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AGE:

B. H. V.
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MARCH 8., 1970 - CASE NO. 1
Female

SEX:

RACE:

Unlmown

CONTRIBUTOR:

Paul Thompson, M. D.
St. Luke
Hospital
Pasadena, California 91107

TISSUE FROM:

Thyroid gland

ACCESSION NO. 17811
Outside No. 9-69

CLINICAL ABSTRACT:
History: The patient entered the hospital on November 5, 1968. During
the routine physical examination a lump was found in the neck in the thyroid
region. She had had no difficulty in breathing or swallowing. There had been
no weight loss.
Physical examination revealed on the left side of the trachea a nodule,
about 3 em. in diameter, which moved up and down with swallowing. On the
right side there was a soft round mass, measuring 4 to 5 em. in diameter,
which also moved up and down with swallowing.
Laboratory report:
limits.

)

SURGERY :
On

)

)

The hemogram and urinalysis were within normal

January 3, 1969', a subtotal thyroidectomy was done.

GROSS PATHOLOGY:
The right lobe weighed 22 grams. It had a smooth contour except near
the isthmus was, a yellowish, smooth, elongated nodule beneath the capsule
which measured 2 x 0.5 x 0.3 em. The lobe itself measured 5 x 3 x 1.5 em.
which included a portion of the isthmus. When sectioned, there were besides
the nodule noted on the surface, ~o other additional well circumscribed tan
nodules located both in the upper and lower lobes, the larger of which in the
upper measured 2 x 1. 5 x L 5 em. and! the one in the lower portion of the lobe
measured 2 x 1.5 x 0.5 em. These had a tan, slightly nodular cut surface •.
The uninvolved thyroid was divided into well defined lobules with glistening
colloid. As the gland was further sectioned, other smaller nodules were
present. They all had a similar appearance, being well circumscribed and tan
in appearance. The left lobe of the thyroid weighed 6 grams and was similar
in appearance to that on the right. It measured 3 x 1.5 x 0.6 em.
FOLLOW-UP:
The patient had not been seen since February 1969.
was doing fine.

Up to that time, she

NAME:

L. S.,

l1ARCH

8~

1970 - CASE

NO.

2

'l
AGE:

25

Female

SEX:

RACE:

Caucasian

CONTRIBUTOR:

H. William Arndt, M. D.
Daniel Freeman Hospital
Inglewood, California

TISSUE FROM:

Right lobe of the thyroid gland

ACCESSION NO. 17820
Outside No. S-4615-68

CLINICAL ABSTRACT:
History: She was seen in September 1968 complaining, of a swelling in
the right lobe of her thyroid of six-month duration.
Past history: She was given irradiation to her 11 enlarged thymus" as1 a
child. In 1961 she had most of her left lobe of the thyroid removed in
Colorado and no further details are available at this time.

)

Physical examination revealed an approximately 4 em. mass in the right.
lobe of the thyroid. There were no features of hyperfunction or hypofunction
of the thyroid.
Laboratory report:

)

Hemogram, urinalysis and VDRL were normal.

Radiograph: The chest x-rays films were negative.
showed nonfunction status.

The thyroid scan

SURGERY:
)

All remaining thyroid tissue was removed.
GROSS PATHOLOGY:
The specimen consisted of a forty-gram thyroid fragment, measuring
6 x 4.5 x 3.8 em. The exterior was smoot~ and on cross sectional study
a homogeneous, encapsulated mass occupied approximately 90% of the specimen.
It had a glistening, soft and tan cut surface with no areas of softening,
hemorrhage or discoloration.
FOLLOW-UP:
When last seen approximately a year following surgery,, she was well
and in good health with no evidence of local recurrence.

J

)

NAME :

AGE:

J. C.

52

MARCH

SEX:

Female

RACE:

Caucasian

CONTRIBUTOR:

James W. Redwine, M. D •.
Bay Harbor Hospital
Harbor City,, California

TISSUE FROM:

Thyroid gland

8~

1970 - CASE NO. 3

ACCESSION NO., 17909
Outside No. BH 10755.

CLINICAL ABSTRACT:
History: She had sensations of pressure and choking after being
discharged from the hospital on October 27, 1968 for acute thyroiditis. She
had been receiving thyroid, 2 grains daily, and had taken drops of potassium
iodide solution since recovery from. acute phase. She had been "nervous."
Physical examination revealed an asymmetric thyroid gland with right lobe
enlargement.,
Laboratory report:: PBI and T3 were within the normal range. The thyroid
scan showed asymmetric gland with right lobe enlargement and a mottled distribution (no cold nodules).
SURGERY:
On February 19, 1969, at the time of surgery, both lobes of the thyroid
gland were markedly enlarged, approximately 6 - 7 times their normal size.
A thyroidectomy was performed.
)

GROSS PATHOLOGY:

J

The specimen consisted of an asymmetric thyroid gland which weighed 64
grams and measured 7.5 x 7 x 3.8 em. at points of greatest dimension. The
right lobe and the right half of the isthmus were markedly enlarged relative
to the left lobe and left half of the isthmus. The anterior surface of the
gland appeared unremarkable. The posterior surface, however, was pale graytan, firm and coarsely nodular. Serial sectioning showed the major portion
of the entire gland was replaced by pink-white and partially hemorrhagic
tissue of soft consistency.
FOLLOW-UP:
The patient is in good health, showing no clinical symptoms.

')

NAME:

AGE:

MARCH 8, 19 70 - CASE NO. 4,

R. M. V.
40

Male

SEX:

RACE:

Caucasian

CONTRIBUTOR:

Ellen P. Feder, M. D.
San Pedro Community Hospital
San Pedro, California

TISSUE, FROM:

Left lobe of the thyroid gland

ACCESSION NO. 15144
Outside No. 66-1882

CLINICAL ABSTRACT:
History: A mass of the thyroid was incidentally discovered during a
routine physical examination three to four months before surgery. He was
given thyroid hormone, but the size of the mass remained unchanged.
Physical examination revealed a 2.5 em. nodule in the left lobe of the
thyroid. Other findings were within normal limits.
Laboratory report:
nodule.

PBI was normal , but rl31 uptake was reduced in the

SURGERY:
A total left thyroid lobectomy which included the isthmus of the
thyroid was, performed on June 22, 1966.

GROSS PATHOLOGY:
The lobe measured 5 x 3.5 x 3 em. and was almost completely replaced
by a sharply circumscribed, encapsulated and yellow-tau tumor. The upper
pole of the tumor was very hemorrhagic.
FOLLOW-UP:
The patient is now under care of a physician in Illinois and followup information is not available.

)

)

)

NAME:
AGE:

B. P.
29

MARCH 8,, 1970 - CASE NO. 5
Male

SEX;

RACE:

Caucasian

CONTRIBUTOR:

S. K. Abul-Haj, M. D.
Commnnity Memorial Hospital
Ventura, California

TISSUE FROM:

Right lobe of the thyroid

ACCESSION NO. 15534
Outsidet No. 67T-99

l

CLINICAL ABSTRACT:
)

History: The patient complained of stomach pains and weight loss.
Consultation. suggested a strong possibility of Marie-Strumpell 's spondylitis
ankylopoietica.
Physical examination was essentially normal.
Laboratory report:
was 12%.

The six hour Il31 uptake was 8% and the 24 hour waR

Radiograph: The tpyroid scan showed a cold solitary nodule present in
the lower pole of the right lobe.
)

SURGERY:
On February 24, 1967, a 3 em .. nodule was removed in toto from the right
lobe of the thyroid.

)

GROSS PATHOLOGY:
The specimen consisted of an encapsulated nodule, measuring 3 em. in
diameter. The external surface was gray-tan. The cut surface was resilient,
gray-tan and homogeneous.

'

FOLLOW-UP:
The patient has had no problems due to his previous illness.
living and well.

He is

NAME:

AGE:

A. K.

81

MARCH 8, 1970 - CASE NO. 6
Female

SEX:

RACE:

Caucasian

ACCESSION NO. 9854

CONTRIBUTOR :

D. R. Dickson, M. D.
Outside No. S-66-2735
Santa Barbara Cottage Hospital
Santa Barbara, California

TISSUE. FROM:

Left lobe of the thyroid gland

CLINICAL ABSTRACT:
History: The patient was admitted on May 25, 1966 complaining of a
swelling in her neck of one year's duration. There were no other symptoms
and she was in good health for her age.
Past history: A low grade adenocarcinoma of the right parotid gland
had been removed in January 1958.
Physical examination showed diffuse bilateral thyroid enlargement.
The gland was firm but not hard and was mobile.
A loud bruit was present
over the left lobe.
Laboratory report:
normal.

)

Radiograph:

Electrocardiogram, hemogram and urinalysis were

A thyroid scan showed a cold area in the left lobe •.

SURGERY:
On May 26, 1966, a subtotal thyroidectomy was performed with ease,
leaving approximately one gram of tissue just anterior to the entry of each
recurrent laryngeal nerve.
GROSS PATHOLOGY:
The specimen was an enlarged, asymmetrical thyroid gland, weighing 78
gm. and having an intact capsule. The left lobe was larger, ovoid, and
65 mm. in greatest diameter. Sectioned surfaces showed almost total
replacement of the lobe by a bulging, firm and tan mass. with central areas
of hemorrhage and necrosis. There was a compressed nubbin of beefy red
thyroid parenchyma at the upper pole. Sectioned surfaces of the isthmus
and right lobe were unremarkable.
COURSE:
Post-operative course was uneventful and she was discharged on the
fifth post-operative day.
FOLLOl-1-UP:

)

)

She was last seen three months ago.
of recurrence'.

She had no

complaints or evidence

'
NAME:
AGE:

S. B.
78

~~RCH

SEX:

Female

RACE:

Caucasian

8, 1970 - CASE NO. 7

ACCESSION NO. 12840

CONTRIBUTOR:

Jack McGrath,. M•. D.
Outside No. C-744-63
Centinela Valley Community Hospital
Inglewood, California

TISSUE, FROM:

Left lobe of the thyroid gland

CLINICAL ABSTRACT:
History: In October 1962, she had a marked enlargement of the thyroid
with increasing pressure symptoms. She first noticed enlargement of her
thyroid gland toward the end of 1961. She was treated with propylthiouracil
for three months with very little change in the size of the thyroid.
Past history: She received therapy for hypertension since 1957.
also had osteoarthritis.

She

Physical examination revealed a uniform enlargement of left lobe of the
thyroid.
Laboratory report:

The patient did not receive isotope study.

SURGERY:
A total left thyroid lobectomy including. a portion of the isthmus was
performed in January 1963.
GROSS PATHOLOGY:
The specimen consisted of the left lobe of the thyroid and a portion
of isthmus'. The entire specimen weighed 114 gms. On cut section there
appeared to be almost total replacement of the thyroid tissue by a neoplasm
showing multiple lobulation and a dull red-brown color.
FOLLOW-UP:
The patient expired in 1964 with no evidence of tumor. She had severe:
osteoporosis with collapse of vertebrae and severance of the spinal cord.

)

)

J
)

,
NAME:

'l

AGE:

,

R. M. 0.

59

SEX:

MARCH 8, 1970 - CASE
Female

RACE:

Latin

CONTRIBUTOR:

Daljit S. Sarkaria 7 H. D.
San Joaquin General Hospital
Stockton, California

TISSUE FRON::

Left lobe of the thyroid gland

NO~

8,

ACCESSION NO. 12156
Outside No. 62-490

CLINICAL ABSTRACT:
History: The patient presented with multiple vague complaints in the
outpatient clinic in February 1962.

l

Past history: In 1958, a diffusely enlarged thyroid was detected for
the first time in the clinic. The patient stated,, however, that her thyroid
gland had been enlarged for at least ten years prior to the time it was
discovered. A PBI at that time was 2. 6 mcgm/100 ml., and a serum cholesterol
was 555 mg/100 ml. She was treated with thyroid in gradually increasing
dosage. After being treated for four months, her serum cholesterol dropped
to 282 mg/100 ml. and her PBI rose to 3.5 mcgm/100 ml. The patient continued
to do well. However, five months after beginning treatment,, she moved away
from this county. Three and helf years later, she returned to the clinic
this time.

')

)

Physical examination revealed the left lobe of the thyroid was more
enlarged than the right.
Laboratory report: Protein bound iodine was 2 mcgm/100 ml, and her
cholesterol was 478 mg/100 ml.
Radiograph : A radioactive scanogram showed a "cold" left lobe. Chest
x-ray films demonstrated the trachea deviated to the right by a large mass
on the left side.

)

SURGERY:
On February 26, 1962, the patient underwent a left lobectomy of her
thyroid. The surgical note indicated that the left lobe was markedly
enlargedt with a cystic irregular consistency. The right lobe appeared
normal at the time of surgery.

)

)

GROSS PATHOLOGY:
The specimen consisted of an encapsulated soft gray-tan mass,
measuring 8.5 x 7 x 5 em. and weighing
125.1 grams. The cut surface
revealed a dark-brown and soft parenchyma which was firmer at one pole in
an area measuring 3.5 x 2 em. in size. The parenchyma enclosed a cystic
area 3 em. in diameter filled with tan, friable and soft material. The
wall of the cyst was smooth. There was a similar cyst, measuring 2 em. in
diameter.

)

)

Page 2

MARCH 8~

1970 - CASE NO. 8

ACCESSION NO. 12156
FOLLOW-UP:
)

(R. F.

Chard~

M. D.)

Following her surgery in 1962, the patient was lost to follow-up until
July 1965 when she returned here complaining of increase in weight, cold
intolerance, marked lethargy, easy fatigability and slow speech. Examination at that time revealed a myxedematous-appearing female with a sinus
bradycardia and hypoactive reflexes. Clinical diagnosis was hypothyroidism.
Laboratory studies demonstrated PBI 1.7 meg.% and cholesterol 427 mg.%.
Marked improvement was noted one month after initiation of treatment with
Synthyroid.

)

)

NAME:
AGE:

F. E. H.
66

tUUlCH 8, 1970 - CASE NO. 9
~1ale

SEX:

RACE:

Latin

ACCESSION NO. 15087

CONTRIBUTOR:

Wallace Carroll, M. D.
Santa Barbara Cottage Hospital
Santa Barbara, California

TISSUE FROM:

Right lobe of the thyroid

Outside No. S-66-1956

CLINICAL ABSTRACT:
History: Three weeks prior to his admission on April 12, 1966, he
noticed a mass in the right side of his neck while shaving. The mass had
not enlarged and was not associated with pain or tenderness. In the past
week, he had noticed increasing hoarseness. He had no weight loss or other
symptoms.
Physical examination showed a mass approximately 8 em. in greatest
diameter in the right anterior cervical region in the region of the right
lobe of the thyroid gland. No other abnormal findings were encountered.
Laboratory report:

,

Radiograph:

Hemogram and urinalysis were within normal limits.

The chest x-ray

W8S

negative.

SURGERY:

)

On April 14, 1966, total thyroidectomy \vas performed with difficulty
because of adhesions to the surronnding tissues on the right. Enlarged
lymph nodes were present in the right cervical chain and extending into the
superior mediastinum. Three suprasternal nodes were removed.

GROSS PATHOLOGY :

)

The right lobe of the glan~which weighed 38 gm. and measured 60 x
40 x 35 mm. in greatest dimensions, was a hard, rubbery, ovoid mass with a
pyramidal-shaped portion of normal-appearing thyroid tissue, 38 x 15 x 15
mm. projecting along one margin. The capsule was thickened!, fibrous and
ragged. Sectioning revealed a central discrete, ovoid neoplastic mass, 42.
mm. in greatest diameter.
It had a peripheral fibrous pseudocapsule-like
structure up to 3 mm. in thickness and bulging, homogeneous, glistening
tan-white sectioned surfaces with several central foci of dull yellow
necrosis. The three lymph nodes, 10 to 22 mm. in greatest dj.ameter, had
hard, homogeneous, tan-white sectioned surfaces.
COURSE:
131
The post-operative course was uneventful. I
studies on April 22,
1966 showed 2% uptake (normal 15 - 35%) with abnormal uptake on both sides
of the neck, one area corresponding in part to the left lobe.

,

)

Page 2

l>1ARCH 8, 1970 - CASE NO, 9

ACCESSION NO. 15087
FOLLOW-UP:
Metastases were present in the mediastinal lymph nodes removed at the
time of thyroidectomy. No cervical lymph nodes were noted.
He received r131 after his uneventful postoperative course. He returned
to work. A second dose of rl31 was given in April 1967. The thyroid and
body scan performed on June 3, 1967 was negative.
In April 1968~ he developed symptoms of congestive heart failure
which responded to digital is. i]o evidence of recurrent carcinoma was present.
He died in Mexico on June 9, 1968. No autopsy was performed. The cause of
death was considered to be myoca~dia1 infarction.

)

)

)

)

NAME:

AGE:

W. N.

37

MARCH 8, 1970 - CASE NO. 10

SEX:

Female

RACE';

Caucasian

CONTRIBUTOR;

T. C. Nelson, Jr., M. D.
Fresno, California

TISSUE FROM:

Thyroid

ACCESSION NO. 13451
Outside No. 63-3604

CLINICAL ABSTRACT:
Histo!Y: Her main complaint was weakness and chronic debility. She
was admitted to be worked up for adrenal insufficiency which was later
diagnosed with hormonal studies.
Past history: She had a history of chronic pyelonephritis and was
hospitalized in a TB sanitarium for some months.
Physical examination: The chronically ill female appeared malnourished
and cachexic, having an Addisonian color to the skin. Additionally a large
thyroid was noted.
Laboratory report: Repeated sputum examinations were negative for acid
fast bacilli. The 17-hydroxycorticosteroids were 0.6 mg./24 hr. and the 17ketosteroids were 1.6 mg/24 hr.
Radiograph:

Chest x-rays showed chronic pulmonary disease with cavities •.

SURGERY:
A total thyroidectomy was

performed~

GROSS PATHOLOGY:
The thyroid was not nodular, weighing 78 grams and measuring 9 x 6 x
The right lobe was slightly larger. The tissue was glistening, Ean
and friable with pressure.
3 em.

FOLLOW-UP:
The patient expired a few weeks following surg,e ry. Autopsy was not
permitted but needle biopsies were allowed. These showed amyloidosis of the
kidneys, lungs, heart, and skeletal muscles of the diaphragm. There were
also acute pneumonitis and chronic pyelonephritis.

J

..,

NAME:

AGE:

J. T.

86

MARCH 8t, 1970 - CASE NO. 11

SEX:

Female

RACE:

Caucasian

ACCESSION NO. 11535

CONTRIBUTOR:

Irving Hadofft M. D.
Outsi de No. CS-125-61
Community Hospital of San Gabriel
San Gabriel, California

TISSUE FRot1:

Thyroid gland

CLINICAL ABSTRACT:
History: She was admitted on February 1961 with increasing difficulty
in swallowing food and water. A short time prior to admission, she noticed
marked voice changes occurred with some stridor. About December 1960 she
noticed rapidly increasing swelling of the neck.

l

)

Past history~ She had been treated for the past two years for chronic
cardiac difficulty.

)

Physical examination revealed a large diffusely symmetrical swelling
of the thyroid area which appeared tense and firm., No specific nodularity
or gross irregularity was noted. No regional adenopathy was found. The
liver was slightly enlarged,, the edge palpable two fingers below the costal
margin. Other findings were lUlremarkable.
Laboratory report:

)

The laboratory findings were not significant.

SURGERY:·
A total thyroidectomy was performed.
GROSS PATHOLOGY :
The specimen 't~as not grossly recognizable as thyroid. It weighed. 37.5
grams and was essentially a somewhat flat structure. One surface showed
capsular material which appeared slightly ragged and darkly colored., The
opposi.te surface appeared light-tan and somewhat lobulated. Sections
revealed a homogeneous gray surface.

J

FOLLOW-UP:
The patient died on June 15, 1961 with what the surgeon considered to
be local lymph node metastasis. The immediate cause of the death was due
to bronchopneumonia following a tracheostomy.

)

NAME:

AGE:,

M. G. M.

66

SEX:

MARCH 8, 1970 - CASE NO. 12
Female

RACE :

unknown

CONTRIBUTOR:

Joseph H. Masters, M., D.
Sutter General Hospital
Sacramento, California 95816

TISSUE FROM:

Right lobe of the thyroid

ACCESSION NO. 15701
Outside No. G-67-2351

CLINICAL ABSTRACT :
History: This 66-year-old woman had noted the appearance of a right
neck mass in the thyroid region in July 1967. The mass was not painful or
tender.

)

Physical examination was unremarkable except for the presence of a
right neck mass in the thyroid region.
Laboratory report: Hemogram showed hemoglobin 13.6 grams%, white blood
cell count 8,450 with 76% neutrophils and 17% lymphocytes. No antithyroid
antibodies were present. Cephalin-cholesterol flocculation was negative
and no elevation of serum globulin present.,
Radiograph: 24-hr. rl3l uptake was 5% and the scintiscan showed
decreased concentration in the right lobe of the thyroid.

)

)

)

SURGERY :
On June 30, 1967, a right lobectomy and removal of right cervical
lymph nodes were performed through a conventional low collar skin incision.
The thyroid displayed! obvious gross change in the right lobe which extended
past the isthmus and well into the left lobe, although there appeared to be
a small portion of the left upper lobe that had the gross appearance of
normal thyroid. The remainder of the gland was rather pale, somewhat
thicker and firmer than normal and was slightly adherent to the adjacent
tissue. On gross inspection~ this had the general appearance of either a
tumor or chronic thyroiditis.
There were still remaining nodes along the
carotid chain which were quite palpable and were not removed.
GROSS PATHOLOGY:
The right lobe of the thyroid weighed 23 grams and measured 7.2 x 4 x
3 em. It was woody, firm,, and. cut with increased resistance to show a pale
gray-tan cut surface. Four cervical lymph nodes were also submitted. They
measured respectively 3.2, 1.7, 1.2, and 0.6 em. in maximum dimension.
Each node was moderately firm .•

,

FOLLOW-UP:
Following the operation, the patient bad no other apparent lymphadenopathy. As of September 14, 1967, she was taking 2 grains of thyroid daily.
She was last seen sometime in 1968 with complaints related to colon diverticulosis. No evidence of cervical lymph node enlargement was found at the
time of the examination in 1968. She expired suddenly on January· 4, 1969
and the cause of death was coronary occlusion.

.,

N.M1E:

AGE:

M. R.

Newborn

MARCH 8, 1970 - CASE NO. 13
SEX:

Female

RACE:

CONTRIBUTOR:

E. M. Butt, M. D.
St. Lukes Hospital
Pasadena, California

TISSUE FROM:

Thyroid

'l

Caucasian

ACCESSION NO. 9343
Outside No. 1226-57

CLINICAL ABSTRACT:
History:

This newborn infant had marked respiratory embarrassment.

Physical examination revealed a huge, solid and nodular mass in the
right neck that extended from the mandible down, filling the entire neck on
the right and pushing the trachea far to the left.
Laboratory report:

The CBC was within normal limit.

SURGERY :

)

)

)

On April 7, 1957, the nodule was removed and a tracheotomy was done.
The nodule came from the anterior surface of the right lobe of the thyroid
gl and. Grossly, it had the appearance of a large adenoma. It extended up
to the angle of the mandible and was easily dissected free. After removal of
the nodule, trachea returned to its normal position. No other nodules were
present on either side and what appeared to be normal thyroid lobes were
identified.
GROSS PATHOLOGY :
Each half of the previously sectioned thyroid tissue measured 6 x 3.5
x 2 em. The external surface was smooth and slightly bosselated. The tissue
was resilient and gray-tan, having numerous cystic spaces, varying from 0.1
to 2 em. in diameter. Some of the dilated spaces contained white grumous
material. No, cartilage, hair, bone or normal thyroid tissue was identified.,
FOLLOW-UP:
When the child was1 ten months old (February 20, 1958), she was developing
normally with no symptoms or trace of tumor. The thyroid appeared normal.
When she was last seen in December 1963, she was doing, fine.

J

'
)

NAME:
AGE:

MARCH 8, 1970 - CASE NO. 14

T. W.
47

SEX:

Female

RACE:

Caucasian

CONTRIBUTOR:

George Kypridakis, M. D.
E. Lanser, N. D.
Beverly Hospital
Montebello, California

TISSUE FROH:

Thyroid gland

ACCESSION NO. 18330
Outside No6 70-34

CLINICAL ABSTRACT:
History: The patient had a papillary adenocarcinoma of the left breast
surgically removed in June 1969. At that time she had a palpable nodule on
the left lower lobe of the thyroid. Because of carcinoma in the breast,
surgery on the thyroid was deferred until a later date. The nodule was
increasing in size since the breast surgery.
Past history:. She also had a partial resection of an ovary and an
appendectomy at age 24 years.

•

)

Physical examination revealed a 2 em. nodule on the isthmus of the thyroid
which appeared to be smooth and extended across the'midline to the anterior
aspect of the left lobe. There were no palpable nodes present in the neck.
Laboratory report:
In December 1969 she. had a scintiscan which
demonstrated a cold nodule occupying the isthmus, and lower pole of the left
lobe of the thyroid. The rl31 uptake showed 6-hour uptake was 5.5% and 24hour uptake was 9.5%.
SURGERY:
A total thyroidectomy was performed on January 5, 1970.

GROSS PATHOLOGY:
The specimen consisted of an irregular mass of gray-tan thyroid tissue,
6 x 3 x 2 em. Sections showed a discrete tan-white nodule, 2.5 x 2 em. The
cut surface showed a rather uniform homogeneous appearance with some central
reddening and softening.
FOLLOW-UP:
As recent as February 3. 1970, the patient showed no evidence of
recurrence of the tumor or metastasis.

J

N.MlE :

AGE:

1.1ARCH 8, 1970 - CASE: NO. 15

E. G.

53

SEX:

Female

RACE:

Caucasian

CONTRIBUTOR:

Daniel O. Krag~ ~~. D.
Los Gatos Community Hospital
Los1 Gatos, California

TISSUE FROM:

Thyroid

ACCESSION NO. 13782
Outside No. R-64-1533

CLINICAL ABSTRACT:
History: For the past 10 to 11 years prior to admission, she had had
a recurrent or new slowly growing mass in the neck which had become large
and produced dyspnea and stridor on exertion for four years.

l

Past history: The patient first had an operation on her thyroid at the
age of 12 for a 11 double growth. 11 Again at the age of 17, she had a tumor
removed from her thryoid which was the "size of an orange."
Physical examination revealed a well-developed! and nourished white
woman. The thyroid was markedly enlarged, more on the lef~ and was firm,
rubbery, and! relatively smooth. Two previous old surgical scars were
present. The neck was 46 em. in circumference around the thyroid region.
There was no exophthalmus.

)

Laboratory report:

PBI was 2.6 meg.%

SURGERY:
At surgery on October 6, 1964, a large mass was found to occupy the
region of the left lobe of the thyroid.
The mass was dissected from the
trachea, esophagus and arteries. It seemed encapsulated. There were no
visible enlarged lymph nodes.
GROSS PATHOLOGY:

The specimen consisted of an ovoid mass, 10 x 8 x 6 em., and weighing
The surface was irregular and shaggy and partly covered by
fibrous tags and partly by capsule-like connective tissue. The mass was
composed of partly necrotic soft and yellow-tan tissue, having a brain-like
consistency. There was a somewhat irregular stellate area of necrosis and
fibrosis in the center.

)

195 grams.

FOLLOW-UP:

J

)

A small mass in the left side of the neck appeared five years later at
age 57. It was removed surgically on October 6, 1969. At surgery, a 2 em.
ovoid encapsulated mass was found deep in the anterior cervical triangle.
The recurrent tumor was separated by several centimeters distance from the
site of the tumor which had been removed in 1964. The surgeon believed
that the separation indicated a metastatic growth. Histologically, the
tumor was similar to the one removed in 1964. The patient was, clinically
well in January 19'70.

NAME:

.,

AGE:

H. E.

65

l~RCH

SEX:

CONTRIBUTOR:

Female

RACE:

Caucasian

R. Failing, M. D.

8, 1970 - CASE NO. 16

ACCESSION NO. 8829
Outside No. S 56-1946

Santa Barbara Cottage Hospital
Santa Barbara, California
TISSUE FROM:

Thyroid

CLINICAL ABSTRACT:
History: This patient consulted a physician because of a cystocele
and he noted a nodule in the left lobe of the thyroid gland. She said that
she had been aware of this nodule since the age of fifteen. It had slowly
enlarged and produced mild difficulty in swallowing.

l

Physical examination revealed a large palpable ovoid mass, replacing
the area of the left lobe, of the thyroid. The other findings were unremarkable.

)

Laboratory report:

,

Radiograph:

The hemogram and urinalysis were nesative.

The chest x-ray was normal.

SURGERY:
On June 22, 1956, the left lobe of the thyroid and the isthmus were
resected. The operation was easily performed and no enlarged cervical
nodes were found.
GROSS PATHOLOGY:
The specimen was a regular ovoid nodule, weighing 75 grams and
measuring 6.5 x 5 x 3 em. It had a transparent vascular capsule. Sectioning
revealed a peripheral compressed rim of thyroid parenchyma, 3 to 8 mm. thick,
surrounding a central large solitary ovoid nodule. The cut surfaces of
the nodule were firm to hard, faintly lobulated, finely granular and lighttan to tan-brown. There was a central retracted scar 20 mm. in diameter
which contained fine granular calcification and had an unusual pale orange
color.

)

)

FOLLOW-UP:
The patient was hospitalized here from Febtuary 17, 1969 to March 1,
1969 with fractures of ischial and pubic rami after a fall. She had
Parkinsonism but otherwise able to get around well. A bony mass h~J been
present in the midline of parieto-occipital region of the calvarium for
some years. Ibis was interpreted as a typical cavernous hemnngioma by the
radiologists. The, chest x-ray, hemogram~ urinalysis, and clinical chemistry
were within normal limits. The neck, was supple with no nodules. Other
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findings in the physical examination were negative except for the 2 em.
diameter, smooth and nontender mass attached to the calvarium, and pain
in the pelvis on movement.

)

She was discharged to a rest home where she died on November 11, 1969.
No autopsy was performed.

)

)

)

,
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S. S.
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SEX:

Female

RACE:

Unknown

CONTRIBUTOR:

Sylvan Cohen, M. D.
Avram A. Jacobson, M. D.
Kaiser Foundation Hospital
Los Angeles, California

TISSUE, FROM:

Lymph nodes

ACCESSION NO. 18364
Outside No,. V 1415-69

CLINICAL ABSTRACT:
History: At the time of an appendectomy in 1966, she was found to have
an enlarged right cervical lymph node. She was lost to follow-up until
February 1969, at which time the previously noted lymph node was found to
be unchanged. She had in the meanwhile delivered an infant who had
developed bilateral adrenal hemorrhages and was being treated for adrenal
insufficiency.

l

Past history: She received "radium" treatment, to the neck for swollen
glands at the age of 4. She stated that she always had an enlarged lymph
node in the right side of the neck.

)

)

Physical examination revealed a right mid anterior cervical lymph
node, measuring 1 x 1.5 em., which was noted to be hard but movable. There
were several anterior cervical nodes on the left.
The thyroid gland was not
palpable. The rest of the physical examination was unremarkable.
Laboratory report: A thyroid scan prior to surgery revealed that the
palpated node in the right upper neck took up rl31 as, did the rest of the
thyroid tissue.
SURGERY:
On March 3,, 1969, the patient underwent a total thyroidectomy with a
modified right radical neck dissection.

GROSS PATHOLOGY:
The specimen consisted of a 3.5 x 1.5 em. aggregate of lymph nodes,,
showing a microcystic appearance on cut section. The total thyroid gland
measured 7 x 3.5 x 2 em. Cut section showed a diffuse slightly nodular
appearance. Multiple cross section through the thyroid revealed a 0. 3
firm yellow-tan nodular area in the right lobe near the lower pole.
COURSE:'

)

Post-operatively, the patient received 30 uCi of r 131 on March 17, 1969.
The next day the thyroid scan revealed two residual areas of thyroid tissue.
Other than for a slight decrease in calcium, levels and some evidence of
clinical calcium deficiency, her recovery was unremarkable.
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FOLLOW-UP:
The patient was seen again in June 1969 at which time 100 uCi of r 131
was given. A thyroid scan two days later on June 12, 1969 revealed three
areas of activity, two of which appeared to be in the normal thyroid bed.
The third area was above the thyroid cartilage in the midline. The patient
was discharged on 3 grains of thyroid daily. She was again given 10 uCi of
rl31 on Januarl 19, 1970, followed the next day by a thyroid scan. There
was no longer I 31 uptake in the thyroid bed. There was questionable minimal
activity in the pyramidal lobe above the thyroid cartilage, but this was not
considered enough rl31 accumulation to warrant additional r 131 therapy. She
is to continue on 3 grains of thyroid daily and will be seen periodically by
the radiotherapy department.

)

)
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SEX:
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RACE:
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CONTRIBUTOR:

W. K. Bullock, M. D.
St. Luke Hospital
Pasadena, California

TISSUE FROM:

Thyroid gland

ACCESSION NO. 9457
Outside No. 57-1894

CLINICAL ABSTRACT:
History: Approximately two months prior to admission, the patient
developed painless enlargement of the thyroid gland unaccompanied by
dysphagia or choking episodes. She had concomitant nonproductive cough.
Past history: She had had previous surgery for an adenocarcinoma of
the sigmoid colon in 1957 at Huntington Memorial Hospital.
Laboratory report:

)

The hemogram and the urinalysis were negative.

Radiograph: The scintigram demonstrated the major portion of the
right lobe of the thyroid but little other active thyroid tissue. The
scintigram over the main portion of the palpable mass demonstrated no uptake
and in fact the area appeared "cold." Chest x-rays demonstrated pulmonary
metastases.
SURGERY:
On June 25, 1957, a total thyroidectomy was. performed. A large tumor
was removed that diffusely involved both lobes and isthmus of the thyroid
and infiltrated the trachea.

)

GROSS PATHOLOGY:
The five pieces of tissue stated! to be from the thyroid gland weighed
82.4 grams. The largest piece measured 8 x 3.5 x 2 . 5 em. There appeared to
be invasion of the contiguous strap, muscles on the largest piece. The cut
surfaces revealed complete obliteration of the normal thyroid acinar
parenchyma by a variegated, firm gray-white and tumorous tissue. In several
areas, there were friable foci of necrosis. Separately submitted was a
mass of matted lymph nodes completely replaced by tumor.
FOLLOW-UP:
The patient expired on September 21, 1957. Autopsy revealed metastatic
adenocarcinoma to adrenal glands, lungs, diaphragm, esophagus:J and liver.
Additionally, invasive epidermoid carcinoma was noted in the trachea.

)

'
NMiE:

AGE:

)

R. D.

MARCH

13· SEX:: Female

RACE:

Caucasian

CONTRIBUTOR:

Avram A. Jacobson, M. D •.
Kaiser Foundation Hospital
Los Angeles~ California

TISSUE FROM:

Left lobe of the thyroid
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ACCESSION NO. 18365
Outside No. 14721-61

CLINICAL ABSTRACT:

.,

History: In January 1961 , the thyroid gland was found to be diffusely
enlarged over the isthmus and left lobe for which the patient received
thyroid up to 3 grains daily.
history: In 195~at the age of five, this patient was noted to have
the right side of the neck. She had surgery on January 14, 1954.
of the neck was excised. Subsequently she received 750r of
to the neck area.

)

Past
a mass on
A hygroma
radi ation

,

Physical examination: The thyroid isthmus was
Both lobes1, especially the left lobe, were slightly
A possible lymph node, measuring 1 om. in diameter,
of the right jaw. Both tonsils were large for the
infected. The rest of the physical examination was

)

nodular and enlarged.
and diffusely enlarged.
was noted at the angle
age but not grossly
essentially unremarkable.

Laboratory report: The CBC showed a hemoglobin 13.3 grams, a white
blood count of 8,800, and a normal differential. The urinalysis and chest
xray were essentially normal.

J

SURGERY:
On November 14, 1961, the patient underwent a left thyroid lobectomy,
isthmectomy and left lymph node dissection.
GROSS PATHOLOGY:
The specimen consisted of a thyroid lobe, measuring, 4 x 3 x 3, em.
one edge of the thyroid lobe was a nodule, measuring up to 2.5 em. in
greatest diameter. This was grossly an infiltrating carcinoma. Also
submitted were two lymph nodes, measuring 0.4 and 0.5 em. each •.

)

At

FOLLOW-UP:
The pati~nt had been followed at regular intervals with no evidence of
recurrence of the neck tumor. Since the time of. surgery, she had received
approximately 3 grains of thyroid per day. She was admitted to the hospital
on March 11 , 1968 at the age of 20 with a hydatiform mole. The tumor was.
evacuated with Pitocin therapy and apparently she had done well since.

)

)

NANE:

AGE:

M. A. F.
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Female

RACE :

Caucas·i an

CONTRIBUTOR:

H. A. Ball, M. D.
Paradise Valley Hospital
National City, California

TISSUE FROM:

Thyroid gland

8, 1970 - CASE NO. 20

ACCESSION NO. 9407

CLINICAL ABSTRACT!

l
History: A lump was discovered in her neck incidentally on routine
physical examination for employment. About the same time her father
noticed prominence of her eyes.
)

Past history: She stated that she liked cool weather· better most of
her life and had cardiac palpitations for as long as she could remember.
Physical examination revealed slight exophth<'l!lmus and slightly warm
skin. The thyroid was1 diffusely enlarged with slightly larger right lobe
of the gland. No adenopathy was present. The remainder of the examination
was essentially negative.

)

Laboratory report: The hemogram was normal.
rate (BMR) was +30 per cent.

The basal metabolic

SURGERY:
)

A total thyroidectomy was performed on June 28, 1956.
GROSS PATHOLOGY:
The specimen consisted of 58 grams of thyroid tissue, including both
lobes and the isthmus. The gland measured 8.5 x 6 x 1.7 em. On the cut
surface~ the tissue appeared to be partially lobulated.
There was a large
gray-tan and diffuse area occupying most of the right lobe. In the left
lobe of the thyroid, similar gray-tan tissue occurred as foci through the
more finely lobulated tissue.
FOLLOW-UP:

(Arne Knutson, M. D.)

She had a normal childbirth in 1959. She was last seen by her
attending physician in 1966 at which time she was asymptomatic. Physical
examination was negative.
J

NAME:

)

AGE:
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SEX::

Male

Unknown

ACCESSION NO. 11201

CONTRIBUTOR:

Dominic A. DeSanto, M. D.
Outside No. 5184-60
Mercy Hospital & Medical Center
1910-61
San Diego, California 92103

TISSUE FROM:

Brain (#5184-60) - Case No. 21
Thyroid gland (#1910-61) - Case No. 22

l

CLINICAL ABSTRACT:

(Brain)

History: The patient was seen by his physician in November 1960
because of a tumor swelling of the left parietal region of two-month duration. It was accompanied by some headaches and it appeared to be pulsating.
He had no other complaints except for occasional night sweats ~

l

Past histoFY: He had had a TUR a year ago· for benign prostatic. hypertrophy and had had some benign polyps removed from the sigmoid colon.
Subsequent barium enemas were negative.

)

)

RACE:

)

Physical examination revealed a large 7.5 em. pulsating mass over the
left posterior parietal region. There was no bruit. The pupils were equal,
round, and reacted to light and accommodation. The funduscopic examinations
were normal. The neck was normal~ having neither adenopathy nor thyroid
enlargement. General physical examination and neurological examination
were considered. normal.
Laboratory report: The BUN was 11.7 mg%, alkaline phosphatase was 8.8
Bodansky units and urinary catecho1amines were within normal limits.
Radiograph: A chest x-ray showed moderated emphysema and fibrotic
change. Cerebral angiogram revealed a large vascular mass, approximately
6 to 7 em. in diameter, in the posterior parietal region supplied by the
left middle cerebral vessel, penetrating the calvarium and supplying a mass
in the soft tissues of the scalp. The skull x-ray snowed a large lytic
defect involving the cranium in the left posterior parietal bone.

)

SURGERY:
A craniotomy was performed on November 10, 1960. This was preceded by
an exposure and temporary clamping of the left external carotid artery. The
incision was1 carried down to the periostetlil\ exposing, a large gray-red tumor
protruding through a large bony defect, approximately 6.5 em. in diameter.
The bleeding was abundant. When the carotid artery was clamped, the tumor
appeared to shrink. The tumor was found to be adherent to the dura but did
not penetrate it. The tumor and a portion of the dura were removed.
GROSS PATHOLOGY:

)
J

(#5184-60)

The tumor was a rounded, soft and elevated mass attached to the dura.
It weighed. 100 grams and measured 6 x 6 x 2 em. The cut surfaces revealed
occasional areas of hemorrhage and necrosis.
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COURSE:

,
)

The postoperative course was uneventful.
CLINICAL ABSTRACT:

(Thyroid gland)

History: The patient was readmitted for surgery on April 17, 1961 for
exploration of the. thyroid gland. His main complaints were of dizzy spells
when bending over. He consulted a surgeon in Los Angeles who felt that a
total thyroidectomy should be done for possible primary carcinoma.
Physical examination: The thyroid gland was not enlarged to palpation
and no enlarged lymph nodes were found.
Laboratory report:

)

Radiograph:
gland.

The laboratory work was generally negative.

The scintiscan demonstrated no enlargement of the thyroid

SURGERY:

A total thyroidectomy was performed on April 25, 1961.
GROSS PATHOLOGY:

(#1910-61)

The specimen consisted of a right looe of the thyroid gland, weighing
A larger left lobe
weighed 30 grams which contained a yellow-pink tumorous nodule measuring
12 grams and containing a benign Hurthle. cell adenoma.

3.5 X 2 X 1 em.
COURSE:

J

The post-operative course was uneventful. The patient was readmitted
on July 6, 1966 when he developed pain in the left hip and left thigh.
Chest x-ray showed a light destructive lesion involving the left eighth
rib in the midaxillary line which resembled a metastatic tumor. In
addition, a scan with I 1 31 revealed increased uptake in the re~ion of the
liver and pelvis. The patient was treated with radioactive rl 1 and
Cobalt therapy for some of the identified bony lesions. A right prefrontal
lobotomy was done in February 1967. He went progressively downhill and
died on February 22, 1967.
AUTOPSY:

)

Post-mortem examination revealed metastatic carcinoma in the lungs~
a small metastatic. lesion in the liver and hemorrhagic pneumonia involving
the right lower lobe. The course of the disease from the brain dural
lesion to death was almost seven years.
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CONTRIBUTOR:· Roger Terry, U. D.
LAG-USC Medical Center
Los Angeles, California

)

TISSUE FROM:

ACCESSION NO. 13272
Outside No. 63-13735

Thyroid gland

CLINICAL ABSTRACT:
History: Five years ago the patient noted a "lump" in the right side
of her neck. This mass had progressively increased in size, especially in
the past four months prior to admission. Also in the past four months,, the
left lobe of the thyroid had become diffusely enlarged rapidly. She only
had. respiratory distress after bending down. She had gained weight over the
last five years and she took proloid,. 1/2 grain daily.
Past history: In 1914, she had exophthalmic goiter removed in Illinois.
In 1939, she had her right kidney removed in this hospital for adenocarcinoma.

)

Physical examination revealed a very obese white female in no acute
distress. She had no exophthalmos. A firm and irregular mass, which
measured approximately 6, em •. in diameter and was immovable and nontender,
was located in the area of the right lobe of the thyroid. Another mass,
which measured about 7 em. in diameter,. movable and non tender, occupied the
left lobe of the thyroid. The remainder of the physical findings showed
hypertension (blood pressure 200/106) and signs of mild congesti.v e heart
failure.
Laborato:ryreport: CBC and urinalysis, were within normal limits.. PBI
6.5 ug%; total serum cholesterol 242mg%; T4 iodine 5.5 ug%.

)

Radiograph: Chest x-ray showed both lungs were clear and the heart
was slightly enlarged. Twenty-four hour I 131 uptake was 13%. Thyroid
scan demonstrated a large multinodular goiter and residual thyroid tissue.
SURGERY:

On September 20, 1963, a total thyroidectomy was performed. The surgeon
noticed the left lobe was diffusely enlarged and cystic throughout. It was
dissected readily from its false capsule. The right lobe was very densely
attached to the strap muscles, necessitating removing of the mid-portion
of the strap muscles overlying the right lobe. The right lobe was exceedingly vascular and approximat ely 500 cc. of blood were lost in removing this
lobe alone.

l

)
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GROSS PATHOLOGY:
The specimen consisted of two portions: (A) 8 x 5 x 5.5 em., 90 gm.,
right thyroid lobe. The external surface was deep purple. It had few large
nodules. On cut section, almost the entire lobe was replaced by a hard, yellow
and multicystic mass of tissue. There were numerous fibrous strands crisscrossing through the entire lobe. (B) 8 x 6 x 5 em., 80 gm. left thyroid
lobe. The external surface was gray-purple and smooth with large lobulations.
On cut section, it had numerous cystic spaces which were traversed by thick,
gray, tough, and fibrous bands of tissue. The remainder of the lobe was
filled with a yellow friable material which formed small cystic spaces, some
of which were filled with hemorrhagic material . No normal tissue was identified.

l

)

COURSE:
Postoperative course was uneventful.

FOLLOW-UP:

J

)

,

J

)
)

In December 1965, she had a little stroke. The patient had complained of
back and leg pain but the x-rays some months previously revealed no bony
changes. There was no evidence that the patient had any form of cancer at
the present time. She is presently in a convalescent home.
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CONTRIBUTOR:

John Beach Hazard» M. D.
Cleveland Clinic Foundation
Cleveland, Ohio

TISSUE FROH :

Thyroid

ACCESSION NO. 18383
Outside No. 33936

CLINICAL ABSTRACT:
History: This 74-year-old man had a rapidly enlarging goiter of fourmonth duration. He had concomitant shortness of breath and cough,
Physical examination revealed thyroid enlargement fixed and very hard
involving the right lobe and isthmus and extending into the thorax.
)

SURGERY:
At operation, the muscle was densely adherent to the mass and had to be
divided; a major portion of the right lobe was removed.
GROSS PATHOLOGY:
The specimen consisted of seven irregular-shaped portions of tissue with
the largest weighing 50 gms. It was for the most part dense, sclerotic,
and included thyroid nodules. No normal thyroid was evident.

1
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CONTRIBUTOR:

John Beach Hazard, M. D.
Cleveland Clinic Foundation
Cleveland, Ohio

TISSUE FROM:

Thyroid

)

ACCESSION NO. 18384
Outside No. 111855 CCF

CLINICAL ABSTRACT:
')

)

History: This 45 year old female had goiter for six to eight years.
It gradually increased in size and then rapidly increased for the year
before admission.
Physical examination revealed the thyroid visibly enlarged, primarily
the right lobe. It was stony hard and non-tender.
SURGERY:
A subtotal thyroidectomy with right lobectomy was performed.
GROSS PATHOLOGY:
The specimen consisted of an ovoid mass, weighing 210 grams and
measuring 10 x 5 x 7 em. It was firm to hard. On sectioning, there was,
found an encapsulated or well circumscribed mass formed by gray and white
tissue in part quite firm; in part soft.

)

)

'

