PATHOLOGY HIGH YIELD REVIEW
EXAM III

SPRING 2004

Renal

** 11 y/o/m – Hx sore throat – Tx w/ antibiotics



[slide 7]
       2 day present Hx of brown/Coke-colored urine / malaise

Dx: ACUTE POSTSTREPTOCOCCAL GLN   [PGN]

· antigen?  ( ENDOSTREPTOSIN
· does NOT respond to steroids

· GOOD Px [prognosis]

· If same Hx plus SLE mentioned ( antigen ( DNA

· IF [immunofluorescence] GRANULAR – lumpy-bumpy

· SLIDES [#7-10]

** 41 y/o/m 5 day Hx of hemoptysis, fatigue, hematuria



[slide 10/11/12/13]
Ddx: GOODPASTURE’s  [no URT infection mentioned!!]

WEGENER GN [ NEED SINUNITIS/OTITIS/URT infection evidence]  [ANCA related]

· Goodpasture: Anti-GBM ( LINEAR pattern [also seen in  Heymann’s GN // Masgui’s GN]

· Non-collagenous domain of TYPE IV COLLAGEN
Dx: use SERUM [NO BIOPSY!!!] and test for Anti-GBM antibody

Tx: PLASMA phoresis ( remove antigen from blood & steroid therapy

HEMOPTYSIS, HEMATURIA, MICROCYTIC HYPOCHROMIC ANEMIA ( chronic blood loss here

Gross picture: petechial hemorrhages [flea bitten appearance]

Slightly enlarged   [malignant HTN]

Dense Deposit Disease [MPG Type II]  ( ONLY WITH C3 NEPHRITIC FACTOR!!!
CRESCENT FORMATION ( Rapid deterioration of renal tissue [WEEKS to 3 MONTHS TIME!!]

** 7 y/o/m complaint past two days of urine in blood [hematuria]


[slide 11]

2 weeks earlier ( URT infection


( tiredness, NO hemoptysis, LOIN [flank] PAIN!

( HAS HAD SIMILAR EPISODE ONE YEAR AGO!!!

· IgA NEPHROPATHY [Berger’s] ( COMMONEST CAUSE GM WORLDWIDE

· Excess production of IgA ( biopsy will see INCREASE in mesangial matrix [IgA deposition]

· Liver can’t glycosylate all the extra IgA ( can’t metabolize it ( gets stuck in matrix

** 18y/o/m  DEAF, CATARACTS [any eye pathology], hematuria, HTN, oliguria

· ALPORT’S SYNDROME

· Hereditary Nephritis
· Hematuria and proteinuria

· LOOK for 24hr. urine collection ( protein >3.5gm ( nephrotic syndrome

** 3y/o/m ( SWELLING face, FOAMY urine




[slide 14]

24hr. urine collection [3.9g]


biopsy shows slide #14 [NO PATHOLOGY SEEN]

· MINIMAL CHANGE Disease [Nil Dz] [Lipoid Nephrosis]

· Tx: RESPONDS EXCELLENT TO STEROID THERAPY!!!!

· Px: AWESOME..DOES NOT PROGRESS TO GN

· WILL SEE HYPERCOAGULABILITY DISORDERS [LOSS OF ANTI-THROMBIN III]

· PRONE TO INFECTIONS ( LOSING GLOBULINS [IGs]

· Biopsy…SEES NO PATHOLOGY!!

· Simplification // FUSION // EFFACEMENT of FOOT PROCESSES

· PATHOGENESIS ( NEPHRIN is destroyed by T-lymphocyte cytokines ( LOSE CHARGE BARRIER!!

· EM shows ( VACUOLES in VISCERAL EPITHELIAL CELLS ( find MICROVILLI FORMATION!

· LIPOID DEPOSIT [tubules trying to reabsorb lipid…gets stuck!!]

· SELECTIVE LOSS of ALBUMIN!

**37 y/o/m KNOWN drug [HEROIN] USER  [HIV status possible]



[slide 16]


Hx: tiredness, facial and leg edema


Urine is foamy past TWO WEEKS


24hr. urine collection is 4.0g ( NEPHROTIC

· Biopsy ( FSG [FOCAL SEGMENTAL GLOMERULONEPHRITIS]

· DOES NOT respond to steroids

· Associated with MORBID OBESITY, HIV INFECTION

· IF ( ideally find nothing ( but IgM is TRAPPED…NOT CAUSE!!! Just a result!!

· EM ( Effacement of foot processes // vacuolization // detachment of visceral epithelial cells (proteinuria

· NEPHROTIC >3.5g protein 24hr urine collection

· HAVE HTN ( NEPHRITIC and NEPHROTIC!!!

**42 y/o/f – Dx of SLE past 10yrs. [will see WIRE-LOOP LESIONS on LM of glomerulus]
[slide 17]

Tx: STEROIDS


Presents now with FOAMY URINE, SWELLING FACE, TIREDNESS

· MEMBRANOUS GLOMERULONEPHRITIS – DIFFUSE [Type IV]

· Commonest SLE ( PROLIFERATIVE GLOMERULONEPHRITIS [not focal]

· IF SLE ( antigen is DNA

· NOT a good response to steroid Tx [part of cause]

· MOST TIMES IDIOPATHIC [80%]  [like Diabetes, amyloid, SLE]

· NON SELECTIVE PROTEINURIA

· FIND SUBEPITHELIAL DEPOSITS [Ig/C3]

· FIND SPIKES AND DOMES

· SLOW ONSET

· Slides 17-20

· Pt. DIABETIC with NEPHROTIC SYNDROME
· Has MG

· Tx: DIET ( reduce protein in diet [stresses kidneys too much]

· Microscopic albuminuria [need to control glycemic condition]

** C3 Nephritic factor ( MPG







[slide 21]
· Nephritic/Nephrotic

· HTN, proteinuria, 24hr. collection [protein >3.5g]

· LM ( TRAM TRACKING [silver/PAS stains show well]  SEEN in TYPES I and II of MPGN
· Px ( NOT TOO GOOD!

· EM ( DEPOSITS complex inside basement membrane

· w/n lamina densa [middle portion] Type II

DDD ( C3 nephritic factor ( ACTIVATES ALTERNATE complement pathway ( MPG Type II
Chronic production of antigens ( Hepatitis C, infection ( CLASSICAL PATH ( MPG Type I

Reduced levels of C3/C4 with CLASSICAL PATHWAY   [reduced complement in blood]

SUBENDOTHELIAL DEPOSITS [chronic ( Hep C, SLE, infective endocarditis]

** see RED BLOOD CELL CASTS ( you know pathology is IN kidney ( GLOMERULONEPHRITIS [slide 28]
** see WHITE BLOOD CELL CASTS 






[slide 31]

37 y/o/f   PREGNANT, chills, FEVER, SEVERE R loin [flank] PAIN, VOMITING

· ACUTE PYELONEPHRITIS [CYSTITIS]

· Presence of WBC casts in urine [pathology has reached kidneys]

· MOST COMMON CAUSE  (  E. COLI

· MORE in FEMALES ( short urethra

· NOT HEMATOGENOUS SPREAD [blood] via ASCENDING INFECTION

· Why pregnant women???  PROGESTERONE levels higher, relax smooth muscle, STASIS of urine

· Those that are immunosuppressed [i.e., during pregnancy]
· Kidneys gross ( multiple abscesses on surface. Nitrites +  and Leukocyte ESTERASE +  in urine.
** 50 y/o/m  DRAGGING SENSATION IN ABDOMEN



[slide 33]

       BILATERAL LOIN PAIN


       PASSAGE BROWN COLORED URINE


       MULTI-CYSTIC ABSCESSES – BILATERALLY

· ADULT  PKD  [polycystic kidney disease]  ( chromosome p16  or 4

· Pt. has NO hepatic fibrosis –adult.

· Benign liver cysts – LIVER FUNCTION is NORMAL

· Presents with RENAL FAILURE in 6th DECADE

· FIND BERRY ANEURYSMS

· Acute pain with rupture of cysts ( hematuria

· Cysts affect ALL PARTS of NEPHRON!

RECESSIVE FORM – CHROMOSOME 6 [recessive]

· CD only affected [usually die in utero] [Potter’s syndrome]


[slide 36]
HYDRONEPHROSIS  -- know it by slide 37
**CHRONIC Dz  [never acute]






[slide 38]
· Chronic GN    Diabetes ( G. sclerosis

· Benign Nephro….benign HTN  ( FLEA BITTEN KIDNEY

**cancer pt. 70y/o/m – smoked for years  [presents: hematuria, loin pain, fever]

[slide 39]

US ( find a mass on one pole of kidney ( CLEAR CELL ADENOCARCINOMA ( chromosome 3

· Von-Hippel Syndrome [VHL]

Wilms tumor ( Chromosome 11 [WT1]

Slide 39 ( can cause CUSHING SYNDROME ( POLYCYTHEMIA 


Grows in veins ( IVC

**41 y/o/m Hx of renal stones…comes to hospital for a KUB [kidney, urinary, bladder] contrast imaging. Two days after…elevated creatinine, urea and his urine was VERY dilute. Microscopic showed presence of epithelial casts.

ACUTE TUBULAR NECROSIS ( result from ischemia and toxins [this case…contrast dye that was given] Rise in blood level of creatinine ( urine that is NOT concentrated [tubules can’t reabsorb]. 

Epithelial casts in urine. [necrotic epithelial cells shed from necrotic epithelium]

Affects PROXIMAL CONVULUTED TUBULES [where first contact is made with dye]

Will have patchy involvement with infectious agent…will show continuous pattern with dye as it dilutes.

Osmolarity decreases ( losing sodium. [FRACTIONAL EXCRETION OF SODIUM GOES UP].

DILUTE URINE.

INTERSTITIAL NEPHRITIS association.




Female Genital

** Condylomatous lesions [HPV 6 and 11]  ( NO MALIGNANT RISK

[slides 1,2,3]


( on high power LM ( KOILOCYTES  ( HALO around nucleus [hyperchromatic nuclei]


( DO NOT incorporate into host’s genome like the bad boys HPV 16 and 18 [31 and 33]

**21 y/o/f college student…hospital…on LEFT LABIUM MAJORA….exam reveals erythematosus mass, turbid secretion of labium lesion fluid…
BARTOLIN’S CYSTS close to introitus…obstructed...gets infected…inflammation, acute pains…ONE SIDE OF LABIUM in this age group.

Cut gland and reverse...turn gland inside out—marsupialization.

COLPOSCOPY and find cysts on cervix…esp. near endocervix…aspirate….mucoid secretions…
Dx: ( NABOTHIAN CYSTS. 

CYSTS INSIDE VAGINA ( Gartner’s CYSTS!

** 35y/o/w --  29 weeks pregnant. No prior Hx of seizures. Presents to ER with a recent seizure episode, urinalysis shows 4+g protein collection, BP 190/120 [HTN], pedal edema, bilateral knee edema.
Dx: ECLAMPSIA

NOT COMMON IN YOUNG WOMEN LESS THAN 35

Histology of removed placenta ( ACUTE ATHEROSIS [PRESENCE OF FOAMY MACROPHAGES

These women will experience PRE-ECLAMPSIA ( SAME S/S WITHOUT the SEIZURE added.

Seizures will finally present in 3rd trimester…later weeks.

COMPLICATION of Eclampsia ( DIC  [ischemia to placenta ( tissue thromboplastin release

CHECK THE KIDNEYS OF MOTHER 
( swollen endothelial cells






( proliferating mesangial matrix






( thrombi in capillaries of mother


LIVER ( PERIPORTAL HEMORRHAGE !!





SEEN WITH MOLAR PREGNANCY // MULTIPLE PREGNANCIES

** 35y/o delivered a healthy baby boy full term

35minutes later ( NO AFTERBIRTH was seen [placental expulsion]


Had a hysterectomy ( in order to prevent bleeding post-partum


THERE WAS NO PLANE OF DEMARCATION BETWEEN UTERUS AND PLACENTA!!

  Dx:  PLACENTA ACRETA  ( morbidly adherent placenta to uterus.

** 36 y/o   
34 WEEKS pregnant // severe pain in abdominal region  // then reduced pain // 

slight bleeding per vagina
· On US ( retro-placental CLOT ( FUNDUS region placement

· PLACENTA SEPARATES WITH PAIN!! ( Dx: ABRUPTION    [DIC complication]

Partial/complete separation from uterine wall  ( reduced blood flow to fetus 

· PAINLESS bleeding ( Dx: PLACENTA PREVIA
· Pt. will wake up in a pool of her own blood ( placenta occupies LOWER UTERINE SEGMENT.

** 44 y/o retired sex worker // 2 week Hx of post-coital bleeding and foul-smelling vaginal discharge


pelvic pain.


( Risk factor of exposure to HPV 16 and 18 // SMOKING


( ON HISTOLOGY ( KERATIN PEARLS [squamous]  -- no signet rings


( friable mass on cervix ( hence post-coital bleeding

· COMMONEST CAUSE of DEATH in these patients ( CHRONIC RENAL FAILURE

· PAP smears has REDUCED incidence dramatically of severe cases

· Usually lesions found in TRANSFORMATION ZONE [find using acetic acid or iodine staining – WHITE]

· These areas of white patches contain NO GLYCOGEN ( suspicious cells

· FURTHER Tx with CONE BIOPSY ( microinvasion [no blood/lymph  <5mm]

· Lymphatic drainage is via ILIAC and PERIAORITC NODES

· PAP smears recommend at first age of sexual activity or 18yrs.old [whichever comes first]

** 35 y/o/w  PREGNANT, previous Hx of painful vesicular rash on genitals
Dx: HERPES SIMPLEX II


( if pregnant…recommend C-section for child as a prophylactic measure  [no transplacental spread]


Mostly asymptomatic.


Can have pain in joints, fever. If not immunocompetent ( variety of “-itis” infections

· HISTOLOGY ( COWDRY TYPE A inclusion bodies [not Dx of HSV]

· USE TZANCK SMEAR of fluid from vesicles ( SYNCITIUM OF GIANT CELLS

· Ground glass appearance seen.

** 54 y/o/w POST-MENOPAUSAL BLEEDING


Breast exam reveals mobile, mass in L breast.



Endometrial biopsy [see slide 11]



US of small mass on L ovary as well.



SERUM ESTROGEN IS VERY HIGH



TUMOR on OVARY ( Dx: GRANULOSA CELL TUMOR

· Endometrial hyperplasia [estrogen proliferating the endometrium]

· Post-coital bleeding
· Fibroadenoma of breast.

· HISTOLOGY ( “Swiss cheese” appearance

· LOW malignant potential

· Find numerous dysplastic cells ( higher Px for malignancy.
** 21 y/o/w  COPIOUS MUCOID DISCHARGE per vagina


no infectious pathologies noted



presence of  COLUMNAR CELLS in VAGINA


Dx: VAGINAL ADENOSIS



Hx: Mother of this patient took diethylstilbesterol [DES] while pregnant with pt.


( HIGH RISK OF FRANK ADENOCARCINOMA of vagina in this patient

** 24 y/o/w OBESE, HIRSUTISM, MULTPLE CYSTS


( LH is HIGH



( FSH is low



( ESTROGEN is HIGH


( ADROGEN is HIGH


Dx: PCOD [polycystic ovarian disease]
**57 y/o/f  HTN, DIABETIC, OBESE, WHITISH VAGINAL DISCHARGE  + BLEEDING


Dx: Endometrial Carcinoma

USE ENDOMETRIAL CURRETAGE


Tumor on ovary ( NOT metastasis  ( ENDOMETRIOID TUMOR OF OVARY

**31 y/o/f  Hx of PAINFUL PERIODS [+5yrs]; primary infertility; pain worsens with every period

( US [ultrasound] exam reveals ( mass [fibrosis] of ligament of uterus on R side


Biopsy of mass yields tissue of endometrial glands, stroma, hemosiderin w/n ligament.


Dx: ENDOMETRIOSIS



Experience 2ndary dysmenorrhea [had first periods…then stopped later on]  also ( [PID]

**41 y/o/f   AFTER MENSTRUATION pt. experiences PAIN, FEVER, VAGINAL DISCHARGE


( PID  [infection of tubes and ovaries]




causative agents ( GONORRHEA, CHLAMYDIA

**41 y/o/f   US shows presence of TUMOR on uterus



( pt. offered hysterectomy



( LOW MALIGNANT POTENTIAL


Dx: LEIOMYOMA [FIBROIDS]



( Sensitive to estrogen


RED DEGENERATION OF PREGNANCY  ( bleeding [Hx. of fibroids




( severe pain ( space in fibroid rupture ( bleeding


NEOPLASTIC CELL IS THE SMOOTH MUSCLE CELL

REMEMBER!! Problems with menstrual cycle in reproductive age women…first thought…PREGNANCY!!! 

**27y/o/f   SUDDEN COLLAPSE IN CHURCH
· EXAM of ABDOMEN reveals NON-CLOTTING BLOOD REMOVED VIA NEEDLE

· BP 60/40mmHg  ( URINE POSITIVE FOR HcG

· Undergoes and emergency SALPINGECTOMY

· Dx:  ECTOPIC PREGANCY  {commonest site (  TUBES [ampulla]}

Rupture, hemorrhage, NON-CLOTTING BLOOD once exposed to natural anticoagulants of peritoneum.

Histology: FIND NO VILLI

Find that the body acts pregnant ( increased progesterone/estrogen






Lots of proliferation/secretion






Endometrium thickening






Stroma edematous






Mucous glands






Big plump cells



HOWEVER ( ALL TAKING PLACE OUTSIDE UTERUS! ECTOPIC PREGNANCY

Breast

**34 y/o/f   MOBILE MASS, UPPER OUTER L QUADRANT, NOT FIXED, EXCISED
[slide 1]

( FIBROADENOMA  ( STROMA  ( NEOPLASTIC ELEMENT


-- ESTROGEN DEPENDENT


( AGE: reproductive age group


( no metastasis / malignant potential

Mammogram shows microcalcifications:

Ddx: FCC; DUCTAL CARCINOMA; SCLEROSAL ADENOMA



( these microcalcifications are NOT always malignant


Hx: of lumpiness in breasts BILATERALLY  ( CHANGE with menstrual cycle


Dx: APOCRINE METAPLASIA [BENIGN]



( biopsy…found cells lining glands [polygonal cells] eosinophilic

**56 y/o/f    PAINLESS MASS; UPPER OUTER L QUADRANT


INDISTINCT MASS ( rather a larger, hardened induration of skin


TUMOR CELLS in files [INDIAN FILE] [Bull’s Eye]


Dx: INVASIVE LOBULAR CARCINOMA

**Crack on nipple. COMMON BACTERIA ( S. Auerus

Produced localized abscess ( heals with induration





 ( fibrosis [DIMPLING YEARS LATER]


LACTATING, CRACK, STREP ( diffuse into whole breast






          ( NO SCAR




MASTITIS ( NO SEQUALAE AFTER IT HEALS


PAINFUL SWELLING ( CYSTIC MASS ( GALACTOCELE 

**DUCTAL ECTASIA ( leftover milk in duct ( dries up, mass, rupture of duct, spills out resulting in foreign body granuloma formation [dimpling]. – PLASMA CELLS FOUND [Ig production]
**TRAUMATIC FAT NECROSIS ( OBESE WOMAN with pendulous breasts


( FIBROSIS

** Large PHYLLOIDES TUMOR   






[slide 3/4]


( Malignant – increased mitosis; atypia; stromal invasion ( SARCOMA  [spread via blood]

**FCC with atypical changes ( MALIGNANT CHANGES




[slide 5]

**Apocrine metaplasia ( BENIGN



no pathology ( under normal hormonal changes

**Paget’s Dz ( usually have INTRADUCTAL CARCINOMA [has spread to skin]

[slide 7]



( this is a dermal/epidermal junction pathology




( oozing fluid from nipple


BAD Px : 
ANEUPLOIDY


GOOD Px: 
no lymph node spread




CATHEPSIN D




expressing estrogen receptors




HER 2NEU




small in size


NB: METASTATIC FACTOR ( presence in AXILLARY LYMPH NODES


TUMOR OF BREAST ( L UPPER OUTER QUADRANT is MOST COMMON SITE


PAS stain will show MUCOPOLYSACCHARIDE



Paget cells ( EOSINOPHILIC

**INVASIVE DUCTAL CARCINOMA

( fibrous background ( find cells in CORDS, sheets…HYPERCHROMATIC…SEROUS TUMOR



( numerous lymphocytes
INTRADUCTAL CARCINOMA in SITU  ( nipple discharge bloody

NB: INFLAMMATORY CARCINOMA ( PREGNANT WOMEN [no true inflammation] [poor Px]

        INTRADUCTAL PAPILLOMA ( HIGH MALIGNANT POTENTIAL WITH INCREASED PAPILLAE

Ovary

**48 y/o/f    
HAS PROBLEMS BREATHING


DISTENDED ABDOMEN  -- ascites



R PLEURAL EFFUSION



Tumor of R OVARY


Dx: MEIGS SYNDROME  [THECAOMA FIBROMA   ( R sided pleural effusion]

**30 y/o/f
STEINLEVANTHAL SYNDROME  ( Obesity, amenorrhea, hirsutism, infertility   [slide 2]



( INCREASE LH, ESTROGEN and PROGESTERONE




( DECREASE FSH



US reveals MULTIPLE CYSTS

Dx: PCOD



Pt. NOT ovulating [infertility] so need to break cycle with pregnancy // induce ovulation 










( CLOMIPHENE

**37y/o/f  BENIGN – CYSTIC SMOOTH SURFACE



[slide 3/4]

Ages 20-45 ( BENIGN


Older than 50 ( MALIGNANT



An oophorectomy ( mass on L side removed as well




( serous secretion




( benign serous cystadenoma




( histology – CILIATED COLUMNAR CELLS and PSAMMOMA BODIES

**PAPILLARY FORMATIONS  -- with PSAMMOMA BODIES


[slide 5]


Ddx: PAPILLARY TUMOR OF THYROID





MENINGIOMA and MESOTHELIOMA          [psammoma bodies]





SEMINOMA and PAPILLARY THYROID      [psammoma bodies]


Dx here: Serous Cystadenoma [papillary]

Psammoma body ( SEROUS TUMOR of OVARY



[slide 8]


( complex papillary serous cystadenocarcinoma




( usually bilateral  





( AGE < 45yrs.


NOTE: Tumors of OVARY present with S/S LATE!! Plenty of room to grow, late Dx. Worse Px.
**  Solid [more malignant] // cystic [more benign]   YOUNGER ( benign    OLDER ( malignant    [slide 6]

INTESTINAL OBSTRUCTION major problem of OVARIAN CANCER


RENAL FAILURE  ( CERVICAL CANCER


Association with CA125 ( OVARY


Metastasis (bilateral, no necrosis, smooth on gross  ( KRUKENBERG

NO metastasis ( bilateral, no necrosis, smooth on gross ( SEROUSCYST ADENOCARCINOMA
NB: PSEUDOMYXOMA PERITONEI ( not found with BENIGN MUCINOUS ADENOMA [unilocular] [slide 9]
NB: CANCER of appendix ( not from fecolith obstruction!
[slide 11]

**32 y/o/w  presents with severe R lower abdominal pain



[slide 12]


LAPAROTOMY done



Pain is due to ( TORSION of OVARY



( Dermoid cyst makes ovary heavy, twists, ischemia



MORE COMMON ON RIGHT SIDE    [small 1% chance of squamous CA


INFERTILITY



If IMMATURE NEUROEPITHELIUM IS PRESENT ( increased MALIGNANT RISK!!



SOLID increases risk of malignancy versus cystic in form.

**45 y/o/f  presents with HEAT INTOLERANCE, WEIGHT LOSS, BRISK TENDON REFLEX,      [slide 15]

THYROID NOT ENLARGED. 


( R adnexal mass  [adnexa is structures together ( ovary, tubes, etc.

US guided biopsy will reveal Dx:  STRUMA OVARII

**56y/o/f   POST-MENOPAUSAL women presents with a unilateral and small mass. [like Brenner]    [slide 16]


Microscopy revealed tumor cells with coffee-bean appearance ( CALL-EXNER bodies.



Most of the time BENIGN


Dx: GRANULOSA CELL TUMOR  [SEX CHORD TUMOR]

** KRUCKENBERG TUMOR







[slides 17/18]

( Ovary solid – affecting kidneys as well – METASTASIS to ovary is most from STOMACH [GIT]


( Takes shape of ovary, BILATERAL


( SIGNET RINGS


( UNKNOWN HOW IT SPREADS TO OVARY!!

**19 y/o/f  ASIAN IMMIGRANT presents with abdominal pain, amenorrhea for 4 months


( spontaneously expelled a mass per vagina that is cystic/mucoid in consistency


GESTATIONAL TROPHOBLASTIC DISEASE


COMPLETE MOLE ( 46 XY   [or 46 XX]  ( NO VILLI / NO FETUS // ALL ABNORMAL VILLI

PARTIAL MOLE ( 69XXY ( SOME VILLI [some normal / some not] SOME FETUS



*SNOWSTONE APPEARANCE  on Xray – H mole


2% LOW RISK TO CHORIOCARCINOMA


10% to invasive



Histology: HYDROPICALLY DEGENERATED CHORIONIC VILLI  -- NO BLOOD VESSELS




Tx: CURRETAGE

**57 y/o/f  -- SWELLING of ABDOMEN // ABNORMAL BLEEDING


( Endometrial biopsy ( cartilage, MUSCLE, epithelium glands


Dx: MIXED MESENCHYMAL TUMOR OF UTERUS   [epithelial elements in tumor]



[MÜLLERIAN TUMOR]

**44 y/o/f   -- H mole delivered. @ hospital presents with dyspnea
elevated S/S pregnancy   [slides 21/22]

( H. mole ( BILATERAL CYSTS ( common due to HcG


( MULTIPLE CANNON BALL LESIONS in lung [metastasis] ( on CXR [chest x-ray]


( biopsy uterus ( Dx: CHORIOCARCINOMA



GESTATIONAL CHORIO ( RESPONDS TO CHEMOTHERAPY



GONADAL CHORIO ( does NOT respond to Tx


( USUALLY hemorrhagic, necrotic ( tumor disappears almost entirely [primary] 








( only left with LUNG METASTASIS

** A woman delivers a child and then begins to have a growing mass 3months postpartum.

Histology: human placental lactogen [mass]



ONLY CYTOTROPHOBLASTS


Dx: PLACENTAL SITE TROPHOBLASTIC DISEASE



( there are NO SYNCTIOTROPHOBLASTS – no HcG

NB: BRENNER TUMOR ( TRANSITIONAL EPITHELIUM [nests]   [SOLID]

Male

**Prader-Willi – chromosome 15


( undescended testes MORE COMMON ON RIGHT!


( with cryptorchidism ( CHANCE OF CANCER is in BOTH TESTES [descended/undescended]


( INFERTILITY ( need to CORRECT undescended testis BEFORE 2 years old.


( noted ATROPHY of testes ( NO RISK OF MALIGNANCY [unless true cryptorchidism]


( during atrophy of tubules ( hypertrophy of Leydig cells [compensation]


HYPOSPADIAS – urethral hole on underside [ventral surface]  [associated with chordee]


EPISPADIAS – urethral hole on dorsal surface

**32 y/o/m presents with Hx of ulcer on glans that was present 4 weeks ago…same size.  
[slide 4]
Histology will find SQUAMOUS CELL CARCINOMA ( KERATIN PEARLS

Predisposing for those without circumcision ( accumulate SMEGMA ( lead to cancer/Dz/infection.

Spreads into glans, into lymph nodes [rare]…usually local…DOES NOT HAVE TO BE PAINFUL!!!

Bowen’s Dz ( shaft / solitary / plaque
Bowenoid Papulosis ( shaft / multiple / papillary
Erythoplasia of Queyrat ( GLANS [red patch] / solitary
Infiltrate membrane ( frank carcinoma.

Found in populations that do not practice circumcision.

HPV link is 16 and 18

Indurated lesion, will be hard…like a mass…infiltrating lesion…coin lesion….painless…like syphilis   [slide 5]
** 47 y/o/m  Hx of adenoma of PT gland 2yrs prior…presents now with painful/difficulty/bloody urine.
US revealed many masses inside bladder.

Calcium stones are most likely due to prior history of hypercalcemia.

Asymptomatic or symptomatic [increase # stones will give S/S].

Wake-up…can’t urinate…jump around/move…then they can urinate [displaced stones in bladder].

Dx: via Xray or US…stones with calcium [radio opaque] 

MAP [magnesium aluminum phosphate]( very large 

Cysteine [radio lucent]

Microscopic/macroscopic hematuria.

Colicky abdominal pain…radiating to groin…colic of ureters ( obstruction [pain WAXES and WANES].

Stones <5mm pass freely. Greater than 5mm will get stuck and producing EXTREME PAIN!
Hx. of repeated bacterial urinary tract…LARGE STONE in kidney ( STAGHORN CALCULI ( MASSIVE

( result from MAP…it is soft…can suck it out from US guided aspiration.
Irritation can lead to metaplasia, dysplasia ( squamous cell carcinoma.
NB: GIVE 5HT reductase Tx for benign prostate hyperplasia [BPH].
**41 y/o/m immigrant from Egypt…presenting to hospital with Hx of hematuria. Schistosomiasis Hx. Treated on 2 occasions for the parasitic infection

SQUAMOUS CELL CARCINOMA.

NEURO
**Distressed 41y/o housewife calls 911 found alcoholic husband unconscious on floor.
Husband was severely unconscious. Pupils not reactive to light. Not breathing spontaneously.

Pt. expired ( autopsy showed BILATERAL necrosis and hemorrhage of temporal lobe.

Dx: HERPES SIMPLEX ENCEPHALITIS ( bilateral hemorrhagic necrosis of temporal lobe!!

Do CSF find HERPES ( TEMPORAL LOBE!!!
PARKINSON’S DISEASE ( SUBSTANTIA NIGRA PATHOLOGY






( lack black pigment in substantia nigra!!






( LEWY BODIES [eosinophilic cytoplasmic inclusions in neurons]






( ELDERLY PERSON, RIGIDITY ( COGWHEEL






( dementia, resting tremor

**41 y/o/m noticed involuntary rapid movements of hand, can’t control. Father similar history and died at 55y/o. Noted as being forgetful.
Dx: HUNTINGTON’S CHOREA ( CAUDATE NUCLEUS ( CHROMOSOME 4

POLIOMYELITIS ( LMN lesion ( anterior horn cells degenerate ( infection with polio [entero] viruses ( motor neurons in anterior horn of spinal cord…LMN paralysis of muscles.
ALS [Lou Gerhig’s Dz] ( degeneration of both LMN and CORTICALSPINAL TRACT [UMN lesion signs] atrophy, hyperreflexia, arflexia, fasciculations. COMBO of UMN and LMN lesion S/S
**14y/o/b in jungle while picnicking ( bitten by skunk! Noted to be drooling saliva, hydrophobia, high fever and before you knew it he was DEAD.
Autopsy revealed ( eosinophilic, cytoplasmic inclusion bodies ( Negri Bodies ( hippocampus, brain stem and cerebellum.

Virus travels via nerves from point of bite.

**Hx of known fight victim. Woke-up within 30 seconds. Went home. Found dead in morning.

Initial rxn ( concussion [from impact ( transient injury to brain]

Cause of death ( transtentorial herniation ( location of hematoma just under temporal side. Pushes uncus down.

Lucid interval ( time between injury and the first S/Ss

MIDDLE MENINGEAL ARTERY IS BLEEDING.

EPIDURAL HEMATOMA

Hx: of trauma to side of head ( no CT, XRAY ( just relieve PRESSURE RAPIDLY ( hole to open head.
Duret Hemorrhages ( herniation found in brain stem via foramen magnum. Fountain shaped hemorrhages.
**Shot to head.
Low caliber bullet…rolling, takes time ( for pt. to die. Unless passes via brain stem.

High caliber bullet ( blast…instant death ( destroy all brain tissue.

Small hole is entrance ( large is EXIT wound.

**Hypertensive strokes ( LOCATION expected to be in Basal Ganglia area – thalamus, pallidus, internal capsule.
Most of time is Charcot-Buchard ( found in low caliber vessels ( lipid found in these smaller, weak vessels ( higher pressure, ruptures ( hemorrhagic stroke. Pt. will present with hemiparesis ( can affect speech.

Pt. known with HTN ( develop stroke ( unconscious ( die immediately ( THINK PONS!

** 68y/o/m professor of physiology, long standing HTN ( awoke with hemiparesis [day that he had infarction].
On gross exam of brain ( find cystic area, brownish region ( PROVES IT TOOK TIME to form this structure.

Takes up to 2weeks-3months to form lesion.

THIS SLIDE SHOWS CONTRACTION LESION [slide 4]. Will dilate ventricle on SAME side as lesion.

Loss of cortical substance ( passive dilation of ventricular cavity [USMLE] EXVACO lesion.

**BERRY ANEURYSM ( WORST HEADACHE OF MY LIFE [hemorrhage-subarachnoid due to rupture]
MOST LIKE TO RUPTURE ( during sex.

Take spinal tap ( acute bleeding ( frank blood in CSF.
Chronic bleed ( +6 hrs ( yellowish tinge to CSF 

ADULT PKD

TURNER’S SYNDROME

COARCTATION OF AORTA

72y/o/m elderly Hx. of headache for past 3 months…getting worse…histologic studies of head, shows mild atrophy of brain ( Hx. of shaken baby can lead to this as well.
SUBDURAL hematoma ( more space to move b/n dura and arachnoid…bridging veins can rupture…subdural hematoma…rapid movement--VENOUS BLEEDING FROM BRIDGING VEINS ( SLOWLY. No Hx of trauma.

**transverse section of brain. Pt. known to have bronchiectasis. Pt. presents with headache, fever, weakness on R side of body. Second day of admission pt. expires.
BRAIN ABSCESS [metastatic from lung in this case]






[slide 8]

PRESENT with lesion ( space-occupying lesion ( MARGIN OF GRAY-WHITE BORDER.

Space occupying lesion ( cause transtentorial herniation depending on location.

**92 y/o/m man states that family is trying to kill him ( he has cognitive deficits.
Alzheimer’s DISEASE

Starts with short term memory deficits.

Down Syndrome association ( in 20-30s
DIFFUSE ATROPHY OF BRAIN ( impairment of cognitive function // personality changes // hallucinations

Will find ( Neurotic plaques [AMYLOID AB found]   and Neurofibrillary Tangles in cytoplasm of nerves, also find granule vacuolar degeneration ( hippocampus.
Die of bronchopneumonia!! Bed-ridden, don’t cough. Can vomit, aspirate ( BRONCHOPNEMONIA

ATROPHY of just frontal lobe [parietal] ( PICK’S Dz ( unilateral

**46 y/o/m comes to hospital with ataxia. Notices that he has RAPID/jerky movement of hand, myoclonus. Told by friends that he is having personality changes and he is forgetful; dementia.
Study of brain shows MULTIPLE CYSTS diffusely in brain…spongiform pattern.

CZJ ( prion ( infectious protein without nucleic acid.   ( will affect CEREBELLUM
Commonly confused with PML ( TERMINAL STAGES OF HIV [CD4+ VERY LOW] (     JC virus!!





( OLIGODENDROCYTES get infected ( demyelination
** Tumor within 4th ventricle






[slide 10]
EPENDYMOMA ( obstructs flow of CSF ( non-communicating hydrocephalus

Compression cerebellum, brain stem.

Ataxia.

In children ( meduloblastoma ( <10y/o ( on vermis of cerebellum ( can grow and compress 4th ventricle.

MOST COMMON TUMOR OF BRAIN ( ASTROCYTOMA

GLIOBLASTOMA MULTIFORMIS ( most malignant form of astrocytoma.

**52y/o/w Died of drug intoxication. Found to have this tumor coming from meninges.    
[slide 11]
Sagittal suture is where tumor is found.

Incidental finding ( MENINGIOMA [died of something else].

Can have mass on skull(doesn’t go inside brain. Doesn’t cause ICP increase.

Altered sense of smell if in olfactory groove.

MORE COMMON IN FEMALE.    PSAMOMMA bodies found here.

**37y/o/w from Finland presents to hospital with double vision and dysarthria. Past Hx of weakness of legs and tiredness. Has a lesion that is enhanced with gadolinium.
Dx: MULTIPLE SCLEROSIS

CSF find oligoclonal bands of hemoglobin.

Paraventricular plaques of MS found.

MS has strong affinity for OPTIC NERVE AND OPTIC CHIASM. ( diplopia, vision problems!!
Tropical climates are less likely to develop ( further away from equator.
Scanning speech

Intention tremors

Nystagmus

Respiratory failure or problems can cause death.
Predominantly affects white matter around ventricles ( loss of white matter.
Find plaques that are areas of demyelination and edema.

Etiology is NOT KNOWN.

Bone

**18y/o/m presenting with Hx of painful swelling in right leg. XRAY shows onion-skinning appearance. Mutations affecting translocation b/n chrom 11 and 22. Biopsy shows small, round, blue cells containing glycogen.
· EWING SARCOMA – TUMOR

· Affects 2nd 3rd decade

· Diaphysis tumor

· Translocation 11 and 22

· Xray with onion skinning due to reactive bone formation

· BLASTOMAS – histology small round blue cells – MUST CONTAIN glycogen…PAS / diastis stain

**31 y/o/m on pulmonary TB TX for past two months
presents with a Hx of back pain and painful lump in R inguinal region

night sweats / fatigue

thickened vertebral column [slide 1]


Dx: Pott’s Dz….cold abscess [inguinal]


Infection lungs…spread mediastinal lymph nodes….carry by blood, seeded other part body… can go down psoas muscles to hit vertebral column…down planes of muscles to iliopsoas muscle…COLD abscess [not HOT…microbacterium Tb….tends to be CHRONIC smoldering rxn…..swelling, either side of inguinal region…for Dx: US guided biopsy…get sample…do AFB stain…test for Pott’s Dz….tend to have COMPRESSION Fx of disc, gives pressure on spinal cord…WEAKNESS of limb…compressed nerves…collapsed vertebrae….with Tb you will find CASEOUS necrosis and presence of AFB…KYPHOSIS/SCOLIOSIS  XRAY will show GIBUS [Fx or compression of vertebrae….angulation of vertebral column]
**SPONTANEOUS MUTATION [although autosomal dominant] 



slide 2/3

MODE of inheritance…..SPONTANEOUS 80% cases…parents of relatives DON’T HAVE IT!!

CHOOSE SPONTANEOUS….otherwise AD

Problem with maturation of cartilage

**Flattening of edge of skull on one side of XRAY…soft bone…list of Ddx


slide 4
OSTEOGENESIS IMPERFECTA  -- disorder of TYPE I collagen

Hx of recurring childhood Fxs..

Blue sclera

Easy bruising of skin….recurrent dislocation of joints [weak ligaments/tendons]

Inheritance can be dominant/recessive

**child…femurs appear to be wide…no marrow cavity…looks like chalk


slide 6
Dx: OSTEOPETROSIS

OSTEOCLAST activity….
3-4 y/o/m repeated infections, bleeding from gums, fatigue, problems hearing properly, Fx on two occasions in past…XRAYS of pelvic joints and femur and shown as slide

OSTEOCLAST DEFECT…don’t have remodeling of bone properly to make bone strong

Laying down bone…appears sclerotic…thick…but WEAK bone…easily Fx

Pancytopenia feature ( lack of marrow…bone takes of marrow cavity

Facial/cranial nerve syndromes….passing through fossa….compression of nerves

CN VIII – problems with HEARING

31 y/o/m orthopedic surgery visit due to persistent pain in his R and L knees
scheduled to be scoped

during surgery…noted to have BLACKED articular cartilage...joints…BLACK…bones BLACK color..

Dx: OCHRONOSIS

Deficiency of  HOMOGENISTIC ACID OXIDASE!!
Can’t metabolize homogenistic acid...accumulate…will collect in tissue.

Hands of man presents with pains in fingers for past 3 weeks.




Slide 7
XRAY shown on slide

Dx: ENCHONDROMA

TUMOR of cartilage…starts MEDULLARY cavity of bones.

Pt. has chance of developing malignant neoplasm – CHONDROSARCOMA

Ollier’s multiple enchondromas on ONE SIDE OF BODY

Multiple with hemangiomas  MAFUCCI’S

May present with pain, swelling.

Bone biopsy from 71y/o/w WHITE…who Fx her L femur. 
XRAY showed generalized OSTEOPENIA

Biopsy shown on SLIDE 8

Pt. has no elevated alkaline Phosphatase

THIS IS OSTEOPOROSIS [shows comparison of normal…with trabeculae]

ELDERY WHITE FEMALE…pathological Fx…fracture from SMALL FORCES. 

NORMAL CALCIUM LEVELS and PHOSPHATE

XRAY may appear to be NORMAL

DO a BONE SCAN 
DEXE[scan]

More common in POST-MENOPAUSAL WOMEN ( LACK OF ESTROGEN…which is protective to prevent bone resorption.  RANK runs wild…osteoclasts.
Have Fx affect 3 CONSECUTIVE VERTEBRAL BONE to Dx OSTEOPOROSIS

KYPHOSIS…decrease in height due to compression Fxs…

Tx: give ESTROGEN REPLACEMENT THERAPY [watch endometrial proliferation…and breast cancers]

Bone biopsy of woman Muslim from Syria…doesn’t come outside…covers entire body…indoors.
    Slide 9
Presents with pathologic Fx of FEMUR

Dx: OSTEOMALACIA

VITAMIN D DEFICIENCY  ( Calcium [DECREASE] and Phosphate [DECREASES] and PTH [INCREASES].
XRAY of thighs…find lucent regions in upper part of femur…bones are soft…big vessels make indentations in bones by pulsating blood vessels. LUSCENS LINES
Problems with mineralization…not osteoid production [done in excessive amount] so SOFT BONES

SAME PRESENTATION ( children ( RICKETS!!  More bone abnormalities seen here.

Biopsy [slide 10] of finger from 46y/o/m presenting with painful swelling of one of fingers. Has similar swelling on other part of body. General XRAY of body showed a lot of OSTEOLYTIC lesions/regions in body.
Dx: HPT [hyperparathyroidism]
Pain due to osteolytic lesions in bones of fingers of RADIAL side of PROXIMAL and MIDDLE portions.

Most of type…secondary to adenoma of PT gland.
Constantly producing excess amounts of PTH….stimulates osteoclastic activity of bone.

SERUM CALCIUM WILL INCREASE….hypercalcemia

SERUM PHOSPHATE will go down.

ALKALINE PHOSPHATASE will REMAIN SAME. [only with osteoblastic activity] [not mentioned here often]

Grossly looks BROWN….called BROWN TUMOR…hemosiderin deposits.
Cases of PRIMARY PTH….usually ADENOMA of PT gland.

SECONDARY….CHRONIC RENAL FAILURE  [phosphate INCREASES here ( accumulate in body]

56 y/o/m WHITE presents with headache Hx and complaint his HAT can no longer fit head.
Bone biopsy [slide 11] [slide 12 – XRAY]
ALKALINE PHOSPHATASE WILL BE ELEVATED.  HIGHEST LEVELS FOUND!!!!

Dx: PAGET’S Dz of BONE.
Problem with size of head ( bone growth ( can compress on CN and give S/S.
Sometime asymptomatic…Hx of heart failure…breathlessness, S/S cardiac failure…see Alkaline Phosp. ELEV.

Heart Dz. Cause ( increased blood supply to bone…heart is demanded to pump more blood to Pagetic bone…so pt. might not be able to compensate. High output cardiac failure.

Might see Fx. WOVEN BONE…immature bone not arranged in lamellar formation…predisposition to bone Fx.

WILL FIND MOSAIC PATTERN ON HISTOLOGY [bones at different levels of maturation] classic presentation!!

THREE PHASES: OSTEOLYTIC // MIXED // SCLEROTIC PHASE

MAY PROGESS TO SECONDARY OSTEOGENIC SARCOMA!!

Can affect one bone ( mono   

many bones ( poly
AFFECTS AXIAL SKELETON ( SKULL, PELVIS, VERTEBRAL COLUMN

PARAMYXOVIRUS [MEASLES] is thought to be involved in etiology.  

OSTEOLYTIC LESIONS [slide 12]
Osteoporosis, Paget’s, HPT

Pt. with Paget’s and do x-ray of skull ( OSTEOPOROSIS CIRCUMSCRIPTA [rounded lesion]

Rheumatoid arthritis ( YOUNG FEMALES [20-35]
35 y/o/w Hx of pain PIP/MCP ankle, low grade fever most of time, decreased appetite, joint stiffness...one hour…improves as day progresses….

AUTOIMMUNE Dx CONDITION…SYMMETRICAL ARTHRITIS…SPARING DIPs!!!!!!!!

Presence of nodule on elbow!
Dx: SERUM Rheumatoid factor will show extra-articular manifestations ( ascites, pleural effusion, anorexia.

MAKE Dx of Rheumatoid arthritis from HISTORY and PRESENTATION.

Xray of articular joints…periarticular osteopenia…helps with Dx of Rheumatoid arthritis

Rheumatoid factor is ( IgM against Fc portion IgG

PATHOLOGICAL HALLMARK ( PANNUS
Inflammatory rxn that relates to destruction. Pain in joints.

HLA predisposition for Rheumatoid arthritis.

INFLAMMATORY CHANGES.
**64 y/o/f with Hx of PAIN in her L hip joint. Made worse by ambulation [walking around] Picture of articular cartilage in hip will look like Slide 14 ( shows FIBRILLATION of articular cartilage…will continue through to bones…FISSURING…can leak synovial fluid into bone.

OSTEOARTHRITIS…

CAN affect DIPs  [Rheumatoid NEVER affects DIPs]

Synovial portion of vertebral column….ATLANTO-AXIAL is synovial…only one….can find RHEUMATOID arthritis there…no other vertebral portions.

XRAY affected by OSTEOARTHRITIS…REDUCTION of JOINT SPACE!

Evidence of reactive bone formation ( find OSTEOPHYTES.

Biopsy of joint ( fibrillation, fissuring, bone cyst formation [fissuring of synovial fluid into bone].

Cartilage can get detached and float about…JOINT MICE!

WILL BE ASYMMETRICAL unlike rheumatoid arthritis.

CAN HAVE HEBERDEN’S NODES…osteophytes and DIPs

Bouchard nodes are at PIPs.
NO INFLAMMATORY CHANGES SEEN HERE!!!!

COMMONEST TUMOR OF BONE is ( METASTASIS
COMMONEST PRIMARY BONE ( MULTIPLE MYELOMA [of plasma cells in marrow]

COMMONEST PRIMARY OF JUST THE BONE TISSUE ITSELF is ( OSTEOGENIC SARCOMA

**17 y/o/m Hx PAINFUL SWOLLEN L KNEE of ONE WEEK DURATION. 
XRAY shows a classical pattern of SUNBURST DEFECT or CODMANN’S TRIANGLE

Biopsy show on slide 19.

Dx: OSTEOGENIC SARCOMA  [OSTEOSARCOMA]

METASTASIZE predominantly via hematogenous route…high predilection to LUNGS!!

Need to demonstrate tumor cells ( PRODUCING OSTEOID

COMMONLY AFFECTS METAPHYSIS of long bone  [lower femur and upper tibia] [KNEE]

PAIN of knee joint…perhaps trauma or infection….Tx. with antibiotics….DOES not work.

First two decades of life…11-30yrs.old

Genetics ( pt. with RETINOBLASTOMA gene is important in development of this

Also, P53 and MDM2 ( important genes in genesis of osteogenic sarcoma.

SECONDARY OSTEOGENIC SARCOMA ( Paget’s Dz // elderly // radiation therapy to Giant Cell Tumor [GCT], chronic osteomyelitis, pt. with bone infarcts.

GROWS in medullary cavity and cortex.

IN CODMANN’S TRIANGLE ( reactive bone formation ( NO TUMOR CELLS. [base is tumor]

Surface of cortex…reactive bone formation at right angles / perpendicular [sunburst!!!] ( SLIDE 20.  Also, found in thalassemias, hemolytic anemias ( crew cut appearance of skull on XRAY!!!

Hyperplasia of marrow.

[Ewing is parallel to surface ( onion skinning appearance].

**71 y/o/m with swollen painful joints…enchondroma in past…presents with painful swelling knee joint [cut looks like SLIDE 21] tumor lobulated and bluish/gray appearance grossly. NOT BASED ONLY ON Hx – need pic.
CHONDROSARCOMA ( ELDERLY PEOPLE

Will affect DIAPHYSIS ( grows FROM medullary cavity!!! 

LONG BONES, shoulder joints, femur.

Predominantly producing cartilage.

Dx: from histology ( see numerous chrondrocytes, mitotic activity, some double-chrondocytes in one lacuna.

Grossly find…bluish lobulated mass.
**25y/o/f presents with painful, swollen R knee…unresponsive to antibiotic Tx for past two weeks.   [Slide 23]
XRAY shows cystic cavity w/n epiphyseal end of bone…

Dx: GIANT CELL TUMOR  // OSTEOCLASTOMA

Affects epiphysis of long bones…especially around knee.

BENIGN CONDITION ( can become metastatic

Tumor cells are mononuclear cells not the osteoclast-like cells [multinuclear] --  [slide 24].

DO NOT Tx with RADIATION!!!!  ( increase chance of malignancy.

GROSSLY looks pale-pink.

XRAY shows CYSTIC CAVITY at END of BONE!

Histology of BROWN tumor and GCT look alike ( HT will be diffuse/systemic/multifocal…GCT will be UNIFOCAL
**OSTEOMA found in SKULL BONE! Not painful ( bump on skull.
Histology…find NORMAL LAMELLAR BONE.

COSMETIC…not pathologic…may find in GARDNER’S SYNDROME

OSTEOID OSTEOMA
Histology ( FIND WOVEN BONE!    FEMUR and TIBIA!!
PAINFUL!!

XRAY ( find a central area of osteolysis…surrounded by ring of osteosclerosis [thickened bone]…tends to PRODUCE NOCTURNAL PAIN that is SENSITIVE TO ASA [aspirin]!

Child can’t sleep at night…pain goes away with ASA!

OSTEOBLASTOMA
Affects vertebral column ( produces WOVEN BONE!
** 24 y/o/m returned from picnicking in Connecticut…bit by a tick. Pain in his knees, ankles, had a rash at bite site…that had a central clearing zone.
Dx: LYME DISEASE

Organism ( Borrelia burgdorferi
ERYTHEMATUS MIGRANS
Fx of long bone…presenting with confusion, petechial hemorrhages….FAT EMBOLI! 

[slide 25]
Endocrine
**Acromegaly
Measure IGF [insulin-like growth factor] Above reference value ( with S/S ( acromegaly.

Measure GH alone…will be useless for Dx.

Pt. most common cause of death is HEART FAILURE.

REVIEW NOTES

Arthritis

Blood glucose

CHF, carpal tunnel syndrome

Diabetes mellitus

Enlargement of gland

Field defect

Can also cause other metabolic problems: HTN, diabetic mellitus, osteoporosis.
Tumor of somatotrophs ( cells in ANT PIT that produce GH ( neg. inhib by SS [somatostatin]

Tumor can respond to BROMOCRIPTINE.

Tx: Rx, surgery, radiation.

**CUSHING’S ( Hypercortisolism  MOON FACE, BUFFALO HUMP, DEPRESSION, TRUNCAL OBESITY, pain climbing stairs, male presents usually with loss of libido and impotence….female ( amenorrhea
Diabetes, HTN, osteoporosis

Do 24hr. urine cortisol for Dx….elevated ( suspect Cushing’s

Commonest cause ( exogenous STEROIDS!!

Caused by pituitary adenoma ( elevated CORTISOL.

**see chart below



           low dose DST               HIGH dose DST
            ACTH

	Primary Pituitary Tumor
	--------
	+
	INCREASE

	Ectopic ACTH
	--------
	--------
	INCREASE

	Primary Adrenal Tumor
	--------
	--------
	decrease

	**Exogenous Source
	--------
	--------
	decrease

	NORMAL
	+
	--------
	NO CHANGE


**Addison’s – PRIMARY Hypoaldosteronism
High ACTH [from pituitary] ( MSH increase ( hyperpigmentation of body.

Weak, lethargic, abdominal pain, vomiting ( adrenal crisis ( comatose ( dehydration ( die.

Past Tb infection would give rise to Addison

Most cases now due to AUTOIMMUNE disorders.

** Presents with new Dx of HTN…associated with tremors, sweating, insomnia, anxiety. Scan of abdomen done shows mass [SLIDE 5, 7]. Adrenal gland scan ( mass in medulla.

PHEOCHROMOCYTOMA

Measure vanillylmandelic acid (VMA), ( metabolite of epinephrine/norepi] found in urine.

NEURAL CREST CELL ORIGIN

10% rule ( bilateral, malignant, familial association, associated extra-adrenal.

Presence of metastasis is needed to prove that it is malignant.

DOPAMINE ( neuroblastoma ( HVA is metabolite.
**Thyroid problem ( TEST TSH FIRST!






[slide 8]
Hypo or hyperthyroidism S/S do TSH test.

Dx: GRAVES Dz.

EXOPTHALMOUS ( examine from side or behind

LID RETRACTION ( see sclera above cornea [excessive amount of thyroxin in body ( increase response of catecholamine ( levator palpebrae will be highly tonic.

Mucopolysaccharide accumulation behind eyeball pushes eye forward.

COMMONEST CAUSE HYPERTHYROIDISM ( women ( GRAVES

SCAN ( diffusely HOT ( production of antibodies that stimulate thyroid receptors.

MEASURE TSI [thyroid stimulating immunoglobulin] ( HIGH

HIGH T3 and T4 so TSH is REDUCED.

HEAT INTOLERANCE, WEIGHT LOSS, PALPITATIONS, TACHYCARDIA, OLIGOMENORRHEA, WARM MOIST SKIN, THINNING OF HAIR.
PRETIBIAL MYXEDEMA

DIFFUSE UPTAKE of IODINE [radioactive] in gland.

**37 y/o/m never found to be HTN…now 190/120. LOW K+
HYPERALDOSTERONISM

WATER and SODIUM  RETENTION ( POTASSIUM LOSS [Conn’s syndrome]

**Kidney slide ( want to prevent end stage kidney failure with respect to DM

Pt. with diabetes…checking for microscopic albuminuria ( need to modify treatment regimen of pt.

30-300mg albumin [microalbuminuria ( from hyperfiltration] prevent NEPHROTIC SYNDROME [once it get here, must Tx with DIET only ( reduce protein intake!]

**49 y/o/f obese – found unresponsive…blood sugar found 900mg/mL

Urine…GLUCOSE +++

KETONE – none

TYPE II DIABETES MELLITUS

HONK [hyperosmolar nonketoic acidosis]

No antibodies to Islet Cells.

DOES NOT REQUIRE INSULIN

NO KETOACIDOSIS

AMYLOID is likely to be found in pancreas.

** 17 y/o/m found unconscious…KUSSMAL respiration [ketosis] metabolic acidosis compensation…acetone on breath…known diabetic by family.

TYPE I DM

Micro/macro nephropathy. All membranes are thickened.

NODULARITIES…KIMMELSTIEL-WILSON…bubble-gum lesions…pushing capillaries to side.

AFFERENT and EFFERENT hyalinization
CAPSULAR DROP ( Dx of DM  [READ pg. 15 in notes]
FIBRIN CAP ( found in other pathologies as well.

Dx: WHO criteria
PAPILLARY NECROSIS might develop  [also found in chronic aspirin/analgesic combo users].

LOSS of pericytes ( lose strength of retinal vessel walls ( dilation, aneurysm ( rupture  [Slide 12]
CATARACTS

GLAUCOMA

DM cause of ( BLINDNESS!!

AMYLOID PANCREAS TYPE II DM 
[Slide 13]

**Painful thyroid gland with Hx of viral infection of throat, spread to thyroid. 

Dx: DeQuervain’s [subacute thyroiditis].
ELEVATED ESR!!

Hyperthyroidism in acute period.

PROGRESSES to HYPOthyroidism.

Post-partum thyroiditis  ( etiology unknown [perhaps viral].
Sheehan Syndrome: Postpartum bleeding, ischemia to anterior pituitary, present with panhypopituitarysm.
Hypothyroidism ( normal response on reflex…but REDUCED relaxation phase [slow tendon relaxation reflex]

**Pt. with Hx of hyperthyroidism Tx with surgery…now presents with hypocalcemia.
PATHOLOGY ( PT glands disrupted during surgery.

COMMONEST THYROID ( PAPPILARY CARCINOMA…spreads via lymphatics…PSAMMOMA bodies.

FOLLICULAR CARCINOMA OF THYROID ( SPREADS HEMATOGENOUSLY to lung, bones, body.

MEDUALLRY CARCINOMA of thyroid ( C cells ( increased CALCITONIN ( NEURAL CREST CELLS

ANAPLASTIC CANCER ( bad Px…find metastasis.
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