmentation of their walls with colloid cyst formation. Some of these cystic
spaces contain many macrophages filled with blood pigment.. Other nodules,
also circumscribed and encapsulated, consist of a mixture of macrofollicles,
normal sized follicles and many microfoUicles. These smaller follicles are
lined by cuboidal or low colunmar epithelial cells. The colloid. in these
smaller nodules is more pale and vacuolated.

•

One large nodule has a different structure and is circumscribed
but not completely encapsulated. There are several satellite nodules of
comparable pattern and several finger-like projections from the main mass.
This nodule also consists of follicles which vary from macrofollicles to
microfollicles. The thyroid epithelial cells are cuboidal or low columnar.
These nuclei, however, are moderately pleomorphic and contain abundant,
coarse, chromatin particles.
The cytoplasm, is fairly abundant and vacuolated. In some, areas,. particularly where the patterns are mainly microfOllicular, a few mitotic figures are observed. In the capsule, several
blood vessels have groups of similar thyroid follicles invading their walls
and projecting, into the vascular lumens.
The skelatal lesion shows thyroid tissue composed of follicles,
most of which are smaller than normal. These are closely packed with little
supporting stroma. The nuclei are small. Some are hyperchromatic, whereas
others are pale and contain litt!e chromatin. The cytoplasm is sparse. No
mitoses are seen. Colloid is, present in a few follicles.
DIAGNOSES::
Follicular carcinoma of thyroid gland with skeletal metastasis.
Multiple adenomas of thyroid

gland~

Colloid goiter.
DISCUSS ION:
Basically this thyroid gland is an adenomatous goiter ( nodular
colloid goiter, multiple adenomas, etcetera) and most. of the nodules consist
of varying size follicles composed of perfectly uniform epithelial cells.,
This is a typical endemic nodular goiter, seen more often in females than
in males and shotving an increased incidence with increasing age.
One nodule, however, has a different cytologic pattern a:::hcugh
continued·
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Hazard and Kenyon studied 32 of these lesions which comprised 8% of
their thyroid carcinomas. These authors described the patterns, as solid,
follicular and mbted, and regarded these patterns as distinctly more disorganized and different than those of benign adenomas. They discussed the
patterns of vascular invasion, and emphasized the importance of studying
multiple blocks for its demonstration. Four of 22 of their patients died
as the result of carcinoma; 15 developed metastases or local recurrence,
usually within 5 years. Skeletal metastases were most common .
At the University of California Hospital, 32 of these nodules were
studied, and these represented approximately 11% of all the thyroid carcinomas. The patterns were microfollicular or trabecular. The cells were
mildly pleomorphic and the. nuclei hyperchromatic. Variable numbers of
mitoses were present. Although circumscribed and at least partially encapsulated, vascular invasion l'7as prominent and occurred in 9 of the 32 cases.
Of the 32 cases, only 1 showed metastases to regional. cervical lymph nodes
and 3 to distant sites in the sl~eleton. Only 1 patl,ent has died of thyroid
carcinoma to date. This study also suggested that transitions from localized follicular carcinoma probably occur.
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