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.NAME: L. J. OCTOBER 1968 - CASE NO. 1 

AGE: 49 SEX: Female RACE: Caucasian ACCESSION NO. 13790 

CONTRIBUTOR: H. A. Fanselau, M.D. OUTSIDE NO. GSH 64-2270 
Glendale, Sanitarium and Hospital 
Glendale, California 

TISSUE FROM: Pancreas 

CLINICAL ABSTRACT: 

History: One month prior to admission the patient underwent 
hysterectomy for excessive vaginal bleeding. The surgeon saw a tumor in 
the region of the duodenum. The patient has, been totally asymptomatic 
in regard to the gastro-intestinal tract. 

Physical examination: No masses were palpated; midline suprapubic 
scar. 

LaboratoEY : Routine laboratory procedures showed no abnormality. 

SURGERY: 

On June 19, 1964 a mass was found in the region of the head of the 
pancreas, which the surgeon considered to be a carcinoma. The head of 
the pancreas, duodenum and gallbladder were resected en bloc. A Whipple 
procedure was done. 

GROSS PATHOLOGY : 

The specimen consisted of an en bloc ressection of distal stomach, 
measuring, 7 em. along the lesser curvature and 15 em. along the greater 
curvature, omentum, proximal 12 em. of duodenum, a 5 x 4 x 1.7 em. segment 
of head of pancreas and a 5 x 4 x 4 em. rounded mass which distorted and 
bulged the duodenum. On section it was mottled yellow-brown and soft. 
It did not form an integral part of the head of the pancreas and 
duodenum readily and appeared discrete. 

A 1.4 x 0.8 x 0.3 em. lymph node from the base of the transverse 
mesocolon showed metastatic. tumor on frozen section. 

COURSE: 

Post-operative course was1 uneventful. 

FOLLOW UP: 

As of June 1968, the patient was well. She sees her physician 
''regularly '' ~ and the above was the last visit. 
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NAME: J. H., OCTOBER. 1968 - CASE NO. 2 

AGE: 70 SEX: Female RACE: Caucasian ACCESSION NO. 13669 

CONTRIBUTOR: Thomas E. Wynn, H.D. 
Presbyterian Medical Center 
San Francisco, California 

TISSUE FROM : Pancreas 

CLINICAL ABSTRACT: 

OUTSIDE NO. S64-378 

History: The patient noted the onset of vomiting on November 1, 
1963. The vomiting occurred in the evening ~men she would lie down to 
go to sleep. There had been some associated indigestion. The past 
history was significant in that she had had an adenocarcinoma of the colon 
removed 2 years previously. The only remarkable physical examination 
was that of a blood pressure of 210/110. The abdomen was soft and no 
masses were palpable. X-ray studies of her gastro-intestinal tract 
revealed extreme scarring of the duodenum apparently representing: an active 
peptic ulcer with a high degree of obstruction at the pyloric canal and 
almost. total gastric retention at one hour. Laboratory studies revealed 
a 24 hour urine to contain 1~248 units of amylase (normal less than 300 
units). Other laboratory studies including electrolytes: and creatinine 
were unremarkable. It was felt she had a peptic ulcer and she improved 
on conservative management. 

She was re-admitted 3 months, later, again because of indigestion and 
vomiting. Physical examination on this admission were essentially as 
previously noted. She was felt to have pyloric obstruction secondary 
to an ulcer and underwent surgery. Laboratory studies on this final 
admission were unremarkable except for a co2 40mm/l, Chloride 90meq/l, 
Potassium 2.9meq/l. 

SURGERY : 

On February 18, 1964 ,, a gastric resection was done, including the 
tail of the pancreas and spleen. 

Findings: At surgery a large ulcer was found on the posterior 
side of the duodenum which penetrated into the head of the pancreas. 
There was an adjacent inflammatory mass. In the tail of the pancreas 
there was another firm mass. 

GROSS PATHOLOGY: 

The distal portion of the pancreas measured 5.5 em. in length with 
a firm nodule in the distal portion measuring 3.5 em. in diameter. It 
had a trabeculated grey-yellow cut surface and cut with increased resistance. 
Enlarged lymph nodes were noted in the adjacent areas. The portion of 
stomach received and the spleen were grossly unremarkable. 
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Page 2 OCTOBER 1968 - CASE NO. 2 

ACCESSION NO. 13669 

COURSE : 

Postoperative recovery was uneventful and she was discharged on 
March 9, 1964. 

FOLLOW UP: 

Following recovery from her surgery, the patient was free of all 
GI complaints. In 1967 she had a grafting procedure of the right femoral 
artery because of marked atherosclerosis and vascular insuffiency. She 
was then well until she was last seen in March, 1968 when she was 
hospitalized for severe upper gastro-intestinal hemorrhage. X-ray 
studies of the GI tract were negative and it was felt that her hemorrhage 
was on the basis of gastritis secondary to a variety of medications 
she was taking along with an anticoagulant. She was transfused and made 
an uneventful recovery. There was no evidence of recurrent tumor. 
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NAME: C. L. OCTOBER 1968 - CASE NO . 3 

AGE: 32 SEX: Female RACE: Filipino ACCESSION NO. 15389 

CONTRIBUTOR: Robert E. Wybel,, M.D. OUTSIDE NO. 4427-66 
Greater Bakersfield Memorial Hospital 
Bakersfield. California 

TISSUE FROM: Carotid body 

CLINICAL ABSTRACT: 

History: In the middle of July the1 patient suddenly noticed 
a tendez: swelling in the right side of the neck., The swelling pulsated 
and the pulsations1 increased in volume and the mass itself enlarged. 
There was no history of injury or trauma and no murmur was heard by 
the patient in her head. There had been no serious illnesses, 
injuries or operations. She was a Gravida V~ Para V. 

fhY.sical examination: Pulse 100, blood pressure 126/70 right, 
and 116/70 left. There was a pulsating mass 2 x 2 em. found over the 
origin of the right internal carotid with a fine murmur present. 
Otherwise, the physical examination was normal. 

Laboratory: Hemoglobin-11.7 grams. 

Radio~raph: A brachiocephalic survey type of retrograde arch 
aortogram was done through the right femoral artery. This survey 
was negative. The lung x-ray was negative. 

SURGERY: 

At surgery, on November 29, 1966, the mass was found behind the 
vessels in the carotid bulb area,, pushing the carotid bulb toward 
the skin. It was underneath the carotid and in the area of the · 
bifurcation. It was relatively easily excised intact, although it was 
found attached to the internal carotid artery near the bulb and no damage 
to the vessels was produced and no transfusions were required. 

GROSS PATHOLOGY: 

The removed structure 'faa 40 x 30 x 18 mm., and had a fairly' thin, 
smooth capsule over the external surface with a few amall fibrovascular 
tags. It weighed 8 grams. On section there was rather homogenous 
reddish brown tissue with areas particularly at the periphery where 
it was more pale, It was relatively firm and had a faint lobular pattern. 

COURSE~ 

Postoperative recovery was uneventful and the patient was discharged 
on the 4th day. 

FOLLOW UP: 

Not received. 
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NAME: E. N. R. OCTOBER 1968 - CASE NO. 4 

AGE : 85 SEX: Male RACE: Caucasian ACCESSIONr NO, 13013 

CONTRIBUTOR: William L. Siefortp, M.D. OUTSIDE, NO. A239-63 
Wadsworth Hospital 
Los Angeles~ California 

TISSUE FROM: Carotid body, right 

CLINICAL ABSTRACT : 

History: This patient was admitted to the hospital on May 17, 
1960, referred by a private physician, with a diagnosis of an acute cerebral 
vascular accident. He was admitted with a history of falling to the floor, 
becoming dysarthric, and was found by his physician in a semicomatose 
condition~ sweating, with a blood pressure of 90/70. There was a history 
of transient weakness, incoordination and speech impairment 2-3 years 
previously, from which the patient recovered without any' sequelae. His 
history of' hypertension and obesity dated, back to 1958, when he had a 
blood pressure of over 200 systolic and a weight of 238 pounds., The 
patient had lost 45 pounds on a diet and his private physician stated 
that his blood pressure usually was around the range of 140 systolic. 
A large mass was present in the rightneck for approximately 10 years 
with no change in size. 

Physical examination: On admission blood pressue 150/94 with a 
pulse of 100 per minute. The patient was afebrile with a marked dysarthric
type of speech and on examination of the oropharynx, there was a large 
mass noted on the right side of the pharynx impinging on the oral cavity 
behind the right posterior pillar of the tonsil. External examination 
of the neck revealed a large pulsating anterior neck mass located behind 
the sternocleidomastoid muscle 9 measuring 4 x 6 em. Auscultation of the 
mass revealed a loud bruit. The left carotid pulse was present and very 
forceful. Neck veins were noted to be distended and the trachea was in 
the midline. The patient was having Cheyne-Stokes respirations and his 
lungs were resonant to percussion and auscultation; bilateral basilar 
rales were heard. The heart was markedly enlarged with a grade I-II 
systolic murmur present. 

Laboratory: Hemoglobin 10.9 grams%, hematocrit 33 volumes %, 
white blood cell count 20,900 with 85% segmented neutrophile, urinalysis 
negative~ VDRL negative, sedimentation rate 18 mm. per hour., Creatinine 
1. 2 mgs %; total protein 6. 3 gms, %, albumin 2. 6 gms %, globulin 3. 7 
gms %. Serum iron 76 micrograms; total iron binding capacity 326 mgs%, 
and urine culture negative. 
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Page 2 OCTOBER 1968 - CASE: NO. 4 

ACCESSION NO. 13013 

Radiograph revealed a cardiomegaly, a negative barium enema, and 
a soft tissue mass in tne right neck which contained scattered areas 
of calcification. An electrocardiogram was consistent with left 
ventricular hypertrophy. 

GROSS PATHOLOGY: 

The left carotid artery at the level of the bifurcation contained 
a small aneurysmal bulging which had somewhat of a dumbell shape, measuring 
1 em. in diameter. No thrombotic material was present in this aneurysmal 
formation. The remainder of the left carotid artery and its branches were 
widely patent with evidence of a mild degree of atherosclerotic thickening 
and plaqueing of the wall. The left carotid artery and its branches at 
the bifurcation, coursed over a firm, rubber-like, well demarcated tumor 
mass that was closely adherent to the serosal surface of the arteries~ 
measuring 1 em. in diameter and weighing approximately 3 grams. On 
section of this mass ~ it was salmon-pink to grey-tan in color and had a 
generally homogenous appearance except for a few small slit or cleft-
like spaces~ measuring not more than 2 or 3 mm. in maximal dimension. 
The right carotid artery and its branches. coursed over a much larger 
mass of similar-appearing tissue, measuring 6 x 5 x 3 em. and weighing 
60 grams. On cut section of this tumor, it had a similar appearance to 
the previously described specimen, and was solid throughout, relatively 
homogenous in consistency except for the small slit-like spaces, and varied 
in color from salmon-pink to a light grey-tan. This larger 
tumor had the consistency of normal thyroid gland. 
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NAME: G. L. L . 

AGE: 44 SEX: Female RACE ; Caucasian 

CONTRIBUTOR: S. K. Abul-Haj, M.D. 
Walter Reed General Hospital 
Washington, D. C. 

TISSUE FROM: Right adrenal 

CLINICAL ABSTRACT :. 

OCTOBER 1968 - CASE NO. 5 

ACCESSION NO. 10935 

OUTSIDE NO. S-60-1834 

History: This patient presented with a history of' labile hyper-
tension of four years.' duration. In 1956 the patient was discovered to 
have hypertension on a routine physical examination., At that time, complete 
workup including intravenous pyelograms were non-revealing. She was placed 
on the usual antihypertensive therapy with good response. She was followed 
on and off, and remained asymptomatic except for intermittent hypertensive 
episodes discovered on a few occasions during follow up, until a few months1 
prior to admission in March 1960. At that time she began to have frequent 
episodes of labile hypertension, Yrlth headache and dizziness and 
palpitations. Aside from above the remainder of the history was non
contributory. 

Physical examination revealed blood pressure of 180/110, and pulse 
100. There was mild A-V nicking in. the fundi, and questionable right 
lumbar abdominal mass. The remainder of the physical examination was 
essentially negative. 

Laboratory:: Hemograms were within normal limits. Urinalysis 
showed 2+ proteinuria. Serum epinephrine 2-4 micro gm/1 (normal 0.2-0.,6 
micro gm/1) Serum norepinephrine 47 micro gm/1 (normal 2-6 micro gm/1). 
Histamine provocative test was strongly positive. Regitine test was 
positive ~Tith prompt lowering of blood pressure to hypotensive levels. 

Radiograph: Chest films were interpreted as within normal limits. 
Intravenous pyelograms showed conspicuous lowering of the right kidney 
(the lower pole of which was· at the level of the iliac crest) by a 
right suprarenal mass with angulation. of the right ureter. Compared 
with studies performed in 1956, there was definite descent of the right 
kidney. Because of the labile condition of the patient, retroperitoneal 
air insufflation was not performed. 

SURGERY: 

On April 5, 1960, an exploratory laparotomy was performed, and the 
encapsulated right suprarenal mass was removed. 
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Page 2 OCTOBER 1968 - CASE NO. 5 

ACCESSION NO. 10935 

GROSS PATHOLOGY : 

The mass measured 12 x 9 x 8 em. and weighed approximately 540 
grams" It was well encapsulated and the surface was covered by shaggy 
hemorrhagic fibrofatty tissue., Cut surface was dark orange-tan, 
honeycombed with irregular zones of small hemorrhagic infarctions. 

FOLLOW UP: 

Following, removal of the right adrenal gland on April 5, 1960, the 
patient's hypertension, tachycardia and periodic flushing abated and 
catacholamine analyses on 24 hour urine collections returned to within 
normal limits. 

The patient was hospitalized on four subsequent occasions for meno
metrorrhagia and for a right breast mass. Three intrauterine curettage 
procedures and cervical biopsies in January 1962, November 1962 9 and 
March 1963 respectively disclosed no malignant neoplastic changes and 
breast biopsy in December 1963 disclosed mammary dysplasia. During her last 
two hospitalizations, (March 1963, and December 1963), the patient's blood 
pressure, vital signs, hemoglobin,, hematocrit, white blood cell count, 
differential, blood sugar. urinalysis (including urine sugar), blood. 
urea nitrogen and other routine laboratory findings were ~nthin normal 
limits. She had been on no special medications since. her tumor surgery 
in 1960. No additional follow up information on this patient since her 
last hospital discharge in December 1963. 
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NAHE: C. H. OCTOBER 1968 - CASE NO. 6 

AGE: 60 SEX: Male RACE: Caucasian ACCESSION NO. 8038 

CONTRIBUTOR: N. L •. Morgenstern, M.D. OUTSIDE NO. PS55-1001 
Oakland, California 

TISSUE FROM: Parathyroid 

CLINICAL ABSTRACT: 

History: The patient noted a lump in the right side of the neck 
approximately one year ago. There were no local symptoms referrable 
to it, and there was no heat intolerance or other signs of hyper
thyroidism. He was reluctant to have surgery, and agreed to it only 
after the mass became quite large. 

Laboratory: WBC 5, 650; Hematocrit 44% ;, urine normal; protein 
bound iodine 5.4 mcg/lOOml. Calcium 9.3 mg%; phosphorus 2.9 mg%; 
alkaline phosphatase 9.5 K.A. units; acid phosphatase 3.0 K.A. units. 

Radiograph: Radiological bone survey revealed nothing remarkable. 

SURGERY: 

On February 11, 1955, a spherical mass with a smooth surface was 
removed along with the right lobe of the thyroid. The latter was 
displaced medially so that the surgeon thought it was the pyramidal 
lobe of the thyroid . 

GROSS PATHOLOGY: 

The mass was smooth, and was separated from the thyroid by a 
narrow zone of loose areolar tissue. Section revealed a spongy tan 
surface in which there were masses of colloid-like material. The 
mass measured 6 em. in diameter and weighed 50 grams. 

COURSE: 

Postoperative course was uneventful. 

FOLLOW UP; 

Not received 
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NAME: B. J. OCTOBER 1968 - CASE NO. 7 

AGE: 41 SEX: Female RACE: Caucasian ACCESSION NO., 15771 

CONTRIBUTOR: Milton L, Bassis, M~D. 
Kaiser Foundation Hospital 
San Francisco, California 

TISSUE FROM: Left adrenal 

CLINICAL ABSTRACT: 

OUTSIDE NO. SF66-5266 

History: The patient had a four year history of hypertension~ 
and was treated with drugs and a low sodium diet. She was admitted with 
severe headache and blood pressure of 300/190. Recent history of 
elevated fasting blood sugar. Past medical history included a partial 
thyroidectomy in 1938 for a thyroid carcinoma in San Luis Obispo, 
California. The patient had an uneventful recovery until 1951 when a -
thyroid carcinoma was removed from the right neck. In 1957 the patient 
had a right radical mastectomy for a breast carcinoma and a left 
radical mastectomy in 1959 for another breast carcinoma. In 1962 the 
patient had a lymph node removed from the right neck containing a 
metastatic carcinoma, resembling the tumor removed from the thyroid. The 
patient had been maintained on thyroid extracts since 1951. 

Laboratory: There was a marked elevation of the urinary 
catecholamine . Retroperitoneal co2 insufflation was unsatisfactory. 

Radiograph: Chest x-ray showed an emphysematous chest with no 
evidence of metastatic tumor. A left retrograde pyelogram suggested 
a mass at the upper pole of the left kidney . 

SURGERY: 

An exploratory laparotmy was performed with a bilateral adrenalectomy 
and exploration of the retroperitoneum. Tumors were present in both 
adrenal glands. There li'as1 a solitary live metastases whiCh was removed 
by wedge resection and proved to be a metastatic adenocarcinoma 
thought to have come from the previous breast tumor. 

GROSS PATHOLOGY: 

The left adrenal weighed 249 grams and measured 9 x 7 x 6 em. 
The adrenal was replaced by tumor having an orange-brown appearance 
with focal areas of necrosis and hemorrhage. There were fragments of 
flattened adrenal cortical tissue on the surface of the tumor. A 
positive dichromate reaction was present in the tumor. 

The right adrenal weighed 105 grams and measured 8 x 7 x 3 em. 
presenting a similar appearance to the left. 
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OCTOBER'l968- CASE NO. 7 

ACCESSION NO . 15771 

Page 2 

FOLLOW UF: 

The patient was last seen in April 1968. At that time she had a 
pelvic mass which was felt to represent a fibroid uterus. Hysterectomy 
was advised but the patient refused. No evidence of recurrence of 
breast, thyroid or adrenal tumors. 
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NAME:· R. 0. 

AGE: 27 SEX: Female RACE: Caucasian 

CONTRIBUTOR: E. R. Jennings, M.D. 
Memorial Hospital 
Long Beach, California 

TISSUE FROM: Left adrenal 

CLINICAL ABSTRACT: 

OCTOBER 1968 - CASE NO. 8 

ACCESSION NO. 15080 

OUTSIDE NO. 2485-66 

History: The patient was admitted on April 26, 1966 for palpitations 
and tachycardia or dyspnea lasting 30 minutes to 36 hours. These 
episodes were previously associated with flushing of the ears and face 
as' well as generalized severe throbbing headaches unrelieved by aspirin, 
lightheadedness ,, poor equilibrium, blurred vision, scotomata, greatly 
increased nervousness~ irritability and numbness. of the entire left side. 
The attacks were unrelated to meals, exertion~ emotional stress and often 
occurred at night. In June of 1961 ~ a right pheochromocytoma was removed 
in Neuremburg, Germany. A single episode of syncope in 1964 initiated 
the return of the above symptom complex following an asymptomatic 
period. The first evidence of hypertension was in 1958 and in 1961 
her systol ic pressure was approximately· 300 mm. She also had a 
bilateral mammoplasty implant in 1962. 

Physical examination : No masses were palpated in the abdomen. 
Pertinent physical findings included Grade II A/V nicking of the ocular 
vessels, a 2 x 3 em. soft, smooth nodule in the left lobe of the thyroid 
gland, blood pressure 210/130 in the right arm and 206/122 in the left 
arm (sitting). A Grade I-II aortic area systolic ejection type murmur lvith 
soft short Grade I diastolic murmur were also noted. 

Laboratory,: Her CBC, VDRL, serum electrolytes and creatinine were 
essentially normal.. PBI was 10,6, meg. Urine catecholamines 3230 mcg·./T.V. 
The urinary V.M.A. was 16 mg ., in total volume. 

Radiograph: Chest x-rays was, negative, as was an IVP. A 
renal scan was normal. 

SURGERY : --·--
On May 5, 1966 a laparotomy was performed. At the upper pole of 

the left kidney there was an obvious tumor the size of a lemon which 
was excised. 
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Page 2 OCTOBER 1968- CASE NO. 8 

ACCESSION NO. 15080 

GROSS PATHOLOGY: 

The specimen was oval,, measuring approximately 6.5 x 4.3 x 
5.3 em. in maximal dimension and weighing 70 grams. The external 
surface was mottled pink and tan and a large portion of the surface was 
smooth. One aspect of the external surface had a circumscribed area 
of mottled gold-orange discoloration of an area of approximately 
6.0 x 3.0 em. in maximal width. On cross section the tumor presented a 
fairly well delimited and encapsulated appearance and was composed of 
a mottled,, tan, dark red and mottled grey tissue with focal areas of 
a somewhat darker brown discoloration. The central portion of the 
tumor contained a cystic cavity measuring approximately 3 em. in maximal 
dimension and this was filled with a thick brown-red fluid. 

COURSE: 

Postoperative course was uneventful. 

FOLLOW UP: 

The patient has been seen regularly every 3-4 months, by her physician 
since the time of surgery and she has a complete physical every year. 
Since surgery she has remained normotensive and her blood sugar has 
returned to normal levels. Her PBI remains slightly elevated but her 
physician feels this is due to oral progestational agents. She has been 
maintained on Adrenal steroids because of surgical Addison's disease. 
She was last seen by her physician June, 1968. 
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NAME: H. R. H. 

AGE: 40 SEX: Male RACE: Caucasian 

CONTRIBUTOR: 

TISSUE FROM : 

Leo Kaplan, M.D. 
Mount Sinai Hosptial 
Los Angeles, California 

Right adrenal 

CLINICAL ABSTRACT: 

OCTOBER 1968 - CASE NO. 9 

ACCESSION NO, 12890 

OUTSIDE NO. T 724-63 

History: This patient was first admitted on February 23, 1963 
with a one-month history of bilateral feet and ankle edema ~ and more 
recently edema that persisted and extended upward to involve the thighs, 
There was a decrease in appetite and a pressure sensation in the deep 
epigastrium. 

Physical examination revealed that the pulse was 80, blood pressure 
130/80, and temperature 98.2. There was slight prominence of the eyes. 
The lungs and heart were normal. The liver was one finger below the 
costal margin and a mass was palpated deep in the epigastrium and 
appeared to be nodular.. There were large, external hemorrhoids but 
no abdominal venous pattern was noted. 

Laboratory: 
from 15.6 to 16.7, 

The hematocrit ranged from 46 to 52 and ~emoglobin 
The white. count was normal . 

Radiograph: Retrograde pyelography showed a mass above the 
right kidney and seemingly coninuous with it. 

SURGERY: 

On March 7, 1963 a right kidney, weighing 243 grams, was removed 
along with a neoplastic mass above it that. weighed 234 grams. 

Surgical findings: At the upper pole of the neoplasm was an attenuated 
strip of adrenal gland that blended indistinguishably into the underlying 
neoplasm. A small portion of hepatic tissue was also noted at the 
upper pole, attached to the more. anterior aspect of the mass, but it 
appeared to' be outside of the capsule of the tumor. The tumor was 
globular and measured 25 x 21 x 12 em.. It appeared to be reasonably 
encapsulated, but the capsule was discontinuous in many areas. On sections, 
the tumor showed a variegated range of colors from yellow to gray and 
to brownish-red, depending upon the degree of necrosis and reactive 
changes. The more intact portions of peripherally located neoplasm was 
glistening, homogeneous and yellowish-grey. It was separate from the 
kidney. 
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Page 2 OCTOBER 1968 - CASE NO. 9 

ACCESSION NO. 12890 

COURSE: 

Postoperatively the patient developed renal failure and clinically 
indicated a left renal vein and inferior vena cava thrombosis. This 
had not been mentioned by the surgeon at the time of ressection. This 
was verified by veno-cavogram. Abundant collateral circulation in 
the retroperitoneum and pelvis was demonstrated. Therefore, on March 
20, 1963 a thrombus in the left renal vein and vena cava was removed 
and the left renal vein was anastomosed to the inferior mesenteric 
vein, because it was noted that the inferior vena cava above the level 
of the renal vein was totally occluded. The patient, however , did 
poorly postoperatively and renal function did not return. In addition, 
there was a temperature elevation to 102.2, the patient vomited coffee
ground and bile-stained fluid. 

AUTOPSY: 

Metastases were present only in the liver and lung (two small ones). 
There was a total thrombosis of the inferior vena cava above the renal 
veins to the right auricle. There were retroperitoneal and slight 
peritoneal hemorrhage, and bilateral pulmonary atelectasis. 
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NAME: D. L. E. 

AGE: 51 SEX: Male RACE: Caucasian 

CONTRIBUTOR : E. S. Waters, M.D. 
Napa State Hospital 
Imo1a, California 

TISSUE FROM: Right adrenal 

CLINICAL ABSTRACT: 

OCTOBER 1968 - CASE NO. 10 

ACCESSION NO., 13843 

OUTSIDE NO. A645-42 

History: The patient , a chronic undifferentiated Schizophrenic, 
was admitted in January of 1964~ after several suicidal attempts and 
three previous admissions. His first serious depression was in 1953 
precipitated by the death of his father. He was treated with Mellaril, 
Tofranil; and also received multivitamins daily, and elixir of Bella
barbital. The patient expired on September 11, 1964, but apparently 
nothing unusual· had been noted except that he was noted to be still 
too depressed to have home leave in July 1964. 

AUTOPSY: 

The patient showed acute cardiac dilatation and failure with acute 
pulmonary congestion and edema, horseshoe. kidney with chronic cystitis 
and pyelitis. The right adrenal weighed 13 grams and the left adrenal 
weighed 6 grams. On the right there was a large cortical adenoma. On 
the left there were some patches of cortical hyperplasia. 
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NAME: T. T. OCTOBER 1968 - CASE NO. 11 

AGE: 68 SEX ~ Male RACE: Caucasian ACCESSION NO. 14793 

CONTRIBUTOR: Edward F. Ducey, ~1. D. OUTSIDE NO. 65D411 
Santa Rosa, California 

TISSUE FROM : Pituitary 

CLINICAL ABSTRACT: 

History: The patient had been. an invalid for approximately 
15 years due to a slowly progressive paraplegia more marked in the 
lower extremities. For the past several years he had lived in a nursing 
home and was a permanent wheel chair case. He had been studied 
comprehensively at Fort Miley Hospital in 1954, at which time a diagnosis 
of t'multiple sclerosis 11 was made,, but had. not been examined by a 
neurologist since that date. There was very little increase in the 
degree of disability in the final five years of life, death apparently 
being due to an upper respiratory infection complicated by pneumonia . 
Medical history prior to the onset of the neurologic disability was 
not available. 

Because death occurred in a nursing home, and the patient had 
not been seen regularly by any physician, the coroner's office requested 
an autopsy. 

AUTOPSY: 

A 4 x 5 em. brown encap$ulated tumor with areas of foci and 
necrosis was found. No pituitary was identified. 
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NAME: I. D. O. 

AGE: 81 SEX: Female RACE: Caucasian 

CONTRIBUTOR: Paul R. Thompson~ M.D. 
St. Lukes Hospital 
Pasadena, California 

TISSUE FROM: Left adrenal 

CLINICAL ABSTRACT: 

OCTOBER 1968 - CASE NO. 12 

ACCESSION NO. 15918 

OUTSIDE NO. A-2227 

History : The patient entered the hospital on March 15,, 1967, 
with a complaint of pain in the chest and left arm, associated with 
dyspnea. She had a history of angina pectoris for five years and 
took nitroglycerin. Blood pressure at the time of entry was 120/68 • 
Entering diagnosis was acute myocardial infarction probably posterior 
and coronary and generalized arteriosclerosis. 

Physical examination: 
heard on auscultation. 

Lung fields were clear. No rales, were 

Radiograph ~ 
infarction. 

An EKG confirmed the diagnosis of myocardial 

Laboratory: Hemoglobin 13.0 grams, PCV 39, white blood count 
12g000 with 82% neutrophile.. Urine was essentially negative with 
the exception of 3 to 5 red blood cells/HPF, and, it was noted that 
it was loaded with pus cells. SGOT was 154 on 3-15 and 115 on 3-16-67~ 
and 42 on 3-19-67. 

The patient was moved to the coronary care unit on March 18, 1967 
and suddenly expired on March 19~ 1967'. An autopsy was perfomed. 

AUTOPSY: 

There was a recent myocardial i nfarction due to a right coronary 
thrombus rupture of myocardium with hemopericardium. An incidental 
finding was a large cortical adenoma measuring 3 em. in diameter in 
the left adrenal. Left adrenal gland weighed 23.4 grams. 
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FOR 

OCTOBER 1968 

ENDOCRINE TUHORS 
*l*l*l*l*l*l*l*l*l*l*/*,*l*l*l*/*1*1* 

CASE NO. 1 ACCESSION NO. 13790, H. A. Fanselau,, M.D., Contributor 

LOS ANGELES: 

Islet cell carcinoma - 14 

CENTRAL VALLEY : 

Carcinoid - 7; islet cell carcinoma - 6 

OAKLAND: 

Islet cell carcinoma of pancreas - 6; carcinoid tumor - 3 

~lEST LOS ANGELES : 

Islet cell tumor of pancreas ~ metastatic to node - 6 
xf: Carcinoid malignant 

ORANGE COUNTY : 

Islet cell carcinoma - 8 

SANTA BARBARA : 

Argentiffinoma - 1 ; islet cell tumor, malignant pancreas - 1 

Minutes from San Francisco and San Diego not received. 

FILE DIAGNOSIS: Islet cell carcinoma~ pancreas 
xf : Carcinoid) pancreas 

1579-8153 
1579-8243 



OCTOBER 1968 

CASE NO. 2, ACCESSCION NO. 13669, Thomas E. Wynn, M.D., Contributor 

LOS ANGELES : 

Islet cell tumor - 14 

CENTRAL VALLEY: 

Islet cell adenoma - 13 

OAKLAND : 

!S'let cell carcinoma of pancreas - 7; acinar adenocarcinoma 
of pancreas - 3 

WEST LOS ANGELES : 

Islet cell tumor of pancreas. - 6 

ORANGE COUNTY: 

Islet cell adenoma with Zollinger-Ellison syndrome - 8 

SANTA BARBARA : 

Islet cell adenoma - 2 

FILE DIAGNOSIS ~ Islet cell tumor, pancreas 1579-8150 



) 

OCTOBER 1968 

CASE NO . 3, ACCESSION NO. 15389, Robert E. Wybe1, M.D., Contributor 

LOS ANGELES : 

Carotid body tumor - 14 

CENTRAL VALLEY: 

Carotid body tumor - 13 

OAKLAND: 

Carotid body tumor - 10 

WEST LOS ANGELES: 

Carotid body tumor - 6 

ORANGE COUNTY: 

Carotid body tumor - 8 

SANTA BARBARA: 

Carotid body - 2 

FILE DIAGNOSIS: Carotid body tumor 1945-8690 



) 

OCTOBER 1968 

CASE NO. 4, ACCESSION NO. 13013, William L. Siefert, M.D., Contributor 

LOS ANGELES: 

Carotid. body tumor - 14 

CENTRAL VALLEY: 

Bilateral carotid body tumor with giant cells - 13 

OAKLAND ~ 

Carotid body tumor - 10 

WEST LOS ANGELES: 

Carotid body tumor - 6 

ORANGE COUNTY: 

Carotid body tumor - 8 

SANTA BARBARA : 

Carotid body tumor - 2 

FILE DIAGNOSIS: Carotid body tumor 1945-8690 



OCTOBER 1968 

CASE NO. 5, ACCESSION NO. 10935, S. K. Abu1-Haj, M.D., Contributor 

LOS ANGELES: 

Pheochromocytoma - 14 

CENTRAL VALLEY : 

Pheochromocytoma - 13 

OAKLAND : 

Pheochromocytoma - 10 

WEST LOS ANGELES: 

Pheochromocytoma - 6 

ORANGE COUNTY: 

Pheochromocytoma. - 8 

SANTA BARBARA : 

Pheochromocytoma - 2 

FILE DIAGNOSIS : Pheochromocytoma, adrenal 1940-8700 



OCTOBER 1968 

CASE NO. 6, ACCESSION NO. 8038, N. L. Morgenstern, M.D., Contributor 

LOS ANGELES: 

Parathyroid adenoma - 14 

CENTRAL VALLEY : 

Non-functioning parathyroid adenoma - 13 

OAKLAND: 

Parathyroid adenoma - 10 

WEST LOS ANGELES: 

Parathyroid adenoma - 6 

ORANGE COUNTY: 

Parathyroid adenoma (chief cell) - 8 

SANTA BARBARA: 

Parathyroid adenoma - 2 

FILE DIAGNOSIS : Parathyroid adenoma 1941-8140 



OCTOBER 1968 

CASE NO. 7, ACCESSION NO. 15771, Milton L. Bassis, M.D., Contributor 

LOS ANGELES: 

Pheochromocytoma - 14 

CENTRAL VALLEY: 

Pheochromocytoma - 13 

OAKLAND: 

Pheochromocytoma - 10 

WEST LOS ANGELES: 

Pheochromocytoma - 6 

ORANGE COUN1'Y: 

Pheochromocytoma - 8 

SANTA BARBARA : 

Pheochromocytoma - 2 

FILE, DIAGNOSIS: Pheochromocytoma, adrenal 1940-8700 



) 

) 

OCTOBER 1968 

CASE NO. 8, ACCESSION NO. 15080~ E., R. Jennings, M.D. , Contributor 

LOS ANGELES: 

Pheochromocytoma - 14 

CENTRAL VALLEY: 

Pheochromocytoma - 13 

OAKLAND: 

Pheochromocytoma - 10 

WEST LOS ANGELES :. 

Pheochromocytoma - 6 

ORANGE COUNTY: 

Pheochromocytoma - 8 

SANTABARBARA : 

Pheochromocytoma. Prabably also has medullary carcinoma, 
thyroid - 1; pheochromocytoma,, metastatic - 1 

FILE DIAGNOSIS: Pheochromocytoma, adrenal 1940-8700 



OCTOBER 1968 

CASE NO. 9 ~ ACCESSION NO. 12890~ Leo Kaplan;~ I1.D., Contributor 

LOS ANGELES: 

Adrenal cortical carcinoma - 14 

CENTRAL VALLEY:: 

Adrenal cortical carcinoma - · 13 

OAKLAND : 

Adrenal cortical carcinoma - · 10 

) WEST LOS ANGELES : 

Adenocarcinoma of adrenal cortex - 6 

ORANGE COUNTY: 

Adrenal cortical carcinoma - 7; hypernephroma (renal cell carcinoma)-! 

SANTA BARBARA: 

Adrenal cortical carcinoma - · 2 

FILE, DIAGNOSIS: Adrenal cortical carcinoma 1940-8373 



OCTO:BER 1968 

CASE NO. 10, ACCESSION NO. 13843, E. S •. Waters, M.D., Contributor 

LOS ANGELES: 

Lipomatous adenoma - 14 

CENTRAL VALLEY: 

Genuine neoplastic lipoma - 5; myeloliposis - 8 

OAKLAND : 

Myelolipoma - 10; pseudoliposarcoma - 1 

) WEST LOS ANGELES : 

Myelolipoma (variant) - 6 
xf: Lipoma 

ORANGE COUNTY: 

Angiolipoma - · 4; lipoma - 3 ;. angiomyelolipoma - · 1 

SANTA BARBARA : 

Myelolipoma - 2 

FILE DIAGNOSIS: Myelolipoma, adrenal 1940-8870 



) 

) 

OCTOBER 1968 

CASE NO. 11, ACCESSION' NO. 14793, Edward F. Ducey, M.D., Contributor 

LOS ANGELES: 

Chromophobe adenoma of the pituitary - 14 

CENTRAL VALLEY: 

Chromophobe adenoma of the pituitary - 13 

OAKLAND ; 

Chromophobe adenoma - 10 

WEST LOS ANGELES : 

Chromophobe adenoma - 6 

ORANGE COUNTY: 

Chromophobe adenoma - 8 

SANTA BARBARA : 

Chromophobe adenoma - 2 

FILE DIAGNOSIS: Chromophobe adenoma , pituitary 1943-8270 



OCTOBER 1968 

CASE NO. 12:J ACCESSION NO. 15918, Paul R. Thompson, M.D., Contributor 

LOS ANGELES: 

Adrenal cortical adenoma - 14 

CENTRAL VALLEY: 

Adrenal cortical adenoma - 13 

OAKLAND ~ 

Cortical adenoma - 10 

WEST LOS ANGELES: 

Antioinvasive cortical adenoma - 6 

ORANGE COUNTY: 

Adrenocortical adenoma - 8 

SANTA BARBARA ~ 

Cortical adenoma - 2 

FILE DIAGNOSIS: Adrenal cortical adenoma 1940-8370 


