
CASE 1 

Submitted by: Dr. K. M. Earle, University of Texas Medical Center School of 

Medicine, Galveston, Texas. 

Ref. Na. U. T x. #4-38661 

The brain tissue from this case was submitted by a pathologist from 

Beaumont, Texas who thought that the lung and brain showed "sarcoid-like 

lesions" and wanted an opinion of the case. 

This 15 month old, female was "never right" from birth. Never 

talked, never walked. Had occasional convulsion, controlled with drugs. Also 

has asthma which was controlled with medications. "Pneumonia" in 1960. Never 

able to eat well; sometimes tube fed. Two marriages for the mother. First pro

duced a child who was all right, but killed accidentally. Another child survives 

and is well. By present marriage lost one child (hydrocephalus) and this child who 

never developed normally. No other children survive and no other children but 

these two were born by this marriage. 

The gross specimen consisted of several blocks of formalin fixed 

brain tissue from the cerebral hemispheres and brainstem. The gyri showed diffuse 

atrophy of moderate degree. The white matter was firmer and whiter than normal 

with conspicuous arcuate fibers. The lung tissue was mottled, gray and firm. 
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CASE 2 

Submitted by: Dr. Kenneth A. Osterberg, University of Minnesota, The Medical 

School, Minneapolis, Minn. 

Ref. No. U. H. '83170 Ii A-60-4234 

The patient, a 10 year old male, was the product of a normal 

pregnancy and delivery. He was in good health and displayed normal develop

ment until 8 months of oge, but on the day following his second diphtheria, per

tussis and tetanus immunization the patient developed a fever af 1020 and had 

several generalized motor seizures. 

General physical and neurological examinations were entirely 

within normal I imits. Laboratory examinations, including urinalysis, white count, 

hemoglobin, sedimentation rate, spinal tap, and cerebrospinal fluid revealed no 

significant abnormalities. Bilateral subdural taps were negative. Seizures were 

poorly controlled with phenobarbital and diphenylhydantoin. 

At the age of 5 years the patient was obviously macrocephalic with 

a head circumference of 55.5 cm. Psychological examination at that time dis

closed an I.Q. of 37. He displayed gradual intellectual deterioration, dying at 

the age of 10 years from an overwhelming pneumonia. 

At autopsy the head appeared markedly enlarged with a circumfer

ence of 59 cm. The brain weighed 1890 gms. The brain was obviously enlarged 

with broad gyri. The fresh brain felt firm on palpotion. Blood vessels were es

sentially normal throughout. On section of the fresh brain the cerebral white 

matter was firm and rubbery, except in the frontal lobes where the tissue was some

what softer. The basal nuclei and cerebral cortex on cut section appeared within 

normal limits. By comparison the brainstem appeared small and was somewhat 

brownish in color. (Case contributed by Dr. W. A. Chadbourn) • 
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CASE 3 

Submitted by: Dr. Mary I. Tom, University of Toronto, Toronto, Canada. 

Ref. No. NS-65~. 

Six months prior to admission, this 15 year old girl experienced 

pain in the midthoracic region which increased in severity and radiated around 

the lower costal margin. She also noticed decreasing sensotion and some weak

ness in both legs. She denied any bladder or bowel disturbance. 

On examination she had a sensory level to pi,nprick at T 10 and to 

touch at Ta and T9 . She had bilateral extensor plantar responses; the knee and 

ankle jerks were very brisk with bilateral clonus; the lower abdominal reflexes 

were absent; the reflexes in her arms were normal. A myelogram revealed a 

filling defect at T9-T 10' suggestive of an intradural extra-medullary lesion. No 

lesions were seen in bone. 

Operation: Muscle, spinous processes and laminae were removed 

from T 7 to T 11. On open i ng the dura, a tumor the si ze of an 01 i ve was seen 

lying posterior to the cord and displacing it to the right. There was a large 

nerve root running into the tumor from above and leaving it from below. The 

tumor appeared to have some dural attachment. It was firm, tough and slightly 

gritty. It was removed piece-meal and the dura to which it was attached was 

also resected. 

The specimen received consisted of a number of small fragments 

(1 x 0.5 em.) of very firm whitish tissue • 
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CASE 4 

Submitted by: Dr. L. J. Rubinstein, Montefiore Hospital, New York, N.Y. 

A man of 71 admitted with a six months' history of increasing 

numbness and pain in the perianal and gluteal area without radiation to the lower 

extremities. For two months before admission he had urinary difficulties, with 

retention five days prior to admission. Numbness of penis and scrotum was also 

noted. On examination, there was diffuse weakness of all muscles of both thighs, 

hypoesthesia of penis, scrotum and perianal area; absent rectal sphincter tone; 

absent right knee jerk and both ankle jerks. Myelogram showed a block at L2 

and L3• 

Laminectomy was performed at L2 3 4 with gross total removal of , , 
a well encapsulated intradural extramedullary tumar, together with two nerve 

roots which could not be dissected from the tumor. The specimen was a mass of 

firm rubbery tissue measuring 3.8 x 1.9 x 1.4 cm. in its greatest dimensions, 

weighing 8.3 gms. The tissue was variegated yellow and brown, with firm yellow 

and gray cut surfaces interlaced with brownish strands. 



• 

CASE 5 

Submitted by: Dr. Karl T. Neubuerger, General Rose Memorial Hospital, 

Denver, Colorado. 

Ref. No. Autopsy No. 202-61 

The patient, a 64 year old male at the time of his death, had 

been in military training for four months in 1918, and thereafter was employed 

as a railroad clerk. During the spring of 1919, he noted the gradual onset of 

deep pain in the legs, and his gait became ataxic. In July 1919 he was phy

sically unable to hold his job. He applied for compensation in 1920 and was 

given 100% for service connected disability due to multiple sclerosis. His in

capacity increased. He used crutches since 1936, became incontinent of urine 

in 1943, and was confined to a wheelchair by 1950. On examination in 1960, 

he was mentally alert. There were contractures, mainly of the left knee, much 

wasting and spastic paresis, especially of the lower extremities, intention tremor 

and dysdiadochokinesia of the hands. The deep tendon reflexes were brisk, and 

plantar responses were extensor. All sensory modalities were markedly impaired 

below T 5. He was cared for in a nursing home and remained essentially unchanged 

until June 1961, when he was transferred to the V.A. Hospital with dehydration, 

decubital ulcers and mental depression. 

He was febrile and dehydrated, with proteus cystopyelonephritis. 

He was weak and uncooperative and hardly able to talk to the examiner. His 

speech was slow and midly dysarthric. He showed disturbance of memary, im

pairment of orientation, intellectual functions and judgment and lability of 

affect. He was a feeding problem. Following a gastrostomy on 9-13-61 he did 

well for several days but suddenly became hypotensive and went into shock on 

9-22-61. He developed Cheyne-Stokes respiration the next day and died that 

evening. 



CASE 6 

Submitted by: Dr. Marion Mann, Howard University College of Medicine, 

Washington, D.C. 

A 9 year old Negro female child entered the hospital with the chief 
complaint of left lumbar pain of three months' duration. She was a premature baby 
weighing four pounds at birth. Three months before hospital entry, the child com
plained of dull left lumbar pain which had periods of accentuation. Since the on
set of symptoms the child was tired, had anorexia and frequent colds. She exper
ienced frequency and nocturia; no hematuria has been present. There has been 
"considerable" weight loss in the past two or three months. On the day prior to 
hospital admission the mother noted a swelling in the left lumbar area, and the 
child was "warm to the touch". 

Physical examination on entry revealed a temperature of 1020 , 

pulse 110 per minute, respirations 20 per minute and blood pressure 140/100. A 
mass was palpated in the left lumbar region which was mostly firm but cystic at 
the lower pole. It moved with respiration. Intravenous pyelogram revealed a 
mass overlying the left kidney. An exploratory laporatomy revealed a large tumor 
mass in the region of the left kidney and, superior to it, displacing the kidney in
feriorly and medially. A transperitoneal left nephrectomy was performed. 

Gross pathology: Specimen consists of one-half of a left kidney 
which has been sectioned in a median-sagittal plane and it measures 10 cm. in 
length, 5 cm. in width and 2 cm. in thickness. The cortex of the kidney is 
smooth and glistening and varies in thickness from 0.6 cm. to 1 cm. It is whitish
tan in color and the cortico-medullary junction is fairly distinct. The medulla 
measures 1.5 cm. in thickness. The renal collecting system, particularly the 
pelvic, is markedly compressed by a hugh, firm, greyish, pseudo-lobulated neo
plasm which is growing in the peri-pelvic tissue on the pelvic wall. The tumor 
extends from the level of the junction of the lower one-third of the kidney and the 
upper two-thirds of the kidney superiorly, to the region of the adrenal where there 
is a large spherical necrotic portion of tumor contiguous with the previously des
cribed portion. This portion is in the region of the adrenal, is markedly hemorrhagic 
and, in areas, it is somewhat encephaloid in appearance. It appears to be fairly 
well encapsulated. The entire tumor mass measures 14 x 7 x 0.5 cm. The firm 
portion of tumor (the peri -pelvic portion) measures 8 x 6 x 2 cm., and the soft 
encephaloid necrotic portion in the region of the adrenal measures 9 x 8 x 0.5 cm. 
The superior necrotic mass has multiple areas of hemorrhage, the largest measur-
ing 3.5 x 1.5 cm. No adrenal tissue is recognized in this mass. The firmer area 
is grayish, pseudo-lobulated and contains a few foci of softening, the largest 
measuring 3 x 1.5 cm. Two others are present and they average 1.2 x 0.5 cm. 
and contain a soft buttery type of material. No tumor is seen in the renal paren
cyhma per se but the tumor does appear to be extensively invading the peri-pelvic 
tissue. Ureter, renal arteries and veins are not identified. 



• CASE 7 

Submitted by: Dr. Barbara Burke and Dr. Erland Nelson, University of Minnesota 

Medical School, Minneapolis, Minn. 

This section is taken from a newborn twin, term, female delivered 

/-:i~ forceps and apparently normal immediately after birth. Prolapse of the 

umbi lical cords with knotting and twisting was noted in the delivery room. 

The infant was considered normal until five hours after birth, at 

which time brief apneic episodes were noted. Improvement occurred following 

stimulation and suction. Suction produced bloody mucus which continued until death. 

At approximately seven hours, the infant developed respiratory stridor. Tracheal 

intubation and suction resulted in clinical improvement; however, bright red blood 

continued to be sucked from the nose and mouth. Respiration became labored and 

shallow, and apneic episodes increased. Patchy areas of atelectasis were noted by 

• x-ray examination. 

• 

At this time, it was noted that the anterior fontanel was tense, and 

there was discoloration of the scalp and a cephalhematoma in the left parietal 

region. Subdural taps were normal. Apneic episodes continued, and the heart rate 

slowed and ceased eleven hours after birth. 



• 
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CASE 8 

Submitted by: Dr. Peter Lampert, Armed Forces Institute of Pathology, Washington, 

D.C. 

Ref. No. AFIP Acc 1010992 

A 47 year old man, confined to mental hospital with the diagnosis 

of "schizophrenia" died of bronchopneumonia. At autopsy the other organs showed 

no similar lesions. 



CASE 9 

Submitted by: Dr. Raymond A. Clasen, Presbyterian-St. Luke's Hospital, 

Chicago, Illinois. 

A 51 year old, colored female, first admitted on Aug. 25, 1960, 
complaining of headaches accompanied by visual disturbances of two months' 
duration. Diabetes had been discovered two years previously and, at the time of 
admission, she was on 25 units of NPH insulin daily. On physical examination, 
the only neurologic abnormality demonstrated was an absence of ankle jerks. 
Lumbar puncture revealed clear colorless fluid, under a pressure of 100 mm. and 
normal fluid dynamics. The cell count revealed 24 lymphocytes; 90 RBC's, 50% 
of which were crenated. Chemical examination revealed: sugar, 58 mg. %; protein, 
170 mg. %; chloride, 115 mEq/L. Wasserman reaction was negative. The gold 
curve was 0001221000. There was no growth on routine bacteriologic culture. The 
EEG showed a paroxysmal slow wave focus in the right fronto-temporal area, with 
independent slowing in the left temporal area. While in the hospital, the patient 
showed transient episodes of lethargy and mental confusion. The headaches grad
ually cleared and she was discharged after two weeks. 

While as home the patient experienced periods of disorientation. 
Her speech became slow and halting. There was a progressive disturbance of gait 
and she gradually became completely bedridden, being able to sit only with dif
ficulty. She was readmitted on Oct. 28, 1960, at which time neurologic examina
tion revealed absence of ankle and knee jerks and a bilateral palmomental reflex. 
Multiple lumbar punctures revealed the following ranges of values: pressure, 90 
to 280 mm; lymphocytes, 36 to 174; protein, 88 to 512 mg.%; chloride, 115 to 131 
mEq/L; sugar, 98 to 172 mg.%. Repeated gram stains, acid fast stains for fungi, 
and bacteriologic cultures were negative. During the course of her hospitalization 
her dementia increased to the point of her being often unresponsive to verbal, and 
occasionally to painful, stimuli. She became incontinent of urine. One week 
after admission she suddenly developed a right hemiplegia which, in the succeeding 
weeks, increased in intensity to almost complete paralysis of both upper and lower 
extremities and the right face. In the fourth week her fever, which had been 'low 
grade, began to reach hei ghts of 103-1040. She was given courses of I. V. tetra
cyclin and amphoterisin, without noticeable improvement. In the fifth week she 
was persistently comatose. She expired on Dec. 2, 1960, in vasomotor collapse, 
which was unresponsive to therapy. 

Significant autopsy findings were I imited to the brain. Grossly, 
this showed questionable small areas of discoloration in the white matter of both 
cerebral hemispheres. Microscopically, the changes illustrated on the accompanying 
sl ides were found scattered throughout both cerebral hemispheres and the brainstem. 
A virus, as yet unidentified, was isolated on monkey kidney culture from both the 
spinal fluid during life and the brain at the time of autopsy. 



• CASE 10 

Submitted by: Dr. Irwin Feigin and Dr. Nina Popoff, New York University

Bellevue Medical Center, New York, N.Y. 

This <10 year old woman died of pneumonia and uremia one day after 

admission to the hospital. She is known to have been hypertensive, to have had 

rheumatoid arthritis, and to have been blind as the result of an old gun-shot wound 

through the skull. Autopsy revealed a chromophobe adenoma of the pituitary gland, 

and a variety of arteritic lesions in the general organs interpreted as rheumatoid 

arteritis and necrotizing arteriolitis. 

The brain contained no vascular lesions, though a microscopic old 

hemorrhage was present in the right precentral gyrus. The optic tracts were de

generated, as were some of the neurons of the lateral geniculate bodies. Our 

interest centers on a small nodular excrescence of white tissue passing downward 

• from the roof of the left ventricle and measuring 7 x 3 x 4 mm. in size. This 

nodule is included in the sections under study. 

• 



CASE 11 

• Submitted by: Lt. Richard L. Davis, MC, USN, Armed Forces Institute of 

Pathology, Washington, D. C. 

A 3-1/2 month old Negro male was the product of a normal preg

nancy and delivery. The early neonatal period was unremarkable but at age two 

months a midline mass was noted at the region of the anterior fontanelle. The 

mass enlarged but no other signs or symptoms were noted. 

On physical examination the mass measured 5 cm. in diameter. It 

was firm, non-tender, non-pulsatile, and fixed to the skull. No bruit was heard. 

The optic fundi were not well visualized and the general physic an and neurological 

examinations were normal except for a mild mucoid nasal discharge and wheezes 

and fine rales in both lungs. 

Skull x-rays showed the mass in the anterior fontanelle with erosion 

of the bony margins and separation of the coronal suture line. 

~ A spinal tap showed an opening pressure of 110 mm. of water and 

• 

clear fluid. The protein was 124 mg.% and the glucose 61 mg.%. Numerous RBC's 

and a few WBC's, mostly lymphocytes, were present. 

A pneumoencephalogram showed bilateral "cerebral atrophy" and 

carotid angiograms did not show large vessels to the mass. 

At surgery the mass was adherent to the underlying dura but did not 

appear to have penetrated the dura. The child died at the conclusion of the 

surgery • 

At autopsy a small nodule identical to the large mass was found on 

the internal surface of the dura. No other tumor was present. The excised tumor 

mass was 5.5 x 5.5 x 4.5 cm. in size, firm, and varied from gray to black in color • 
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CASE 12 

Submitted by: Dr. Richard lindenberg, Central Anatomic Laboratory, Baltimore, Md. 

A 41 year old white man was a resident of a rural town. He was 
admitted to.a hospital in coma and survived only seven hours. He had been a severe 
chronic alcoholic, but had otherwise been in good general health. Six days prior 
to admission he was acutely intoxicated and fell down some steps. He was rendered 
unconscious and remained so for approximately 20 minutes. Thereafter, there was no 
evidence of illness until the afternoon prior to his death. At this time he was known 
to be drinking at home (no one could supply information as to the nature of the 
libation). The first symptom was projecti Ie vomiting, but no medical aid was sought 
unHI he lost consciousness. 

Examination showed the patient to be unconscious, sweating and with 
a respiratory rate of 35-40 per minute. Rectal temperature was 99; a pulse was not 
palpable and the blood pressure was unobtainable. The pupils were small and re
acted sluggishly to light; the left eye converged. Corneal reflexes were present. 
The neck was questionably stiff. The lungs were clear. The abdomen was negative 
except for diminished bowel sounds and complete absence of abdominal reflexes. 
The deep tendon reflexes were also absent. One hour before death a series of 
grand mal convulsions was initiated. The rate and depth of respirations diminished 
rapidly and he expired in obvious respiratory arrest. 

At necropsy the brain weighed 1440 gms. The arachnoid was trans
lucent except in a few areas over sulci where it appeared slightly thickened. 
There was no evidence of arteriosclerosis, mechanical injury, atrophy or swelling. 
Focal lesions were not seen in multiple cross sections of the brain. The heart was 
enlarged to 500 gms.; it was flabby but exhibited moderate hypertrophy of the left 
ventricle. The coronary arteries showed mild sclerosis. The lower lobes of the 
lungs were congested and quite edematous. The liver showed mottled light yellowish
brownish discoloration and central lobular congestion. The kidneys were swollen, 
the total weight being 360 gms. The renal cortex was well differentiated from the 
medullary zones, but appeared pale. There were no other gross abnormalities. 

(Note: It is interesting to examine this slide with polarized light) 
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CASE 13 

~ Submitted by: Dr. Joo Ho Sung, College of Physicians and Surgeons of Columbia 

University, New York, N. Y. 

• 

Ref. No. A 19900 

This 56 year old man was first seen in July 1957, with a two months' 
history of numbness and paresthesias of the left foot, and intermittent painful "elec
trical" sensations in the left buttock, lateral and posterior aspects of the thigh and 
foot, and a six weeks' history of burning pain about the right shoulder blade. From 
March to June 1959, the patient was hospital ized because of these symptoms. He 
also had marked weakness of the left hip, atrophy of the left calf, and drift of the 
right upper extremity with moderate weakness at the shoulder and elbow, decreased 
vibratory sensation, hypesthesia in the left lower extremity and sacral hyperalgesia, 
The cerebrospinal fluid was normal. There was no block. The fluid contained one 
WBC per cu. mm. and 56 mg. % protein. While in the hospital the patient developed 
a pneumococcal meningitis which responded well to treatment. In spite of meticorten 
and stilbesterol freatment, pain and weakness increased, motor power of the left 
lower extremity was completely lost and weakness of the right upper extremity grew 
worse. In the last few months before his death, he developed difficulty in urination, 
frequent fecal impactions, profound peripheral facial weakness, dysphagia, an 
absent gag reflex, a marked left peripheral facial weakness and required nasogastric 
feedings. Several lumbar punctures in this period revealed high proteins, up to 
460 mg. %, low sugars, as low as 30 mg. %, and high cell counts, up to 215 WBC, 
principally lymphocytes. The patient further developed a complete external ophthal
moplegia, photophobia, nuchal rigidity and a positive Kernig sign with unequally 
reactive pupils. Terminally, the patient developed pneumonia with hyperpyrexia 
of 106.60 • He died about two and one-half years after the onset of symptoms. Cul
tures of the CSF for fungus and bacteria were negative. 

Postmortem examination revealed a widespread cellular infiltration 
like that in the slide presented, in the leptomeninges, central nervous system, 
spinal and cranial nerve roots and their ganglia and peripheral nerves • 
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CASE 14 

Submitted by: Dr. J. G. Kuhns and Dr. H. J. Peters, Medical College of Georgia, 
Augusta, Georgia. 

Ref. No. A-1428 

The patient, a 20 year old colored female, was admitted to a private 
ho~ital six days before death with the chief complaint of fever. The admission 
diagnosis was pneumonia. Several days later, because of neurological signs and 
symptoms, a spinal tap was done which revealed the presence of 7000 white cells, 
predominantly neutrophiles. It was stated that gram negative intracellular diplococci 
were also seen. The patient received sulfadiazine, chloromycetin, combiotic and 
kanamycin. On the day of death the temperature rose to 1080 • She died while 
being transferred to the hospital of the Medical College of Georgia. 

The past history is significant because she was thought to have 
suffered from a progressive degenerative disorder of the central nervous system, 
such as amyotrophic lateral sclerosis or multiple sclerosis which began following a 
tonsillectomy two years before death. It was not possible to obtain an adequate neuro
logical history. 

At autopsy there was an irregularly defined cystic lesion in the lower 
pons and upper medulla which contained white, cheesy and flaky material. The 
cyst extended from the ventral surface of the pons and medulla to the floor of the 
fourth ventricle, producing slight obstruction of this ventricle and subsequently 
dilatation of the aqueduct, the third and lateral ventricles. Purulent meningitis 
of the lower throacic and upper lumbar spinal cord was present. There was also a 
severe lobular pneumonia • 


