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~ CASE 1 

Submitted by: H. J. Peters, M.D., St. Frances Hospital, Columbus, Georgia 
A. Aaronson, M.~., Martin Army Hospital, Ft. Benning, Georgia 

Ref. No. 4215 

Muscle biopsy from a 19 year old soldier. Shortly after having per
formed strenuous exercise, some 45 of 60 men of a company of trainees developed 
severe muscle ,pains, and some of the soldiers noted a dark urine. All patients 
examined revealed marked biochemical abnormalities consisting of marked eleva
tions of LOH, SGOT and CPK. Hemoglobin casts were noted in some of the urines. 
There were no serious consequences and no hospitalization Was required. 
Muscle biopsies were performed on several soldiers about the 11th day after 
onset of the symptoms and the biopsy submitted from one of the soldiers is 
representative of all. 

Submitted are: 1 slide stained with H & E and 1 unstained slide. 
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CASE 2 

J. Douglas Balentine, Major, MC, USA 
Armed Forces Institute of Pathology and 
Wyndell H. Merritt, CPT, MC 
Womack Army Hospital, Fort Bragg, North Carolina 

Ref. No. lMLS69-66, AFIP Accession No. 1339500 

The patient is a 24-year-old Vietnamese male who noted loss of pain 
sensation in his right foot 4 years prior to his admission to the 85th 
Evacuation Hospital, RVN, in March of 1969. He had subsequently lost control 
of the intrinsic muscles of the same foot and developed a Charcot joint of 
the right ankle. 

Physical examination at the time of admission to the 85th Evacuation 
Hospital revealed, in addition to the problems with the right foot, stocking
like anesthesia of both legs and feet, fixed clawhand deformities of both 
hands, and an enlarged posterior auricular nerve. Circumscribed hypopig
mented anesthesic skin lesions were noted on the chest. 

The patient had been placed on 100 mgm. of dapsone daily two weeks 
prior to admission. He underwent a below knee amputation of the right leg 
shortly after admission and was discharged two weeks later, to be followed 
and fitted for a prosthesis at a later date. Three weeks after operation 
he developed an erythema nosodum lepra reaction that subsided with the 
reduction of dapsone and usage of cortisone. 

Submitted 1 Kodachrome transparency, 1 slide of the right posterior tibial 
nerve stained with H & E, and 1 slide stained with luxol fast blue-Holmes. 
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Submitted by: Howard Wisotskey, M.D., and Jphn Moossy, M.D., 
The Bowman Gray School of Medicine, 
Winston-Salem, N. C. 

Ref. No. BGSM, A-8284, T-C 

The patient was an 8 year old girl who was well until 15 months before 
death, when she developed a left foot drop. Over the next several months 
she complained of headache and vomiting, developed diplopia, slurred speech 
and right arm weakness. Her first admission was precipitated by a decreas
ing level of consciousness. Clinical examination and diagnostic studies 
suggested a fourth ventricle tumor, but surgical exploration of the posterior 
fossa failed to yield a diagnosis. Subsequently a ventriculo-atrial shunt 
was carried out for developing hydrocephalus. Although some neurologic deficit 
persisted, she showed no progression until two months before death, when her 
level of consciousness again deteriorated. At that time, the cerebrospinal 
fluid (CSF) protein was 1700 milligrams per cent, but the CSF pressure was 
normal. There were two large areas of increased uptake on the Technetium 99 
brain scan. One focus in the left frontal lobe and another in the right 
temporal region. An attempt at ventricular puncture yielded 45 cc. of "oily" 

~ fluid. She continued to deteriorate and died. 

The general autopsy showed only bronchopneumonia. No visceral neoplasm 
was found. Examination of the brain revealed a diffuse leptomeningeal neo
plasm over both hemispheres, at the base, over the cerebellum and surrounding 
almost the entire spinal cord. In some areas the tumor was densely adherent 
to the brain and invaded it. Coronal sections through the brain showed the 
tumor in the leptomeninges to be white and quite firm. The parenchymal 
nodules were multiloculated in appearance, soft, gray, and appeared grossly 
to be mucinous. Nodules were found in all areas of the brain and spinal cord. 
No single area ~Uld be identified as a primary site. 

Submitted are 2 gross Kodachrome transparencies, 1 slide stained with Hand E, 
and 1 unstained slide. 

The section submitted is representative of both the parenchymal and 
meningeal areas of the tumor. 

Point for discussion: What is the histogenetic nature of this 
neoplasm? Where did it arise? 
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Ref. No. S-1389 

CASE 4 

G. N. Budzi10vich, M.D., and I. Feigin, M.D., Department of 
Pathology, N.Y.U.-Be11evue Medical Center, New York, New York 

The patient was an 18-years-01d Negro female who was said to have been 
plagued by severe headaches for "several months". One evening she complained 
of her usual headache and retired, having taken "a couple of aspirins". She 
was found dead in bed next morning. 

Pathological findings: These were limited to the brain, which, on 
external examination, disclosed slight flattening of the gyri, sharp tentorial 
impression marks on the undersurfaces of both unci, moderate herniation of the 
right cerebellar tonsil, slight widening of the pons, and moderate and assymetric 
enlargement of the medulla, which felt quite firm. Both cerebellar hemispheres 
were of equal size. Within the tissues of the latero-anterior portion of the 
right cerebellar hemisphere, a cyst which was level with the cerebellar surface 
was seen. 

Coronal sectioning of the cerebellum disclosed a tumor which was composed 
of a moderately firm to rubbery, pale tan or light gray tissue traversed by 
numerous smooth-walled cysts which ranged from 0.5 to 2.0 em. in diameter and 
contained grayish green mucoid material. The growth has replaced most of the 
hesmisphere, having spared its medisl-dorsal portion. It partly obliterated 
and displaced the IV ventricle, and also extended via all three cerebellar 
peduncles to the brainstem, parts of which, especially the upper medulla, were 
extensively replaced by the tumor. Finally, there was cortical atrophy of the 
remaining portions of the right cerebellar hemisphere and mild dilatation of 
the lateral and IIIrd ventricles. 

The submitted slides, one stained with H & E, the other unstained, are taken 
from the central portion of the tumor within the right cerebellar hemisphere. 
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Submitted by: William I. Rosenblum, M.D. and James Holiman, M.D. 
Medical College of Virginia, Richmond, Va. 

Ref. No. A-267-69. 

The patient was a Negro male, first seen at 15 months with what appeared 
to be a left middle ear infection. This was treated for over a year. At age 
2-1/2, a tumor presented as a mass involving the left middle ear, with invasion 
of surrounding tissue including Eustachian tube and external auditory meatus. 
Biopses of nasopharynx, Eustachian tube and a polypoid mass protruding from the 
middle ear, all showed typical features of an embryonal rhabdomyosarcoma. The 
tumor was not responsive to chemotherapy or irradiation. The boy was treated 
as an outpatient with codeine, and with ineffective chemotherapeutic drugs. 
He was readmitted at the age of three, unable to swallow anything but liquids 
and displaying difficulty in breathing. A tumor mass, 3 cm in diameter, was 
present in the left external auditory canal, and another mass of similar size 
had broken through the skin below the ear. The left side of the pharynx was 
almost occluded by tumor and the soft palate was depressed. 

Other positive physical findings included a respiratory rate of 28, a 
pulse of 140, a dullness at the base of each lung, with expiratory and inspiratory 
rales on the left. The liver protruded 4 cm below the costal margin. Laboratory 
findings were not remarkable. The boy's course worsened progressively, and 
he developed increasing respiratory difficulty. He was heavily sedated with 
morphine, and died on the tenth day of his final admission. 

Significant autopsy findings were restricted to the head, brain, and lungs. 
The latter displayed single metastatic nodules 3 cm in diameter, in each lower 

. lobe. Examination of the head revealed a polypoid tumor projecting from the 
auditory canal, and contiguous tumor masses as noted in the physical examination 
of the patient. The mass beneath the left ear was 5 x 4 cm in size. The mass 
protruding from the ear was 1.5 em in diameter. In the brain a small arterio
venous malformation, a few mm in diameter, appeared as an incidental finding 
in the left parietal cortex. The major finding was an oval mass in the left 
cerebellopontine angle. This mass was continuous with the malignant tissue 
invading the skull, occupying the middle ear and protruding through the skull 
above the ear. 

Submitted are: 1 slide stained with H and E and 1 stained with azan. 
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Submitted by: Lucy B. Rorke, M.D. and George F. Huck, M.D. 
Philadelphia General Hospital, Philadelphia, Pa. 

Ref. No. 69-4519 

This 40 year old housewife had a one-year history of episodes of "numbness" 
or decreased sensation involving the right side of the face, tongue, teeth and 
abdomen. These were associated with. weakness of the right arm and each episode 
lasted up to twenty minutes. Abnormal laboratory studies included the follow
ing: ESR - 58 mm/hr, gamma globulin 2.64 gm% (top normal 1.36 &m%), alpha - 1, 
globulin 0.26 gm% (top normal 0.25 gm%), moderately positive test for anti
nuclear factors. Roentgenograms of the skull revealed increased vascular 
markings on the left side and a pineal shift of 5 mm toward the right side. All 
other bone films were normal. Subsequent diagnostic studies indicated the 
presence of a tumor in the left posterior parietal region. At surgery, tumor 
was found attached to under surface of the dura. It compressed the brain and 
extended to within 1 em of the sagittal sinus. It thinned out in all directions 
in en-plaque fashion to involve all exposed edges of dura. Because of vigorous 
bleeding and the large extent of the tumor, total removal was not attempted. 
About a week following surgery the seizure activity in the right upper extremity 
recurred and was treated with anticonvulsants. Repeat serum electrophoresis, 
bone survey and bone marrow studies revealed no abnormalities. Radiation 
therapy (4000 rads - tissue dose) was given. Prednisone was also given for 
2-3 months. She has done well since surgery and to date (8 months post-op) 
shows no evidence of disseminated disease. 

One H & E section and an unstained slide are submitted. 

Points for discussion: 

1. Diagnosis 
2. Origin of tumor in this location 
3. Prognosis 

" 
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CASE 7 

Uwamie Tomiyasu, M.D. and Robert N. Baker, M.D. 
Veterans Administration Hospital, Los Angeles, Calif. 

Ref. No. A-324-6S. 

This Caucasian man was 53 years of age at the time of death. His neuro
logical illness began IS months earlier when he developed pain and paresthesias 
in the right face following the excision of a 4 cm preauricular encapsulated 
mass. Eventually, he developed right lateral rectus palsy, right jaw weakness, 
progressive left hemiparesis, hypalgesia, difficulty in swallowing and speaking. 
Severe, persistent headaches developed before he expired with bronchopneumonia. 

During his adolescence this individual had severe acne which was treated I 

by irradiation. Since he worked then as a helper in a physician's office, 
allegedly he also gave himself facial X-ray treatments. Chronic radiodermatitis 
developed. During the last 10 years, many basal cell carcinomas and senile 
keratoses were removed from his face. Five years before the patient's demise 
a spindling malignant tumor was removed anterior to the right ear. One year 
later, this recurred. Subsequently similar lesions were found in the right 
upper lip, right temporal, right preauricular areas, and then also from the 
left lower cheek area. The basic characteristics of all these spindling tumors 
are similar to our diagnostic slide preparation. 

Examination of the right fifth nerve at autopsy showed it to be greatly 
enlarged along its course into the ventral pons, where it stopped abruptly. 
The left fifth nerve showed no abnormality. 

Submitted are: One Kodachrome transparency, 1 slide stained with H & E and 
1 unstained slide. 

Our interpretation is that this is a neurofibrosarcoma which developed 
possibly as a result of an excessive quantity of irradiation. 

Questions raised by this case are: 

1) Is there a relationship between the irradiation and the development of 
this malignant appearing peripheral nerve tumor? 

2) What is the nature of the tissue alteration which induces such neoplasia? 
3) What factors might account for the long delay before the clinical appear

ance of these skin lesions? 
4) There was no evidence of von Recklinghausen's disease in this individual. 

Would this alter one's opinion regarding the diagnosis? 
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Submitted by: Raymond A. Clasen, M.D., Presbyterian-St. Luke's Hospital, 
Chicago, Illinois 

Ref. No. A69-l33 

The patient was graduated from M.I.T. at the age of 21 as a metallurgist. 
He first developed convulsions at the age of 29. These were controlled by 
phenobarbital. A complete work-up revealed only evidence of a thyroid 
deficiency which waS treated with thyroid extract. At the age of 41 he began 
to show memory deficits. An EEG at this time showed slow waves in both 
temporal regions. Control of seizures at age 52 required both Mesantoin and 
phenobarbital. There were no further seizures until February, 1968, at which 
time the patient was 60 years old. From April to October 1969, he showed a 
greater memory loss than previously. During this period he was demoted from 
plant engineer to assistant plant engineer. 

The patient was first admitted to our hospital in January of 1969, com
plaining of angina and exertional dyspnea. He was found to have aortic stenosis 
and anemia (Hb. 9.2 gm.%). His bone marrow was fatty with increased stainable 
iron. The PBI measured ,5.7 mcg. and the leucine aminopeptidase was reduced to 
40.7 U. The urinary triglycerides were increased to 209 mg.%. On 3-13-69 a 
Hufnagel valve was placed under Inovar anesthesia. The patient expired on 
the first post operative day. 

At autopsy, he was found to have pulmonary hemorrhage and edema with 
massive hepatic necrosis. 

The slides submitted are a paraffin section stained by the Luxol Fast 
Blue-PAS-Hematoxylin technique and an epon-embedded section of tissue postfixed 
in osmium and stained by the PAS technique. Neurons like those seen in these 
slides were found scattered throughout the cerebral cortex. Rare Purkinje 
cells were involved. There was essentially no involvement of the basal ganglia, 
brainstem, or spinal cord. 
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Submitted by: Rosa E. Fiol, M.D., University of Puerto School of Medicine, 
San Juan, P.R. 

Ref. No. ML 1006-69 

This 29 year old male had been suffering from severe headaches for five 
days before his first admission to the hospital. On the day of admission, he 
appeared drunk-like, with slurring of speech and flushing of the head and 
neck. He went into coma, and a tracheostomy was necessary. Three days later 
he was awake and alert. EEG and brain scan were negative. 16 days later, he 
was discharged. The following day at 2:30 A.M., his wife found him out of 
bed. He had urinated and defecated on the bedroom rug. She gave him a 
thorazine and put him to bed. Four hours later, she awoke to find him in the 
bathroom, vomiting. As she reached him, he collapsed. He was taken to the 
hospital and died at 8:30 A.M. 

The general autopsy revealed severe gastritis and an acute ulceration. 
No peculiar smell was sensed, but the gastric contents were examined and 
cyanide was found • 

The brain weighed 1600 gms. 
seen grossly were discrete, well 
matter, mostly convolutional. 

Besides the moderate edema the only lesions 
defined areas of softening in the white 

Sections submitted: One H & E and one unstained. 

Questions : Is there any relation between the cyanide poisoning and the white 
matter lesions or are they coincidental? ..... .. ... ~'''''' 

Was his first admission due to cyanide poisoning? 
What is the diagnosis of the white ~tter lesions? 


