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• CASE 

.~o'-l:+>'~;7-'7.~Medical College of Georgia, Augusta, Georgia. 
23490. 

This 36 year old white female was seen for the first time in November 1962. Her chief 
complaint was a growth in the right side of her throat which apparently had been present for 
some time. Physical examination revealed a mass of about 4 x 4 cm., located in the area of the 
right tonsil. The mass was slightly hyperemic, nontender, and firm. The remainder of the physical 
examination and the laboratory findings were essentially within normal limits. A transoral 
biopsy was attempted but did not produce tumor tissue. 

She was readmitted in June 1963. The tumor now measured about 7 cm. and was located in 
the right retropharyngeal area immediately posterior to the right tonsillar pillar. Another biopsy 
was performed. 

During the third admission in July, it was noted that there was a Horner's sign on the right. 
Surgical excision of the tumor was carried out. During the operation it was noted that the tumor 
infiltrated and encircled the right internal carotid artery and seemed ta arise from the ganglion 
nodosum. The tumor extended to the base of the skull and the vagus had to be cut at the foramen 
and below in order to be able to remove the tumor. Though the tumor shelled out easily from the 
retropharyngeal area it was difficult to remove around the vessels. The postoperative course was 
uneventful. However, she continues to have a Horner's sign and has developed atrophy of the 
trapezius and weakness of the right deltoid muscle. 
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• CASE 2 

Submitted by: Dr. Jonas C. Strouth ond Dr. Wolfgang Zeman, Indiana University Medical Center, 
Indianapolis, Indiana. 
Ref. No. NP-63-26 

This 42 year old white male became acutely blind on the right in July 1961 and had episodes 
of numbness of the right half of the body lasting about five minutes. Over the succeeding two 
months his memory began to fail and he developed a slurring, faltering speech. He was frequently 
somnol'ent. 

On hospital admission in September 1961, his blood pressure was 130/80 mm Hg and remained 
in this range for the rest of his life. Neurologic examination revealed dysphasia, dyscalculia, 
right-left disorientation, right central facial palsy, and mild weakness of the right arm and leg. 
The right eye was amaurotic due to "central retinal artery thrombosis." Proprioceptive and 
epicritical sensitivity were intact. 

Laboratory studies: Blood counts were normal throughout the entire illness. Cerebrospinal 
fluid protein was consistently normal except for increase to 100 mgm % toward the end of his 
illness. Repeated pneumoencephalograms and bilateral carotid arteriograms were normal. 

~ During the following three months his neurological signs became more pronounced and com-
plicated by incoordination and intellectual deterioration. 

In December 1961 a biopsy from the right temporal lobe was obtained. 

For the remaining sixteen months of his life he was confined to a wheelchair, because of 
weakness and incoordination. Serial EEGs showed evidence of progressive genera.lized cerebral 
dysfunction. He developed generalized seizures, headaches and many somatic complaints. He 
was comatose for several days prior to his death on April 4, 1963, 

At autopsy the adrenals appeared reddish and symmetrically enlarged to 4 cm in diameter. 
The brain weighed 1300 grams and displayed numerous minute foci of cortical and subcortical 
necrosis. 

, 
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• CASE 3 

~-:-:::7E'""4~~~;::.~r=cnd Dr. Abner Wolf, College of Physicians and Surgeons 

This 2-1/2 year old white male was first seen at the age of 16 months with a three week 
history of irritability, lethargy and unsteadiness in walking. Examination disclosed a right 
VI, VII and IX cranial nerve palsy, limb and truncal ataxia, left hemiparesis and bilateral 
Babinski signs. He was given 3400 r for a presumed intra-axial glioma, with considerable 
improvement. A year later, however, the head was enlarged and there was early papilledema and 
mild left facial and left leg weakness. Plantar responses were flexor and no cerebellar signs were 
elicited. A right ventriculopleural shunt was performed. The downhill course was aggravated 
by renal, skin and lung infections. The patient died 13 months after the onset of symptoms. 

At autopsy an irregularly lobulated, pale grayish mass measuring about 6.0 x 7.0 x 8.0 cm., 
was found ventral to the pons and upper medulla and in the right cerebellopontine angle. It 
was embedded in the right cerebellar hemisphere; pons and medulla which were greatly compressed, 
deformed and displaced, as was the IVth ventricle. The mass was sharply demarcated from the 
brain stem but was not separable from the cerebellar hemisphere. The tentorium was elevated. 
On section portions of the tumor were smooth and pale grayish, while other parts were more 
granular, mottled, softer and tan. There were several cysts, ranging up to 1.5 em., whieh 
contained light greenish-gray, gelatinous material. Many small nodules of cream colored tissue 
were present in the leptomeninges over the dorsal surface of the spinal cord. 
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• CASE 4 

(

Submitted by: Dr. L. J. Rubinstein Stanford University, Palo Alto, California 
Ref. No. Monte lore Hospita, utopsy'17241. 

I A 20 year old mentally retarded Negro girl, known to have had right hemiplegia from birth. I Details of the early history are not available but the patient was an illegitimate child who was 
noted to have a limp as soon as she began to walk. Mental retardation, not noticed originally 
by her mother, was obvious when she began school and she was placed in a special class. 
Though she was severely retarded, and at the age of 20 had the manner and appearance of a 10 
year old, she managed to complete 8 years of school before entering high school at the age of 
16. There she managed to pass only three major subjects in 2 years. 

• 

On eXClmination there was marked spasticity of the right upper and lower limbs, and the 
right arm was definitely smaller than the left. There was loss of position sense and astereognosis 
of the right upper limb. 

Over the years she developed chronic glomerulonephritis with secondary hyperparathyroidism. 
She died in uremia of her kidney disease. 

At. poStmortem.the general pathological findings consisted in chronic interstitial glomerul
onephritis with fibrosis and atrophy of the kidneys; acute bronchopneumonia; pulmonary edema 
and hemorrhage. 

There was a large porencephalic cyst involving the left cerebral hemisphere, over the 
distribution of the middle cerebral artery but including also the left paracentral lobule. The 
left pyramidal tract was marKedly hypoplastic. 

The slides submitted include sections through the pons and spinal cord. Both levels are 
oriented in the same direction. 
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CASE 5 

Hospital, California 

A 74 year old unskilled laborer had not worked since 1945 and was admitted on July 30, 
1962. In 1927 he began to drag his right leg and by 1936 could not climb stairs. In 1945, 
weakness in the right hand and slow progression of right hemiparesis; in 1960 failing memory and 
vertigo in the erect position; in 1962, weakness of left leg and fainting. Trigeminal neuralgia 
began in 1935; two operations and two alcohol injections gave partial relief. His first admission 
was preceded by a fainting spell and a fall, with suspected minimal subara.chnoid hemorrhage. 
This was treated conservatively and the spinal fluid cleared. He was exposed to poisonous gas 
in World War I and was hospitalized for "lead poisoning" in 1920. 

On examination (1962) he could not walk. There was impairment of memory and slight 
obtundation. The right hemiparesis was evident, with right facial weakness and right arm drift. 
Loss of use of the right leg was total. All deep tendon reflexes were very active with slight 
increase of right biceps and wrist jerk; the plantar reflexes were extensor bi laterally. Sensory 
findings were equivocal except for decrease of position and vibratory modalities in the right 
extremities. 

After several months the patient regained some motor strength. He then developed weight 
loss, atrophy, wasting, progressive bilateral paresis and dementia. He became bedfast about 
January 1963. Lower motor neuron signs gradually extinguished the earlier upper motor neuron 
signs. Atrophy of the interossei and distal muscles of all extremities and tongue were present 
and fasciculations became more evident. He became hyporeflexic with loss of Babinski signs. 
About July 30, 1964 he became weaker and more'somnolent. On Aug. 17, 1964 the blood pressure 
fell to 76740, he became stuporous and developed left flaccid hemiparesis and more pronounced 
right facial paresis. Death occurred on Aug. 19, 1964. 



AANP Slide Session 1965

• CASE 6 

Submitted by: Dr. John T. McGrat University of Pennsylvania, The School of Veterinary Medicine, 
Philadelphia, a. 
Ref. No. 63:411 

This male 4 month old Afghan dog was one of a litter of 8 (5 males, 3 females). Four 
animals (3 males, 1 female) of this litter presented a similar dini:ccpo.fllol:ogic syndrome. Acute 
onset of posterior paresis followed by paraplegia and ascending cord signs. In all cases the 
animals were destroyed because of prostration, decubital sores and incontinence. Rather complete 
blood and cerebrospinal fluid studies revealed only a slight anemia and hypoproteinemia. Pertinent 
pathology was restricted to the spinal cord. The dam and sire were rebred the following year. A 
litter of 7 resulted. To date, on 41/2 month old male has been necropsied with similar clinico
pathologic findings. 
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CASE 7 

Submitted by: Dr. E. Ross, University of Colorado School of Medicine, Denver, Colorado 
Ref. No. 7726 

This 71 year old white female was admitted to the Fitzsimons Army Hospital for terminal 
care. 

Since 1958, the patient had been bedridden in a nursing home. At the time of her admission 
she was in a "vegatative state", emaciated, quadriplegic with severe flexor contractures of all 
extremities. She could neither talk nor swallow adequately. Her only motor movements included 
voluntary'biinking, slight movement of the mouth, and frequent tonic movements of her extremities. 
Because of urinary incontinence, a Foley catheter was inserted. During the eleven days of her 
hospitalization she remained uncommunicative, but not comatose. Her continuous febrile state 
was attributed to her multiple infected decubital ulcers. She died 11 days after admission. 

In 1929, she was diagnosed as having pernicious anemia. The patient was treated with 
injections of liver extract, followed by vitamin B12 when this became available. In 1934, she 
was diagnosed as having multiple sclerosis. 

. At autopsy, the brain weighed 808 gms. Coronal sections revealed numerous scattered 
focal areas of gray-white discoloration within the cerebrum and cerebellum. The spinal cord 
showed similar irregular discolored patches. There was severe atrophy of the gastric mucosa, 
and generalized atrophy of the musculature. Sections are stained with H & E and Berger's silver 
method. (Case shown by courtesy of Capt. D. Lowell, Fitzsimons Army Hospital). 
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• CASE 8 
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Submitted by: Dr. G. Budzilovich nd Dr. I. Feigin, New York University School of Medicine, 
New York, N. Y. 
Ref. No. VA-54-64 

A 35 year old, diabetic, hypertensive woman is said to have experienced severe malaise 
and to have tended to drop ob·lects easily from her hands for several months before death. Nine 
days before death, she sudden y experienced right sided headache, numbness and tingling of 
right hand and forearm, became confused, irrational and then drowsy. On admission the next 
day, LI02.20 F., P.R. 110, B.P. 180/110, and respirations were Cheyne-Stokes in type. The 
neck was stiff and the Brudzinski sign was positive. The pupi Is were unequal and reacted poorly. 
The patient was depressed but not comatose. The deep reflexes were equal but Babinski signs 
were present bilaterally. W.B.C. 18,200; the urine contained sugar, protein, but no acetone; 
C.S.F. clear, protein 46,35, 19 mgs.%; sugar 318, 108,38 mgs.%; cells 71 (P. 90, L. 2, ?8), 
3, 2. Cultures negative for bacteria and fungi. 

Her course until death 8 days after admission was characterized by decreasing temperature, 
eventually below normal, facial edema, convulsions, and episodes of IIpnea and pulselessness 
requiring cardiac message. Therapy consisted of insulin and varied antibiotics. 

Autopsy revealed old and fresh myocardial infarcts, acute pulmonary edema, Kimmelstiel
Wilson kidneys, interstitial fibrosis of the pancreas, and a single bone marrow embolus in a small 
vein in the cerebral dura. There were no gross chllnges in the cerebrum, except for a fine dark 
brown speckling in the base of the pons. Microscopic changes were limited to the pons, and are 
illustrated in the sections submitted. 
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Submitted by: Dr. P. Lampert AFIP, Washington, D.C. and Dr. M. Tom, University of Toronto, 
Canada. 
Ref. No. AFIP ACC. 1158811; Toronto NP 420-55 

A 49 year old man presented a seven year history of "odd" behavior. He "used to imagine 
things". An attack of arthritis was associated with the beginning of his mental disturbances. He 
was stuporous, had clonic movements of left face ond orm with synchronous vertical nystagmus. 
There was an increase of muscle tone in both arms. laboratory findings were negotive. 
Pneumoencephologram presented diffuse pronounced atrophy of cortex. The EEG was diffusely 
abnormal but without any localizing activity. 

Autopsy revealed enlarged mesenteric lymph nodes, fibrous pericardial adhesions, and 
atrophy of the frontal lobes. The ventricular surface was studded with pinpointed nodules. 
Widespread involvement of the cerebral cortex, basal ganglia, cerebellum and brain stem by 
same lesions as seen in slide was found. The section is stained with Aldehyde Thionine PAS. 
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• CASE 10 

Submitted by: Dr. F. H. Gilles, Children's Hospital Medical Center, Boston, Mass. 
Ref. No. A-64-258 

This 5-11/12 year old boy waswell until six months prior to death when headache, irritability, 
dizziness, and vomiting resulted in a posterior fossa exploration which revealed a medulloblastoma 
filling the fourth ventricle. It seemed attached to the floor. Partial removal and a Torkildsen 
procedure were carried out. Postoperatively he received 3,200 r to the spinal canal and 2,000 r 
to the skull. He did poorly until four montlis before death when headache and vomiting recurred. 
He was markedly obtunded on examination and the decompression site was bulging. Decadron 
2.5 mgm. t.i.d. was started and continued for 45 days until three days prior to death. An 
additional course of radiation to the skull totalling 2,600 r was interrupted because of progressive 
pancytopenia. Five days prior to death: RBC - 1.95 m, WBIK - 950, platelets - 20,000. 

At autopsy he had an obstructive hydrocephalus and yellow marrow of sternum, ribs, and 
vertebrae. 
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• CASE 11 

Submitted by: Dr. John A. Wagner, University af Maryland School of Medicine, Baltimore, 
Maryland. 
Ref. No. NS 11 ,601 

A 6 year old girl was admitted without previous medical treatment 8 days prior to death be
cause of abdominal pain, lethargy and inability to walk, beginning 5 days after a sore throat. The 
day prior to admission she complained of epigastric pain and on the morning of admission she could 
not walk. She received no medication at home. The past history revealed only that she had had 
measles and chicken pox. There was no history of trauma or pica. 

On admission her temperature was 1020 ; blood pressure 160/90; respirations 60, and pulse 96. 
The reflexes were normal in the right leg but absent in the left leg. She could move neither lower 
extremity and Kernig's sign was positive. She had brief horizontal nystagmus. There were no other 
neurologic findings until 24 hours later when the Babinski sign was found to be positive bilaterally. 

. A lumbar puncture showed a pressure of 200 mm. water with 13 lymphocytes and 2 polys; 
sugar 66 mgm. %; protein 38 mgm. % and chlorides 111 mEa/litter. Blood and urine examinations 
throughout the course were normal as were x-rays of the skufl, long banes and chest. Cultures of 
the pharynx, rectum, CSF and the brain at autopsy grew no virus. 

On the second hospital day the respirations became Cheyne-Stokes and shortlx afterwards, 
she was apneic and required a mechanical respirator. Her temperature was l00-1030 F. throughout 
the course. 
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• CASE 12 

Submitted by: Dr. Raymond A. Clasen, Presbyterian-St. Luke's Hospital, Chicago, III. 
Ref. No. A-64-370 

This was the case of a 2-1/2 year old white female who was operated upon at six days of 
age far cyanotic congenital heart disease. The patient was found to have a tricuspid atresia. 
Definitive therapy consisted of amputation of the pulmonary artery just distal to the pulmonary 
valve and end to side pulmonary artery-ascending aorta anastomosis. She recovered uneventfully 
from the surgical procedure and the cyanosis was relieved. The patient also had a right upper 
lobe pneumonectomy for atelectasis and pneumonia secondary to an anomalous right uprer lobe 
bronchus at the age of 3 months. Following the second procedure, the patient did wei until the 
age of 28 months when she suddenly developed cyanosis and coma. On admission, the limbs were 
rigid and there was bilateral ankle clonus. She responded only to painful stimuli. A spinal tap 
revealed clear, colorless fluid under a pressure of 270 mm. The total protein was 7 mgm.%, chloride 
130 mEq/L, and sugar 11 0 mgm. % There were no cells and no growth was reported on routine 
culture. The child remained comatose and expired on the 23rd hospital day. 

Postmortem examination revealed focal destruction of the white matter scattered throughout 
both cerebral hemispheres. The gray matter appeared not to be grossly involved. 


