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NAME : R. M. L. 

AGE: 21 SEX: Female RACE: Caucasian 

CONTRIBUTOR: ; Andrew J. McQueeney, M.D. 
St. Francis Hospital 
Santa Barbara, California 

NOVEMBER 1968 - CASE NO. 1 

ACCESSION NO. 15538 

OUTSIDE- NO. 67-.530 

TISSUE FROM: Right cervical and supraclavicular lymph nodes 

CLINICAL ABSTRACT: 

History: The patient has remained in good general health over a 10 
year period ., Her third admission 'tvas for painless swelling of right cervical 
lymph nodes since 1957, recurrent over a 10 year period~ with no generalized 
lymphadenopathy. 

Past history: First excisional biopsy, March 2S, 1958, showed 
discrete group of lymph nodes 5 - 25 mm. in diameter reported as 
"hyperplastic lymphadenitis. n Second excisional biopsy of recurrent 
3.5 em. lymph node right cervical, region dated, December 9, 1959, reported 
as "benign lymphoid hyperplasia - evolution unpredictable •. ~ 

Physical examination revealed no generalized lymphadenopathy. 

Laborato!I revealed a hemolytic anemia, leukopenia and thrombo
cytopenia but blood work done over the previous 10 years was within 
normal limits. 

Radiograph· 
as negative. 

SURGERY: 

Chest film and GI series~ March 14, 1967, reported 

On March 15, 1967, the right cervical and supraclavicular lymph nodes 
were excised. 

GROSS PATHOLOGY : 

The specimen consisted of multiple enlarged right cervical lymph 
nodes and medial supraclavicular nodes, totaling 100 grams. Individual 
nodes were discrete and varied in size from 10 to 40 mm. Several of the 
larger nodes showed focal hemorrhage, apparently secondary of operative 
trauma. There was no evidence of necrosis or caseation and the cut 
surfaces were uniformly tan and encephaloid, resembling hyperplastic 
lymphoid tissue. 
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FOLLOW UP: 

NOVEMBER 1968 - CASE NO. 1 

ACCESSION NO. 15538 

On October 6, 1967, she had a left lower lobe pneumonia. This 
gradually cleared when a massive splenomegaly was noted. She was 
admitted again on March 25, 1968, at which time studies were carried out. 
She received nitrogen mustard with excellent results during the last 
14 months. Later for an exacerbation she received Cytoxan. The patient 
was placed on steroids and maintained until her last admission, together 
with radiation to the spleen (ten days' duration) a month prior to the 
last admission. She developed a moon face, and on May 10, 1968 a splenectomy 
and incidental appendectomy was done together with an accessory splenectomy. 
At this time lymph node enlargement was noted to be present at the porta 
hepatis and a biopsy of the liver showed similar cells to those in the 
lymph nodes. She spiked a fever from 103° to 104° which lasted the 
remaining portion of her illness, jaundice developed with a wound 
infection. The lat~er began to gape~ abdominal distention developed, 
respiratory difficultiesdeveloped and she expired on September 27, 1968. 
Autopsy permission was not granted. 



NAME: T. S. NOVEMBER 1968 - CASE NO. 2 

AGE: 6 SEX: Male RACE :: Caucasian ACCESSION NO. 17680 

CONTRIBUTOR: Harvey Upham, M.D. OUTSIDE NO . 2626-68 
Presbyterian Intercommunity Hospital 
Whittier, California 

TISSUE FROM: Left cervical lymph node 

CLINICAL ABSTRACT: 

History : 'Ihe family first noticed a lump in the left side of 
the patient's neck on August 20, 1968, which had suddenly appeared. The 
mass had not changed in size except noticed several nodules adjacent 
to it. There was no pain in the mass, and no cough. 

Physical examination revealed 4 em. left posterior cervical matted 
nodes, which were non tender. There was also one enlarged node in the left 
axilla. 

Laboratory report: Hemoglobin 12 gm., WBC 7,800, 30 segs, 
2 stabs~ 62 lymphocytes~ 2 monocytes and 4 eosinophils. 

Radiograph: Chest film was, normal 

SURGERY: 

On September 20, 1968 an excision of the posterior cervical 
lymph nodes (left) was performed. 

Surgical findings,: There were numerous enlarged posterior cervical 
lymph nodes measuring anywhere from 5 mm. in diameter up to 3.5 em. in 
diameter. The nodes were soft, were not matted, but they were grouped 
together, filling up the entire left posterior cervical area, with 
several going under the sternocleidomastoid muscle to the anterior 
chain. There were approximately 15 to 20 lymph nodes in the entire mass 
of nodes, which were removed. 

GROSS PATHOLOGY: 

The specimen consisted of 13 pink to tan, somewhat rubbery lymph 
nodes or portions of lymph nodes which varied in size from 0.8 em. in 
diameter to 2.9 em. in greatest diameter. The cut surfaces were tan, 
moist,, glistening and bulged somewhat, and follicular patterns could not 
be identified. 

FOLLOW-UP: 

Not available. 
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NAME: L. S. NOVEMBER 1968 - CASE NO. 3 

AGE: 55 SEX: Female RACE; Caucasian ACCESSION NO. 14769 

CONTRIBUTOR: R. M. Failing, M.D. OUTSIDE NO. S-66-713 
Santa Barbara Cottage Hospital 
Santa Barbara, California 

TISSUE FROM: Left axilla 

CLINICAL ABSTRACT: 

History: Eighteen months prior to admission the patient had an 
excisional biopsy of an enlarged left axillary lymph node done elsewhere. The 
final pathologic diagnosis was benign. Recently she again noted an enlarged 
lump in the left axilla for which she was admitted for· surgical excision., 
Past medical history revealed an anal fistulectomy years ago~ a myringotomy 
at age 20, and urethral dilatations two years prior to admission. Review 
of systems was unremarkable. 

Physical examination: The head, neck and lungs were unremarkable. 
The breasts were small and firm. There was no dimpling or asymmetry. 
A 3 x 3 em. firm, freely· movable mass was present in the left axilla, 
which was not fixed to the overlying skin or underlying tissues. 
There was no palpable abdominal organopathy. 

Laboratory report: Urinalysis: Specific gravity was 1.024, 
and negative for protein and sugar. The WBC was 7,400 with 76 segs, 
16 lymphs, 6 monos, and 2 basophils ., The platelets were adequate. 
The hemoglobin was 12.8 gm. A serum electrophoresis revealed 4.52 gm. 
albumin; .17 gm. Alpha 1; .46 gm. Alpha 2; .86 gm. Beta ; and 1.29 gm. 
gamma globulin. Total protein was 7.3 gm. The A-G ratio, was 1 :6. A 
Sia water test was weakly positive. 

SURGERY: 

On February 8, 1966 an excisional biopsy was done. 

GROSS PATHOLOGY : 

The specimen consisted of 3 lymph nodes, the largest weighing 22 gm., 
the middle one 6 gm. and the smallest l~ss than 1 gm. Over-all dimensions 
of the largest was 56 x 38 x 26 mm. It was covered by a transparent thin 
membranous capsule. Sectioned surfaces showed a bulging cut edge9 tan 
rubbery parenchyma containing multiple apparently enlarged follicles, 
a few of which were yellow. The medium-sized lymph node was 26 x 20 x 
12 mm. External and sectioned surfaces were similar to the foregoing. 
The smallest node was 4 mm. in greatest diameter. 
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FOLLOW UP: 

She was admitted a second time in June 1966. Urinalysis was 
unremarkable; hemoglobin 11.8 grams; WBC 7,600 with 1 band, 79 segs and 
20 lymphocytes. A lump in the left infraclavicular area was resected, 
weighing 8 grams and measuring 35 mm. in greatest dimensions. Sectioned 
surfaces exhibited bulging, rubbery, tan, lymphoid tissue with scattered 
small yellow foci. On February 9, 1967, she was admitted for the third 
time for surgical excision of enlarged lymph nodes in the right side of the 
neck. Seven, rubbery~ tan~ lymph nodes ranging from 5 - 20 mm. in diameter 
were resected. Surfaces were bulging, soft, uniform and tan. Urinalysis 
was unremarkable. The hemoglobin was 12 .4 grams; WBC 8,300 with 1 band, 
67 segs, 30 lymphs, 1 monocyte, and 1 eosinophil. Following this, she 
received a course of radiation therapy to the right neck area. She was 
last seen in August 1968 at which time there was no clinical evidence of 
lymphoma, hepatic or renal disease. 



NM1E ! R. B. 

AGE: 27 SEX: Male RACE ; Caucasian 

CONTRIBUTOR: Armand Dollinger, M.D. 
Bio - Laboratories 
Colton, California 

TISSUE FROM: Right neck 

CLINICAL ABSTRACT: 

NOVEMBER 1968 - CASE NO. 4 

ACCESSION NO. 17472 

OUTSIDE NO. 68-11659 

History: The patient had known of a mass in the right side 
of his neck for two years.. He had been told he had a branchial cleft cyst. 

Physical examination: The mass was rediscovered as an incidental 
finding during an examination following an automobile accident in which 
he sustained a hematoma of the abdominal wall and multiple contusions. 

Laboratory report: A blood count and urine analysis were normal. 

The tumor from the neck was surgically removed on April 18, 1968 ., 

GROSS PATHOLOGY: 

The tumor was an encapsulated oval mass 4.5 x 3 x 3 em., with many 
congested small vessels visible on the surface.. The cut surface '"as 
light tan in color and elastic in consistency. 

Recovery was uneventful. 

FOLLOW UP: 

A telephone conversation with the attending physician in Barstow 
revealed that the patient was living and well with no complaints or 
evidence of disease when last seen on September 20, 1968 



NAME: J. A. NOVEMBER 1968 - CASE NO. 5 

AGE: 63 SEX: Male RACE : Caucasian ACCESSION NO. 15715 

CONTRIBUTOR: John K. Waken, M.D. OUTSIDE NO. CS 1848-67 
Community Hospital of San Gabriel 
San Gabriel, California 

TISSUE FROM: Left axilla 

CLINICAL ABSTRACT: 

History : This 63 year-old male was admitted to the hospital on 
July 10,, 1967, complaining of a left axillary mass of six months duration. 
All prior work-up done in the physician's office was reported as negative. 

Physical examination revealed a large 7.0 em., firm mass palpable 
in the left axilla; no other lymphadenopathy was found. 

Laboratory : All laboratory work was within normal limits. 

Radiograph : Chest film was negative. 

SURGERY : 

On July 11, 1967 the left axillary lymph node was excised. 

GROSS PATHOLOGY: 

The specimen consisted of two roughly spherical, firm, reddish-pink 
tissue masses, the largest measuring 10.7 x 7.0 x 4.6 em., and the smaller 
measuring 4.3 x 3.0 x 2.4 em. in maximum dimensions t and stated to be from 
the left axilla. The irregular external surfaces supported numerous large 
and small adipose tissue tags. The specimens cut with increased resistance, 
to disclose a glistening homogeneous tan-pink, lobular internal structure 
with focal. areas of bluish-black discoloration. 

FOLLOW UP: 

The patient expired on December 5, 1967 with massive upper 
gastrointestinal hemorrhage . Autopsy was not performed. 



NAUE: H. L. NOVEMBER 1968 - CASE NO. 6 

AGE: 59 SEX: Female RACE: Caucasian ACCESSION NO. 14118 

CONTRIBUTOR: Joseph H. Masters, M.D. 
Sutter General Hospital 
Sacramento~ California 

OUTSIDE NO. G-65-55,7 

TISSUE FROH: Left axilla and left inguinal area 

CLINICAL ABSTRACT : 

History: The patient was diagnosed in Harch 1956 as having 
lymphosarcoma, small cell typ~with involvement of left axillary and 
left cervical lymph nodes. She was subsequently treated with radioactive 
phosphorus and radiation and subsequently developed aplastic anemia. She 
required a very large number of transfusions for more than two years 
after which there was apparent hone marrow regeneration. She was said 
to have been essentially well since 1959 maintaining a hemoglobin level 
slightly below the normal range. Lymphadenopathy again became apparent in 
late 1964 and in mid-February 1965. 

SURGERY : 

On February 12, 1965 an excision and biopsy was performed on 
the left axilla and left inguinal area. 

GROSS PATHOLOGY:, 

The specimen of the left axilla consisted of an enlarged egg-shaped 
node measuring in the semi-fixed state 3 . 5 x 2.5 x 1.5 em. in greatest 
dimension. The surface was smooth and glistening with the exception of 
few fatty attachments and fibrous attachments. On section the surface 
was, soft~ pale white in color, finely lobulated and finely granular. 
Few focal zones of hemorrhage were apparent. The specimen of the 
left groin consisted of a large potato-shaped node measuring in the semi
fixed state approximately 5 x 2.5 x 2 em. in greatest dimension. A smaller 
similar node, spherical in shape, was: also received measuring 1.5 em. in 
greatest dimens ion. The surfaces of both were covered by fatty tags. 
On cut section, the larger node showed a yellow white, moist focally 
necrotic appearing surface and again tiny hemorrhagic regions were apparent. 
The small er node also showed a similar appearance on cut section. Occasional 
prominent pale yellowish dots were also present on the cut surface with 
few lobulated strands of connective tissue. 

FOLLOW UP: 

The patient received courses of radiation and chemotherapy during 
1965 and 1966. The patient expired on March 2~ 1967 at Stanford Hospital, 
Palo Alto. 
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NAl1E: L. V. NOVEMBER 1968 - CASE NO. 7 

AGE: 62 SEX: Male RACE: Caucasian ACCESSION NO. 13619 

CONTRIBUTOR: J. E. DENTON, M. D. OUTSIDE NO. 64-939 
Ventura, California 

TISSUE FROM: Peri-aortic lymph nodes 

CLINICAL ABSTRACT: 

History: Patient bas bad cramping pains in the calf of the right 
leg when ~alking for the past six months. No other significant history 
avaliable. His sister died of leukemia, type unknown. 

Laboratory: There were numerous basket cells in the CBC. 

SURGERY: 

On April 24, 1968 an endarterectomy of the terminal aorta, right iliac 
and the femoral artery was performed. At the time of surgery, many large 
peri-aortic lymph nodes were enlarged and several removed for examination. 

GROSS: PATHOLOGY: 

The specimen consisted of a smooth lymph node 30 x 15 mm. in 
greatest dimensions, possessing an intact capsule. Cut section revealed 
a uniform greyish~ cellular parenchyma devoid of any focal lesion. 
Immediate examination by frozen section disclosed nothing but masses 
of lymphocytes; no follicles were seen. Submitted were three similar 
nodes loosely clustered together to form a chain; the largest individual 
node measured 25 x 12 mm , 

FOLLOW UP: 

The patient was1 last seen on October 1~ 1968, and was essentially 
well - states no problems. No other surgery since original surgery. 

Weight 157 lb, stable; B. P. 150/82, stable 
CBC~ Hb. 14.5, Hematocrit 42%, WBC 43,500, Seg. 16, Lymphs 80, 

Mono. 4; Platelets adq. ; 15 degenerated HBC/100 in smear. 



NAME: C. M. 

AGE: 51 SEX: Male RACE: Caucasian 

CONTRIBUTOR: S • T. Nerenberg~ M.D., 
Children's Hospital 
San Francisco, California 

TISSUE FROM: Cervical lymph nodes 

CLINICAL ABSTRACT: 

NOVEMBER 1968 - CASE NO. 8 

ACCESSION NO. 13702 

OUTSIDE NO. 064-1950 

History ! One year before admission the patient noted recurrent 
episodes1 of sore throat and difficulty with hearing followed by a swelling 
at the angle of the left jaw. Ingestion of salty and sour food did 
not produce pain or discomfort. The hearing loss became persistent 
during the past five months; there was no otalgia or otorrhea. There, 
was no family history of allergy. 

Phvsical examination : There was a 
eruptions. Lymphadenopathy was absent. 
was supple. There were no masses except 
enlarged area at angle, of jaw thought to 
gland. 

facial ''flush:, but no 
Tonsils were enlarged. Neck 
for a diffuse and moderately 
be a tumor of the left parotid 

Laboratory report~ Hemoglobin 14.2 gm.%. Hematocrit 42.5. WBC 
5,200 with a normal differential. Urinalysis negative. 

SURGERY: 

An excision of the, "mass" was performed on June 5, 1964. 

Surgical findings: There was a greatly enlarged deep cervical 
lymph node which extended to the base of the skull, 

GROSS PATHOLOGY ; 

The specimen consisted of a single, solid~ greyish-white tumor 
measuring 5 em. in length and 3 em. in maximum diameter. 

FOLLOW UP: 

The patient had an epidermoid carcinoma of the nasopharynx and 
is free of cancer. 
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NAME: C. W. NOVEMBER 1968 - CASE NO. 9 

AGE: 30 SEX: Female RACE~ Caucasian ACCESSION NO. 17265 

CONTRIBUTOR: R. L. Lesonsky, H.D. 
·Canoga Park~ California 

TISSUE FROM: Left. supraclavicular lymph node 

CLINICAL ABSTRACT: 

OUTSIDE NO. 95-68 

History: For approximately 2 months the patient had been anorectic 
and had a weight loss of about 10-12 pounds. She had had polyarthralgia 
f6r:6-8 weeks and 2 weeks prior to admission she developed a cough with chest 
pain at which time. she had a friction rub at the right base. Her chest 
pathology cleared on antibiotics. Since then~ a rapidly enlarging left 
cervical node appeared. 

Physical examination: The patient was pale. Therewas a 3.4 em. 
rock-like left supraclavicular node which was movable. There were~ in 
addition, several adjacent smaller matted nodes. The liver and spleen 
were not palpable. 

Laboratory report : CBG was Hemoblobin- 12.1, WBC - 10,800, 
with 83 segs, and 13 lymphs. Urine was negative. 

Radiograph: Chest x-ray revealed the superior mediastinal 
widening with a mass in the left superior mediastinum, probably nodes. 
Upper G.I. was negative. 

SURGERY : 

On January 17~ 1968 a left supraclavicular node was removed. 

GROSS PATHOLOGY: 

The specimen consisted of an oval gray-tan structure measuring 
3.5 x 2. x 0.8 em. The surface had a fibrous tissue capsule with. attached 
fibroadipose tissue. On cut section it was found to be composed of two 
node-like structures showing gray-white fibrosis with a tan granular 
nodularity. 

FOLLOW UP: 

Abnormal LFT' s (BSP, ALK. PHOS). Equivocal lymphangiogram.. Biopsy 
was negative. No proof of hepatic involvement but thinks it to be 
clinically stage II. She was treated with chlorambucil. 



NAME: M. H. NOVEMBER 1968 - CASE NO. 10 

AGE: 19 SEX: Female RACE : Caucasian ACCESSION NO. 14843 

CONTRIBUTOR: Andrew J. McQueeney, M.D. 
·st. Francis Hospital 
Santa Barbara, California 

OUTSIDE NO.. 66-245 

TISSUE FROM: Left supraclavicular lymph nodes 

CLINICAL ABSTRACT : 

History: This 19 year-old college student was in excellent general 
health except for slight anemia for the past year. 

Physical examination revealed enlarged cluster of lymph nodes in 
the left supraclavicular area. 

Laboratory report: RBC. 3. 8, Hemoglobin 12 grams 72%, WBC 7,200 
with 86% segs, 0% lymphocytes, 2% monocytes, 3 eos. and 1 basophil. 
Heterophile antibody and Mono tests were negative for infectious 
mononucleosis., Urine and direct Coombs tests were negative. Bone 
marrow examination showed a normal bone marrow with normal cellularity 
and no evidence of lymphoma. 

Radiograph: Chest film. revealed hilar lymphadenopathy. 

SURGERY : 

On. February 6, 1966,. the supraclavicular lymph nodes were biopsied. 

GROSS PATHOLOGY: 

The specimen consisted of a group of left supraclavicular lymph nodes, 
totaling four in number and ranging in size from 11 to 37 mm. The cut 
surfaces of all the nodes were firm, tan, moist~ and without evidence of 
necrosis. 

FOLLOW UP: 

The patient was treated with nitrogen mustard, followed by radiation: 
18 treatments over 27 days - cervical, supraclavicular, and mediastinal 
received 3,450 rads, depth 6 em. Bone marrow was negative. Then 
treatment continued until April 1966· with Velban. Details not available. 
The patient is living and was last seen on June 1966, at which time 
there was no evidence of disease. 



NAME : A. J. M. 

AGE: 50 SEX: :Male RACE: Caucasian 

CONTRIBUTOR: Thomas E. Jones, M.D. 
St. Jude Hospital 
Fullerton, California 

TISSUE FROM: Right groin 

CLINICAL ABSTRACT: 

NOVEMBER 1968 - CASE NO. 11 

ACCESSION NO. 17344 

OUTSIDE NO. JU-18-68 

History : This 50 year-old male had been in good health until the 
middle of December, 1968, at which time he developed a mild degree of 
fatigue. Shortly after this a nodule was observed in the right groin. 

Physical examination revealed no other palpable nodules, or other 
significant physical findings. 

SURGERY: 

On January 2, 1968 an excision of an encapsulated mass was 
performed from the right groin. 

GROSS PATHOLOGY : 

There1 was a rounded segment of glistening, gray-white tissue 
appearing to be a lymph node which measured 2.6 em~ in greatest dimension. 

FOLLO\-T UP: 

Following the surgery the patient was referred to an Internist, 
and subsequently to a Hematologist for consultation, but no therapy was 
undertaken by the Consultants. Approximately six weeks later, on February 
20, 1968 a second encapsulated nodule was removed from the left shoulder 
region. The specimen consisted of a 2.5 x 1.5, em •. ovoid encapsulated node 
which had a small amount of adherent fibrofatty connective tissue. The 
cut surfaces had a rather coarsely accentuated lobular uniform gray
white appearance. As of October 18, 1968 , the patient at the present 
is free of symptoms and appears to be in excellent remission of his 
disease. He is under the care of a Hematologist in Santa Ana. 
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NAME ~ B. K. 

AGE: 14 SEX: Female RACE: Negro 

CONTRIBUTOR: R. L. Lesonsky,. H.D. 
LAC-USC Medical Center 
Los Angeles, California 

TISSUE FROM: Left inguinal mass 

CLINICAL ABSTRACT· 

NOVEMBER 1968 - CASE NO. 12 

ACCESSION NO. 14731 

OUTSIDE NO. 66-·1248 

History · The patient was in, good health until 2 weeks prior to 
admission when, following exercise ) she developed pain over the medial 
side of her left thigh; a small lump developed subsequently. The 
lump increased in size and was intermittently painful especially when, 
she, walked. The pain was relieved by aspirin. She had also noted 
an intermittent low grade fever since pain started. 

Physical examination ~ A 5 x 5 em. hard, non-tender mass in the 
left thigh over the fossa ovalis was somewhat warm and caused pain 
with motion of the hip. 

Laboratory: CBC and urinalysis were normal~ VORL, Frei test 
and skin tests1 for TB, coccidioidomycosis and histoplasmosis were 
negative., A needle biopsy revealed chronic inflammation of fibrofatty 
tissue; special stains were non-contributory. 

Radiograph: Chest and hip x-rays were normal. 

On January 24, 1966 an excisional biopsy of the inguinal mass was 
performed. 

GROSS PATHOLOGY : 

The specimen consisted of two pieces of firm, gray-white, nodular 
tissue with central flecks of yellow gray, which measured 4.5' x 1.5 x 1.5 em. 
and 3.5 x 2 x l.S em., 

FOLLOW UP:, 

Between January 24, 1966 (surgery) and March 1 ~ 1966, the patient 
had 3 aspirations, (50 cc., 40 cc., and 15 cc. respectively) of straw 
colored, serous fluid from a 'cold sterile abscess, '' at the site of 
surgery. Cultures of the fluid for fungus, acid fast and routine 
pathogens were negative. Chemical examination of fluid showed: 
Protein- 2.2 gm.%, Sugar _, 76 mgm.%, Urea nitrogen - 11 mgm..%, and 
co2 of 26 meq./Liter. The patient was last seen in the clinic on 
March 1, 1966, when the last aspiration revealed 15 cc. of fluid, 
and has failed to keep further appointments. 
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An introduction to the lymphomas for reproduction from the Semi
annual slide conference on the Lymphatic System Tumors of February 20, 1960, 
by George J. Hummer, M.D., St. John's Hospital, Santa Monica , California. 
To this introduction the recent development on classification has been 
added. This is sumarized in a chart prepared by Dennis Shillam of 
Huntington Memorial Hospital, and is taken from Cancer Colume. 20, Oct. 67, 
in additionAl Hirst has1 kindly abstracted a historical revie~ of Hodgkin's 
disease from the Annals of Medical History. 

INTRODUCTION 

HOW UlPORTANT IS THE LYMPHATIC SYSTEM? 

The lymphocyte is essential - as essential as the liver - to 
Mammalian life. The lymphocyte is extraordinarily sensitive to radiation. 
Continuation of Mammalian life on earth may hinge on the continuity of 
the lymphocyte. Some indication of the sensitivity of the lymphocyte to 
the influence of radiation may be gained by reading the article by Ingram 
and Barnes in Science, volume 113, page 32 , January 12, 1951. They 
noted the occurrence of bilobed or double nucleated lymphocytes in 
the blood of personnel associated with the 130-inch cyclotron; these 
cells were produced experimentally in dogs tethered outside the buildings. 
In both clinically observed and experimental cases these cells were noted 
to appear with remarkably low, apparently safe levels of exposure. 

LYMPHOMATA 

Historical background 

It all began with Morgagni in 1752, who recorded observations in 
cases that differed somewhat from disseminated tuberculosis: of youth. 
Craigie, In 1828, recognized disease midway between cancer and tuberculosis. 
Hodgkints observations in 1832 set the pace for the next three-quarters 
of a century. It is interesting to note that Wilkes, successor to Hodgkin 
at Guyts Hospital, London, in 1856, was unaware of the description by 
his predecessor of his observations in 1832. In 1865, however, Wilkes 
graciously credited Hodgkin for his unique observations and applied the 
term "Hodgkin's disease" to these entites ~ a tem that survives to date. 
Tissues from the original cases described by Hodgkin were re-studied by 
Fox in 1936. With his microscope, Fox determined that Hodgkin's Case No. 1 
was obviously tuberculosis, Case No. 3 syphilis, Case No. 5 most probably 
systemic lymphosarcoma , and Case No. 6 most probably acute leukemia or 
lymphosarcoma, leaving Case Nos. 2, 4, and 7 that can be acceptable today 
as Hodgkin's disease •. 

We will remain conservative, and patriotically accept the term 
Hodgkin's disease, even though we know Hodgkin didn't see a cell. He. 
is time-honored, like Paul Revere, even though we know it was Dawes 
who spread the alarm. 



"A HISTORICAL REVIID.f OF HODGKIN's, DISEASE 
WITH SPECIAL REFERENCE TO ITS HISTOLOGY AND CHARACTERISTIC: CELLS" 

Annals of Medical History 
2:471-481~ 1940 

Jones~ George t.f. 

Giant cells described by Sternberg (1898) and Reed (1902); 

Sternberg's Description: "The spleen and lymph glands as well as frequently 
the bone marrow and parts of the liver, lungs and kidneys~ organs which 
normally contain lymphatic tissue. show an abundance of unusually large ~ 
or more nucleated cells with a considerable amount of protoplasm. The 
nuclei are large, round to oval or many-shaped, indented or lobulated, 
intensely colored, in which there are often nucleoli or well-preserved 
karyokineses. The cells give the tissue a particularly characteristic 
appearance. These cells seem to be on endothelial origin." 

Reed's Description: uThe large giant cells which are the most striking 
feature of these specimens are evidently formed from proliferating 
endothelial cells. These giant cells usually lie free in the interstices 
of the tissue but occasionally are seen on the reticulum. * They occur 
in great numbers in the large lymph sinuses of the glands and occasionally 
appear in blood vessels. They vary from the size of two or three, red 
blood corpuscles to cells twenty times this size. The smaller cells 
are usually round or somewhat. polygonal in shape, the larger cells are 
very irregular in outline. The nucleus is always large in proportion to 
the size of the cell. It may be single or multiple, if single it is 
usually round. Bean-shaped and irregularly indented nuclei are common. 
If multiple, the nuclei may· be arrange peripherally in the cell or' 
heaped in the center. The chromatin network is prominent in these nuclei 
and one or more large necleoli are always present. The protoplasm is 
usually homogeneous and stains well. The giant cells, so far as our 
observation reaches, are peculiar to this growth and are of great 
assistance in diagnosis.'' 

*Sternberg also made this observation. 



CRITERIA 

HISTOLOGICAL CLASSIFICATION ~ HODGKIN'S DISEASE 
CANCER Vol. 20 ! Oct. 1967 

SYMPOSIUM 
CLASSIFICATION LUKES 
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CRITERIA FOR R-S CELLS 

1. Large multinucleated or multilobular 
2. Nuclear membrane sharp 
3. Huge nucleolies, eosinophilic or amphophilic 
4. Clear chromatin free zone around nucleolus. 
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STUDY GROUP CASES 

FOR 

NOVEHBEP.. 1968 

LESIONS OF LYMPH NODES 
*l*l*l*l*l*l*l*l*l*l*l*l*l*l*l*l*l*l* 

CASB NO. 1 ACCESSION NO. 15538, Andrew J. McQueeney, M.D., Contributor 

LOS ANGELES: 

Mixed lymphocytic - histiocytic, Hodgkin's- 11 

SAN FRANCISCO: 

Atypical reactive hyperplasia. - 1; lymphosarcoma, lymphocytic type 
- 4; Hodgkin's disease, mixed type - 7; Hodgkin's disease, lymphocytic 
type - 2 

CENTRAL VALLEY: 

Hodgkin's - · 10; lymphosarcoma - 1 

OAKLAND : 

Hodgkin's disease, lymphocytic predominance - 16 

WEST LOS ANGELES: 

Malignant lymphoma - Hodgkin's type - 7 

ORANGE COUNTY: 

Hodgkin's diseases lymphocytic predominance - 3; lymphosarcoma- 1 

SAN BERNARDINO: 

Hodgkin's disease, lymphocytic and histiocytic variety.- 8; 
lymphosarcoma - 3 

FILE DIAGNOSIS: Hodgkin's disease, lymphocytic-histiocytic, 
cervical lymph node 196Q-9654 



) 

NOVEHBER 1968 

CASE NO. 2, ACCESSION NO. 17680,. Harvey Upham, M.D., Contributor 

LOS ANGELES: 

Mixed lymphocytic-histiocytic Hodgkin's - 11 

SAN FRANCISCO: 

Lymphosarcoma, lymphoblastic type - 4; Hodgkin's disease, 
reticular type - 9 

CENTRAL VALLEY: 

Hodgkin's ·~ .. 5; mixed cell lymphoma- 3; Letterer-Siwe - 1; don't 
know- 1 

OAKLAND: 

Hodgkin's, disease, lymphocytic predominance - 16 

WEST LOS ANGELES: 

Malignant. lymphoma - Hodgkin 1 s type - 7 (sarcoma - 3; granuloma - 3 
paragranuloma - 1) 

ORANGE COUNTY: 

Hodgkin's disease, lymphocytic and histiocytic predominance- 4 

SAN BERNARDINO: 

Hodgkin's disease, lymphocytic. and histiocytic variety - 11 

FILE DIAGNOSIS: Hodgkin 1 s Disease,, lymphocytic-histiocytic, 
cervical lymph node 1960-9654. 



NOVEMBER 1968 

CASE NO. 3, ACCESSION NO. 14769, R. M. Failing, M.D., Contributor 

LOS ANGELES: 

Nodular lymphoma, immature type - 11 

SAN FRANCISCO: 

Giant follicular lymphoblastoma - 12; lymphosarcoma - 4 

CENTRAL VALLEY: 

Giant follicular (nodular) lymphoma - 11 

OAKLAND: 

Giant follicular lymphoblastoma - 16 

WEST LOS ANGELES: 

Follicular lymphoma with sarcomatous change - 7 

ORANGE COUNTY: 

Follicular hyperplasia - 1; follicular lymphoma - 3 

SAN BERNARDINO: 

Follicular lymphoma - 11, 

FILE DIAGNOSIS: Giant follicular lymphoma, axillary lymph node 
1963-9693 



NOVEMBER 1968 

CASE NO. 4, ACCESSION NO. 17472, Armand Dollinger, M.D., Contributor 

LOS ANGELES: 

Hamartomatous lymphoid aggregates - 11 

SAN' FRANCISCO: 

Lymphoid hamartoma, benign - 14 (''giant lymph node") 

CENTRAL VALLEY: 

Non-neoplastic hyperplasia - 8; thymoma - 1; lymphoma - 2 

OAKLAND: 

Giant lymphoid hyperplasis of Castleman - 16 

WEST LOS ANGELES: 

Diffuse lymphocytic hyperplasia - 5; lymphocytic lymphosarcoma - 2 

ORANGE COUNTY: 

Reactive hyperplasia - 4 

SAN BERNARDINO: 

Benign lymphoid mass of soft tissue (Lattes) - 11 

FILE DIAGNOSIS: Lymphomatous mass of hamartomatous origin, neck 
1710-9590 



NOVEMBER 196 8· 

CASE, NO. 5, ACCESSION NO. 15715,, John K. Waken, M.D., Contributor 

LOS ANGELES: 

Hodgkin's, lymphocytic depletion - 11 
xf: Reticulum cell sarcoma 

SAN FRANCISCO: 

Hodgkin's disease, mixed type- 4; Hodgkin's disease, reticular 
type - 4; reticulum cell, sarcoma - 5 

CENTRAL VALLEY: 

Hodgkin's - 5; malignant lymphoma, histiocytic type (Reticulin cell 
sarcoma) - 6 

OAKLAND : 

Hodgkin's disease - 16 

WEST' LOS ANGELES: 

Malignant lymphoma - Hodgkin's sarcoma type - 7 

ORANGE COUNTY : 

Hodgkin's disease, lymphocytic depletion - 4 

SAN BERNARDINO: 

Hodgkin's disease, lymphocytic depletion variety - 11 

FILE. DIAGNOSIS: Hodgkin'· s disease, lymphocytic depletion, 
axillary mass 1963-9657 

xf: Reticulum cell sarcoma, axillary mass 1963-9643 



NOVEMBER 1968 

CASE NO. 6, ACCESISON NO. 14118, Joseph H. Masters, M.D., Contributor 

LOS ANGELES: 

Mixed Hodgkin's -11 

SAN FRANCISCO: 

Hodgkin's disease, lymphocytic type - 14 

CENTRAL VALLEY: 

Mixed cell lymphoma - 3; extramedullary hematopoiesis1 with 
megakaryocytosis - 1; Hodgkin's granuloma- 1; Hodgkin's paragranuloma- 6 

OAKLAND: 

Hodgkin's disease- 16 

WEST LOS ANGELES: 

Malignant lymphoma- Hodgkin's type - 7 (paragranuloma- 4; 
granuloma - · 3) 

ORANGE COUNTY : 

Hodgkin's disease, lymphocytic predominance - 4 

SAN BERNARDINO: 

Hodgkin's disease, lymphocytic and histiocytic variety - 11 

FILE DIAGNOSIS: Hodgkin's disease, mixed 1968-9653 



NOVEMBER 1968 

CASE NO. 7, ACCESSION NO. 13619,, J. E·. Denton, M.D., Contributor 

LOS ANGELES: 

Lymphocytic leukemia vs circulating lymphoma - 11 

SAN FRANCISCO: 

Lymphosarcoma, lymphocytic type with leukemic phase - 14 

CENTRAL VALLEY: 

Lymphocytic lymphoma (chronic lymphocytic leukemia) - 11 

OAKLAND: 

Chronic lymphatic leukemia - 10; malignant lymphoma, lymphocytic 
type - 6 

WEST LOS ANGELES: 

Malignant lymphoma - 7 (chronic lymphocytic leukemia - 4; 
lymphocytic lymphosarcoma - 3) 

ORANGE, COUNTY: 

Chronic lymphocytic leukemia - 4 

SAN BERNARDINO: 

Lymphosarcoma, lymphocytic variety - 11 

FILE DIAGNOSIS: Lymphocytic lymphosarcoma, peri-aortic lymph node 
1962-9613 



NOVEMBER 1968, 

CASE NO. 8,, ACCESSION NO. 13702, S. T. Nerenberg, M.D., Contributor 

LOS ANGELES :' 

Lymphoepithelioma with granulomatous necrosis - 11 

SAN FRANCISCO: 

Lymphoepithelioma, metastatic, from nasopharynx (poorly differentiated 
transitional cell carcinoma) - 14 

CENTRAL VALLEY: 

Metastatic transitional cell carcinoma (sometimes call lympho
eFithelioma) - 11 

OAKLAND : 

Carcinoma metastatic to lymph node with foci of necrosis - 16 

WEST LOS ANGELES: 

Metastatic lymphoepithelioma - 7 

ORANGE COUNTY: 

Metastatic carcinoma - 4 

SAN BERNARDINO: 

Metastic anaplastic carcinoma - 11 

FILE DIAGNOSIS: Metastatic lymphoepithelioma, cervical lymph node 
1960-8086 



) 

NOVEMBER 1968 

CASE NO. 9, ACCESSION NO. 17265, R. L. Lesonsky, M.D., Contributor 

LOS ANGELES: 

Nodular sclerosing Hodgkin's1 - 11 

SAN FRANCISCO: 

Hidgkin's disease,. nodular sclerosing type - 14 

CENTRAL VALLEY: 

Hodgkin's (sclerosing) - 11 

OAKLAND: 

Nodular sclerosing Hodgkin's disease - 16 

WEST LOS ANGELES: 

Malignant lymphoma- Hodgkin's type (granuloma) - 7 

ORANGE COUNTY: 

Hodgkin's diseases nodular sclerosing type - 4 

SAN BERNARDINO: 

Hodgkin's disease, nodular sclerosing variety- 11 

FILE, DIAGNOSIS: Sclerosing Hodgkin's, supraclavicular lymph node 
1960-9653 



) 

NOVEMBER 1968 

CASE NO. 10, ACCESSION NO. 14843, Andrew J. McQueeney, M.D., Contributor 

lOS ANGELES: 

Hodgkin's, lymphocytic depletion type - 11 

SAN FRANCISCO: 

Hoigkin's disease, reticular type - 13; Hodgkin's disease, nodular 
sclerosing type - 1 

CENTRAL VALLEY: 

Hodgkin's sarcoma - 5 ;, malignant lymphoma, histiocytic type 
(reticulin cell sarcoma) - 5; Gaucher's disease - 1 

OAKLAND: 

Hodgkin's disease, lymphocyte depletion - 16 

WEST LOS ANGELES: 

Malignant lymphoma - Hodgkin's type (sarcoma) - 7 

ORANGE COUNTY: 

Hodgkin's disease - lymphocytic depletion - 4 

SAN BERNARDINO: 

Hodgkin's disease, lymphocytic depletion variety - 9; 
reticulum cell sarcoma - 2 

FILE DIAGNOSIS: Hodgkin's disease, lymphocytic depletion, 
supraclavicular lymph node . 1960-9657 



) 

NOVEMBER 1968 

CASE NO. 11, ACCESSION NO. 17344, Thomas E. Jones, M.D. 

LOS ANGELES: 

Nodular lymphoma - 11 

SAN FRANCISCO: 

Reactive hyperplasia- 5; reticulum cell sarcoma - 2; lymphosarcoma- 4 

CENTRAL VALLEY: 

Benign hyperplasia- 6; lymphoma - 5 

OAKLAND : 

Mixed lymphosarcoma - 6; giant follicular lymphoblastoma - 4; 
reticulum cell sarcoma - 3; atypical hyperplasia - 3 

WEST LOS ANGELES: 

Malignant lymphoma - 7 (lymphoblastic type - 4; nodular reticulum 
cell type - 2; giant follicular lymphoma - 1) 

ORANGE COUNTY : 

Lymphosarcoma, lymphoblastic - 4 

SAN BERNARDINO: 

Follicular lymphoma - 8; atypical reactive hyperplasia - 2; 
reticulum cell sarcoma - 1 

FILE DIAGNOSIS: Lymphoma, lymph node, from groin 1965-9593 



) 

NOVEMBER 1968 

CASE NO. 12, ACCESSION NO. 14731, R. L. LesonskyJ M.D •• Contributor 

LOS ANGELES: 

Ca~_ scratch fever (necrotizing granuloma)- 11 

SAN FRANCISCO: 

Necrotizing granulomatous lymphadenitis - 14 

CENTRAL VALLEY: 

Granulomatous lymphadenitis, viral - 11 

OAKLAND: 

Chronic necrotizing lymphadenitis - 16 

WEST LOS ANGELES: 

Granulomatous l ymphadenitis (type undetermined) - 7 

ORANGE COUNTY: 

Granulomatous, lymphadenitis,. probable cat scratch fever - 4 

SAN BERNARDINC : 

Necrotizing granuloma - 11 

FILE, DIAGNOSIS: Necrotizing granuloma, inguinal mass 1965-4470 


