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Quick nofe on whaf our Teacher said she expects, she expects us To not just point at
structures and say what they are. She wanlfs us To describe what we see. So in her own
word this isnT anafomy where you say what you see this is paThoIogsy where you
describe whdl you see. If you see a lesion you need 1o describe il. She dosnl expect you
To make Dr.House level diagnosis but df least aftempt to make a differenfial diagnosis
based on macroscopic appearences. So for example if you see lesions that look like
grooves on The kidney then you can mention To her that pyelonephrilis has The same

ealure. The followin? pages is just a general what To say for each organ assuming
there is nothing pathological. So you can just memorise what's wrilfen here and then in
the exam adjust you script according To what you see.

According To Molnar (The mean one?)
The Order of describing anything in pathology is

Shape -> Size -> Surface -> Consisfency -> Colour -> Special sfructure

Bul he's gone now and I don' think the other
Teachers care about this order anymore

At the end there's list of specific findings that I compiled from the Elearning website but I
dont think we need it also there's no piclures of them so you will have To look them up




External Examindlion
The pdfient is a 169cm tall, nourished/Malnourished, middle aged male/female,
deceased. The skin is infact, no scars, tattoos, signs or previous operation. Color of the
skin is pale greyish white/yellowish. On The lower area of the back of the pafient there is
an irregularly shaped well defined confluent of livid-red/purple postmortum staining on
The skin. ABELY pressure To the area, if the staining becomes pale then this is due 1o The
ooling of RBC inside vessel as a result of gravily. If it does not then it is due to
imbibilion of RBC oulside of The vessels. Rigor mortis sfale can be defermined by the
inspection of joinfs localed in The jaws and exiremilies. Now we musT inspect the body in
a "head o Toe" fashion.
The head has regular shape and size. *characlerise the hair (length)*. The eyelids are
closed (or they can be open), The con%uncﬁva is pale-red. The sclera is while. The pupils
are round, symmelrical, centrally posilioned and moderdlely opened. The Iris is blve.
The cornea is transparent and infact. The ears, nose and mouth are palent and free of
blood/debris. The teeth are intacl/missing. The neck is of regular size. Check for thyroid
gland growth.The thorax is proporfional. *Check for lumps around the breasts and
axillary area*. The external limbs are intacl. Abdomen level is measvered with number
21‘ firlugersrabove or below the thorax. Genilles are infact, Anus is free of blood. *Check
or viceralion*.

This is probably notf going to be in the exam for 2nd semester



Thoracic Complex

Starting position

Put the Tongue on the Table, Tongue "licking" the table. The fongue faces away from you.
The base of heart will face Towards you. The heart is on top of the lungs. Anterior
surface is facing superior
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Heart (Theory)

The heart is in the regular anafomical position with respects o the other organs. Its shape
and size are regular (350g). The layers of the pericardium are smooth, shiny and
zlis’fening. The subepicardial adipose Tissve af the apex of the right venfricle is 2mm and
as a sharp border To myocardium. The Pericardial sac is free of flvid and thrombus
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"Small dog Tongue" Wall of right ventricle
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Aortic Val
v zuspid Valve

Conlinudfion of heart

The volumes of the heart chambers are regular/dilated. The Left and right veniricle can be
measured at The level of the aortic valve/pulmonary valve. Left venricle should be
12-15mm and right should be 3-5mm. The Auricles should be free of thrombus. Valves
should be infact, smooth and delicate. Endocardial layers are smooth and without
deformations. Foramen ovale is membranously closed.

. . ‘oramen Ovale
Leff Afrium \/ ick your fingers in Left afrium
'd flip The heart To find the

reman ovale in The right alrium



Now must find The 3 coronary arteries. The Right circumflex. The Left Anterior
Descending (LAD). Left Circumflex arfery.

Aorta —
Left
coronary
artery
Circumflex
artery

Right

loronary Left
artery anterior

descending
artery

The Right coronary artery is ontop of the Right ventricular wall
jUST under The avricle. WA T TR WL
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iey usually do the work for you, find the part of the

art that they cut info mulliple slits and you should
pefully find a vessel there, you'll also be able to feel if
patent or nol.

Anferior Descending is af septum of heart

Left Circumflex is on top of left ventricular
wall just under lefl avricle



The Coronary arleries are in their regular anatomical position. Their orifices are padlfent.
The left circumflex is under left auricle and is horizonfally positioned. LAD is on Septum.
Right coronary is under right auricle. Their Shape is preserved. Their caliber is regular/
narrowed by plaque. Wall'is regular/thickened or rigid. Lumen is pdfent and free of
obstruction (Or n31). The innermost Endothelial layer is smooth. Myocardium is moderally
firm and dark brownish red. Myocardial fibrillar struclure is preserved. Chordae
Tendineae are thin

- 'l

How do you Tell recent MI from
Old MI macroscopically?

Recent MI has discolouration that
is more brownish grey ' '

OLD MI has whifish gre

discolouration which is the fibrosis
of once necrolic myocardial Tissve v



Describing Luminal surfaces

When talking abouf luminal surfaces a few things need 1o be talked aboul.Talk about If the
lumen is preserved or not (Like it might've ruplured, or it might be dilated). Talk aboulThe
thickness of the wall. Some luminal organs have an outer Serosal surface like most of the GI
organs. Some have adventitial surfaces such as esophagus. Some have mucosal inner
surfaces. Vessels have an infimal surface. If the ouler surface is serosal Then say ifs
smooth shiny and glistening. Incase of mucosal surfaces it depends on organ like bladder
mucosal surface is Trabecvuldfed except for Trigone area and sfomach has rugae mucosa.
When Talking about color of the inner surface of any lumen make an argument for or
against inflammadtion when saying ifs color so if ifs red (dilafed blood vessels) this is
argument FOR inflammallion. Talk about the caliber of the vessel and whether or not the
Iumer; is occluded with blood or exudate or pus or if it's atherosclerotic in case of blood
vessels.

Aorta (Ty;ﬁically if will be already cut.)

Parts of the Aorfa Includes an ascending portion, the arch and the descendin rorﬁon.
The branches are the right brachiocephalic which becomes right CCA and subclavian,
Left CCA and left subclavian. If asked, the exfernal and infernal CA are distinguished by
fact that External gives branches outside skull but infernal doesn'.

Some Teacher might ask (Hopefully not ours) about asked about measurements. Aorfa
diameler is 5.5mm, ifs thickness is 2mm. The infimal surface is smooth and palish grey

color. (Normally There would be a lot of dtherosclerosis so expectTo say thaf insfead of
saying the aorla is smooth and shiny)

Aorfa

. . Branches of aorfa . .




Flip the whole thing around so heart faces Table undernedth the other organs. Trachea +
oesophagus faces you. Tongue no licking table, if's licking the air.
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Oesophagus Tongue

Thoracic complex 2nd page
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Tongue

I's shape and size are regular.

Consisfency is soft/Moderatly firm.

Colour is reddish brown.

Linguil Tonsils wouldve been on lateral aspect of back of Tongue but are normally removed

Thyroid gland

Esophagus
Regular andtomical position, Shape and size is regular. Is luminal so we must characlerise its

thickness and mucosal surface. Ifs color is %:e?lish whife. Some people confuse The oufer
surface for a serosal surface. Do not make Thaf mistake

Larynx
RngJIar anatomical position/ Bones and cartilage are present. Color is greyish pale



How To find thyroid gland

1. Py 2. Twist The
Tong Neck

. . 90 degrees

3. Twist the TONGUE down under the neck

T
-



Thyroid Gland

Is in ifs Regular anatomical position. Ifs Shape and size are regular. Is capsule is delicate. Ifs
Consistency is moderately firm. Its Color is brownish red. On a freshly cuf surface ifs
glandular appearance is preserved.

What o do if you find lesion?
Describe it's Shape then size, measure ils diameler with ruler. Then say ifs consistency and its
color Then say if it is easily movable.

Lungs
Aregin the Correct anafomical posifion. They are Regularl(}/ lobed, The right lung has 3
lobes and the left has 2. The Organ is "lung" shaped and symmefrical. 700g is its
regular weight. Plevral surface is present and is smooth and shiny. The visceral plerval
surfaces are slightly opaque with a moderate amount of anthrocolic pigment.Its
Consistency is spongy because the air inside The lungs should be evenly spaced out in
the pulmonary Jnarenchyma. On a freshly cut surface there should be minimal fluid
leakage. If fluid leakage is wafer-like then ifs transuddfe if ifs viscous Then ifs classified
as exvdafe. The Color of the lung is reddish in upper parls and greyish in lower parts.
The Alveolar slruclure is preserved. The Trachea and bronchioles in regular
anafomical posilion. (They are luminal so much be characlerised appropridfely ) Ther
caliber are regular. Their Wall thickness are regular. The mucosal surface is infact.
Luminal confent emjﬂ‘y along bronchiole system (Now make an argument for or against
Inflammafion based on if you see many dilafed vessels along the Trachea). Color is
inkish white (or post morfal red colour). The Pulmonary arfery is pafent and ifs infima
is smooth. No Thrombotic occlusion. Hilar and mediaslinal lymph nodes are present.



 Trachea

. . Left pulmonary artery

To find right pulmonary arfery, Turn right lun
And undeg it E the arTery Y ] ]
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Concave vs. Convex

Abdominal Complex
X© ‘‘‘‘‘ @
Starting position

Starting posiion, Erab descending aorfa put it on Top. The Convex surface of liver should
face down. The Aorta and vena cava are on top. The Diaphragm facing to you and
inferior mesenferic artery faces away. Anterior surface facing Table. Posterior surface is

up.

o O

Viaphragm
Abdominal aorta
Its a Luminal structure so we must talk about the thickness of its walls, and the caliber of
the vessel, say if the endothelial surface (Infimial) if smooth or nof, the color of the
surface and if the Lumen obstrucled by dtherosclerosis or if it is dilated. It's very likely
That below The renal arlery it will be dilated due To the nalurally lower elastin content of
this segment of the aorla

Example of script

The Caliber of the aorta is dilated. It's Thickness is 2mm. I's Colour is normally greyish
yellow. Infimal surface is elaslic and normally has plaque. There are 3 unpaire
vessels: The Celliac Trunk, The superior mesenteric arfery and inferior mesenteric
artery. And 2 paired arleries which are the renal arferies.

Vena Cava.
Normal andlomical posilion, distended, greyish white



Kidneys.

They are in their Normal anatomical position. The%_are Symeltically sized and both weigh
300g each. Their Capsules are easily removable. Their outer Surfaces are smooth. The
inner Cortex is Smm and pale brown. Its surface confains no scars or cysts or masses. The
Border belween the corfex and medulla is well demarcdfed. The thickness of the medulla is
regular. The Perirenal and peripelvic adipose tissve is preserved. Pelvises and vrelers are
in ?heir normal andfomical position. Their caliber is regular and shape is regular. Wall
Thickness regular. The Blood content of the mucosal surface of urelers are regular. The
Lumen is emply. (Side nofe: If the Medulla

& ) Adrenal Gland.

Finding the Adrenal Glands
(According To some old nofe)
Aorta is Black line

Renal artery is red line

Il.lse your imagination (or finger) for whife
ine
It should be in there somewhere



Abdominal complex second page
Grab left kidney and put it on top of right kidney
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Now we can see..

. . Pancreas
Spleen



If you can't see pancreas then pull spleen
close To you o expose if befter
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Adrenal Glands

They are found in The normal andfomical position. Their Shape and size are regular
The consistency is moderdtely firm. The outer corfex and inner medvlla are
preserved and well demarcaled from each other. *Then say if the corlex or
medulla is thicker as To make a stafement about if afrophy has occured™

Spleen
Tﬁe spleen is In ifs normal anafomical J)osmon. It has a Usval shape and size. It resgular%
weighs 200g. Ifs Capsule is normal and wrinkles easily. Its ConsisTencx_ is fleshy. *Scrap the
spleen if lofs of parenchyma come off then ifs indicalive of sepsis.* The Color of the
corlex is greyish whife while The color medulla is redish brown. The Red and whife pulp are
preserved and visible.

Pancreas

The pancreas is in ifs Normal anafomical position. It has a Normal shape and size. Iib
regularly weighs 80g. Its parenchyme has a c2nsisfency that is Moderately firm/lobular.
Its Color is greyish yellow. Glandular padlffern preserved. There is minimal/abundant fat in
The Tail.



Stomach (serosal surface.
v Outside surface)

Opened stomach, | . .

vcosal surface

Pancreas

Spleen




Cardia is the

Enfrance To sfomach
Its whiler then The
Rest of the mucosa of
The sfomach

Bul the pyloric sphinfer

Is normally elevafed

It also marks the end of
the werld Stomach and the
begining of the duvodenum




From pyloric sphincter follow to dvodenum |
Which is greener and has more rugae
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Stomach . .

Is in ifs Normal andlor its Smaller curvalure is

15¢cm.

The Thickness of wall fy and does not confain
residvals of medicatio he Serosal surface is
smooth and glisfening. s (Rugae) are

preserved. Consisfency »ylorus sphincter,
fundus present. The p

Gallbladder v



Liver . .

Liver

Is in its Normal andafomical position. Its Shape and size is regular, weighing 1500g. The
Glisson capsule is smooth in a freshly cut surface.The parenchyme is redish brown and
firm with The vsual/accentuated lobular pattern. Iis lobular archifecture is intacl. The Portal
structure has overall reddish brown appearance. Intrahepdtic bile dicts and vessels are

patent.

Gallbladder

FIRST CHECK TO SEE IF ITS EVEN PRESENT IT MIGHT'VE BEEN SURGICALLY REMOVED!
(ll\!ame (;f the surgery o remove it was called a Cholecystectomy. Evidence of surgery is
clippers

Gallbladder is present. Along with the cystic ducl, they're both in their normal andtomical
posifion. Ifs Regular shape and dilated size. Its Caliber is normal. It is 7cm in its gredfest
diameter. Its Thickness of wall is Imm. Iis Serosal and mucosal surface is intact. Color is bile

Tinted. Lumen is emply



The starfin

Rectum
4

Internal
F— Anal
’ Sphincter

’ External
Anal
Sphincter

rds us.



Red arrow = Ureters
Black arrow = bladder wall

In females They cul bladder to 4 parls

Red = vrelers
Black = Bladder




Black = Vagina
Red = Ulerus

Fallopian tube 1

Rectum

Is in ifs normal anafomical position (Luminal surface). Is Caliber is dilafed. regular wall
Thickness. Mucosal surface is smooth. Color is greyish white but likely faces tinfed. Mucosal
rugae is preserved. Lumen is emply. No blood or fecal content. (Google says rectum has a
serosal surface so say thaf ifs smooth and shiny)

Prosfate

Is in its Normal andfomical position. Its Shage is normal. Size is enlarged (usually by benign
rostale hyperplasia). It normally weighs 23g. Very likely (almost 100% thaf we will see
yperplasia in prostate or nodular growths. Remember To describe them). Ifs Consistency is

moderdfely firm. Its Color is palish grey. Glandular paffern is preserved.



Urinary bladder

Is in its Normal anafomical position. The Thickness of the wall varies belween 2-4mm
depending on confraction sfafe. The Outer surface is serosal while Inner surface is mucosal.
The Consistency is sofl. The Inner mucosal surface is trabeculated except at the Trigonal area
where its smooth. The Color is greyish pale. The Inner orifice of urefers is symmelric and
op'tfen.TThe Urethra is 2-4mm. The Lumen is regular and inner lining smooth and pale and
patent.

Testes (I)gnore because you're likely not gonna be asked this but it was on the paper she
ave us
oth are in scrofum covered by tunica layers. They are uniform oval in shape. Weigh 35g.
Consisfency is firm. Diameter is 4cm. on cut surface they're homogeneously brown.
Fibrillarffubular structure preserved

Uterus

Is in its Normal andfomical position. Its shape is regular. Its Size is 3cm x 6¢cm x 2.5¢m. it
regularly weighs 50

Serosal surface of the uterus is smooth. The Eclocervis is 2.5¢m in ifs maximum diameer,
is smooth surfaced and greyish white in color. The Cervical canal is 2cm long with
transparent fluid confent. The Consistency of the ulerus is moderadlely firm. The Thickness
of myomelrium is 1cm. The Endomelrium is less than lmm thick. The Cavily of uferus is
emply. Leiomlyo)ma is likely present so characlerise it if you see it (benign hyperplasia of
smooth muscle.



Black is fallopian fube
Red is ovary (With cysf)

Ovaries . .
are Regularly shaped. 5mm in their
maxumum diameter. T| nsistency. Their Color
grey On a freshly c . The Fallopian tube
cm long. (Likely ClTl



Brain

Brain
The Size is usval. The weight is 13509 in male but 1250g in female. The Hemispheres
are symmelrical. The Gyrificdfion is regular. The Thickness of gyri and depth of sulcus
are regular. The Arachnoideal surface is fransparent, membranous and contains vsval
blood content. The Consistency of brain is usually firm. The 3-4mm thick corfex and
whife matter is well demarcdfed. The Shape of venlricles is symmelrical and size is usual.
The Basal nuclei is visible and preserved. The Cerebellum, pons and medulla obligate are
symmelric and have vsual shape and size. The Consistency is moderately firm. The
Special architecture is well preserved.




Specific Findings
P of 9
the Heart

Decreased Size of the
left veniricle chamber
Due 1o aging

Increased left alrivm chamber size
Due To aging

Dilafed right venfricle and
afrivm

Due to_right sided heart failure
from chronic pulmonary
hypertension

Hypertrophic changes

Hypertrophy but normal or reduced
cavily diamefer

Is dve 1o pressure overload

resulling from hyperirophy or aorfic
stenosis

Hypertrophy but WITH dilation

Is dve volume overload or pressure and
Volume overload

Resulling from mitral aortic valve
insufficiency

(Walls of dilafed hearts may be of
normal thickness while still being
markedly hyperirophied)




Hypertrophy with dilated chamber
and mural Thrombi in ventricles/atrial
appendages with normal valves is a

result of Dilated cardiomyopdthy

Left ventricle hypertrophy where
cavily becomes Sliflike is a_result
of hyperirophic cardiomyopdthy

Firm myocardium with or withoul hyperirophy,
biatrial dilation and variably dilated veniricles is a

result of reslrictive cardiomyopdthy *(such as
radidfion fibrosis, amyloidosis or sarcoidosis )

Waxy rubbery myocardivm with
waxy endocardial deposils is a
resvlt of amyloidosis

Granulomadla causing
visible scares is a result
of endothelial lesions or
sarcoidosis

White, Thickened endocardivm and
subendocardivm is a result of
endomyocardial fibrosis with and
without eosinophilia



Left ventricular dilation and hyperirophy with
greyish white myocardial scars, lefl venlricular
aneurysms, aTch)T/hendocardial fibrous thickening,
coronary arlery atherosclerosis Together is
indicdfive of chronic ischemic heart disease

Marked thinning , yellow discolouration slight or
focal dilation all in The right venlricle togefher is
indicafive of right ventricular cardiomyopathy

Variable m/peﬂro hy, flabby myocardivm,
subfle moftling with pale foci or minute
haemorrhages is indicdtive of myocarditis

Valcvlar heart Diseases

Atrioventricular valves with Thickened
distorted leaflels and short thickened
chordae tendinae is indicdlive of Semilunar
valves with thick distorfed and fused cusps
or rheumdtic valvular heart disease

Heaped-up, irregular, calcified masses both
within cusps and profruding

info the sinuses of Valsalva, free margins of
cusps generally uninvolved

Is indicdlive of calcific aorfic slenosis,
degenerdlive type



Calcificdfion beginning at free margins of
cusps with bicuspid valve or

valve with rudimentary third cusp
is_indicdlive of calcific aorfic sfenosis,
congenilal Type

“Hooding" of the leaflet; rubbery thickening
of edge of the leaflef;

elongdtion, affenuation, or even rupture of
chordae tendineae is_indicdtive of milral
valve prolapse

Irregular, hard ring of calcificdlion af the
leaflet-myocardial conneclion is

indicative of calcification of the mitral
valve annulus

Vegeldlions

Small, friable, irregular, and often mulliple
vegeldfions along the lines of

closure of a valve or on the chordae is_indicdlive
of acule rheumdlic endocarditis

Large irregular masses overhanging free
margins That exfend to chordae

and valve leaflefs or cusps, with or without
abscess, possible valve

perforadtion is indicative of infeclive
endocardifis



Small, bland, often single
vegeldfions atfached df the line of
valve

closure is indicdtive of nonbaclerial
thrombotic (marantic) endocarditis

Small To medivm-sized vegetations on
dfrioventricular valves; may be on
both sides of valve leaflefs is_indicalive
of Libman-Sacks endocarditis



Myocardial Infarcts
Color changes with TIME

Less than 4 hovrs:

* no color change

4 10 12 hours:

* occasionally dark molfling

12 1o 24 hours:

* dark mominﬂ

* red-blve pallor
1 1o 3days:

* mottling with yellow-Tan cenfer

3 to 7days:
* yellow-tan

* cenlral soflenin
* hyperemic border

7 10 10 days:

* maximally yellow-tan
* progressive soffening
* red-tan margins

10 to 14 days:

* pale red-gray borders

2 weeks To 2 months:

* replacement with firm gray-whife scar



ATHEROSCLEROTIC CARDIOVASCULAR DISEASE

Yellow, flaf spofs and streaks:
Is indicdlive of fally streaks

While To white-yellow plaques
profruding info arferial lumen, may
coalesce with neighboring ﬁlaques
(secfioning reveals firm, white

luminal surface with sofl, white-yellow
cenlral region) is indicdtive of
Atheroma

Atheromas with calcification, vlceration,
hemorrhage
indicates complicated atheroma

Dilation of vessel, offen containing
thrombus indicdles aneurysm

Small spherical dilation
Indicates berry aneurysm

Large spherical dilafion_indicadles
saccular aneurysm



Spindle-shaped dildfion
indicales
fusiform aneurysm

Hematoma exTending belween
layers of arfery indicales
arlerial disseclion



Pericardial Cavily Specific Findings

Effusions that is Clear or straw-colored
(serous) with no adhesions

Indicates Congestive heart failure,
hypoproteinemia or serous pericardilis

Pale red (serosanguineous)
Effusions with no adhesions
indicates blunt trauma

Frank blood (hemopericardivm)
Effusions with no adhesions
Indicates cardiac ruplure

Chylous (whife with lipid droplets):
Effusions with no adhesions
indicdles lymphadlic obslruction
(Usually secondary o neoplasm)

Cholesterol (fluid with
cryslals, lipid droplefs)
Effusions with no adhesions
indicales Myxedema or
somelimes Is just idiopathic




Effusions with adhesions (pericarditis)
Can be

Fibrinous

* rubbery fibrin ("bread and butter") adhesions attaching visceral

Fibrous

* dense adhesions following organization of fibrinous adhesions

Purulent

* reddened, granvlar serosal pericardial surfaces, creamy yellow
flvid;

Adhesions without fluid indicates

Healed pericardilis may which yield dense fibrous adhesions with or
without calcificdlion or obliferdtion of pericardial space



Specific Finding of Lung Tumors

Gray, yellow, whife masses, predominantly
ceniral (90% in segmental or

larger bronchi), with or without cavifafion:
Indicales squamous cell carcinoma

Gray or while peripheral masses, rarely
with cavilation, though areas of
necrosis may be present

Indicdles adenocarcinoma

Single nodules or multiple diffuse or coalescing

nodules with gelatinous

or solid, gray-white regions resembling
neumonia:

ndicales bronchioloalveolar carcinoma

Sofl, gray or tan, frequently necrofic masses, 50%
cenlral, 50%

reripheral indicales

arge cell carcinoma

Grey To white, somewhat fleshy masses,
generally arising cenfrally_indicales
neuroendocrine carcinoma, small cell fype

Po{I)lpoid masses projecling info bronchial lumen:
Indicales neuroendocrine carcinoma, carcinoid type



Specific finding
in
NON Tumor Lungs

Heavy Iun%s That do not collapse with diffuse,
firm, red, bog

parenchyma: indicdles diffuse alveolar damage,
exvddfive sfage (numerous

cavuses)

Heavy lungs that do not collapse with diffuse,
firm, gray J)arenchyma

with dilated, remodelled air spaces: indicales
diffuse alveolar damage, organising_slage

Slightly elevated, granular, firm gray-red To yellow, poorly

demarcdfed

greas (up To 4 cm) patchily distribufed around airways; may
e

multilobar; offen basilar:

Indicates bronchopneumonia

Consoliddtion in large areas of lobe or even in
enfire lobe:
indicates lobar pneumonia



Stages of lobar pneumonia:
Stage of congestion:

* lungs heavy and boggy
Red hepatization:

* lungs red, firm, airless

Gray hepdiization:

* lungs gray-brown, dry, firm

Resolution:

* paichy return to normal-appearing lung
parenchyma

Organization:

* areas of firm, gray-tan lung

Gray-while o yellow-white friable necrosis:
indicates tuberculosis or

fungal infection (e.g.. coccidioidomycosis, blasfomycosis,
and histoplasmosis



1- 1o 1.5-cm gray-while, subplevral caseous lesion
Typically in superior

portion of lower lobe with associafed gray-white
caseous lesion in hilar

lymph nodes indicales primary pulmonary

tuberculosis

Small foci of caseous necrosis Typically in apex of
one or both lungs with

similar lesions in regional lymph nodes:

Indicdles early secondary (reaclivation) fuberculosis

Cavities lined by yellow-grey caseous madlferial
indicates
progressive secondary Tuberculosis (cavitary

fibrocaseous
tuberculosis)

Fibrocalcific scars, cavilies in lung apices:
indicates healed secondary Tuberculosi

Pafchy, firm parenchyma indicdles infersfitial
lung_diseases of various causes, somelimes with
helpful diagnostic gross fedlures (but these

diseases vsually
require histologic diagnosis)

Black scars, 2-10 cm in diameler may be
complicated coal workers' pneumoconiosis
(progressive

massive fibrosis)



Hard scars with cenlral softening and
cavildtion, fibrofic lesions in hilar
lymph nodes and plevra may be silicosis

Solid firm areas alferndfing with normal
lung, subpleural cysts; worse in

lower lobes may be vsual interslitial
pneumonia

Cysts of varying sizes surrounded by firm,
gray-fan parenchyma

resembling honeycombs indicales honeycomb
lung_dve 1o end-stage inferstifial fibrosis

Heavy, red-brown consolidation and blood in
airways:
Indicales pulmonary hemorrhage syndromes

Dilation of air spaces:
indicales emphysema

Types of Emphysema

Cenfriacinar emphysema:
upper lobe involvement worse than lower lobe involvement

Panacinar emphysema:
lower lobe involvement worse than upper lobe involvement

Parasepfal (distal acinar) emphysema:
-subplevral, along lobular sepla



Air space enlargements 1 cm or
redler in diameler indicates
vllae

Mucus secretions filling normal-sized
airways indicdles

chronic bronchilis

or

asthma



Specific Finding in The Esophagus

Red, velvely mucosa df gastroesophageal junction:
Indicdfes Barrett esophagus

Loss of sharp demarcadtion af gastroesophageal junction:
Indicdles reflux esophagilis

Gray-whife To dark psevdomembranes:
Indicdles candidiasis

Hyperemia, small vlcers:
Indicates viral (herpes simplex; cytomegalovirus) infection

Specific finding in Gallbadder

Black calculi, vsually <1.5 cm in diameler:
Indicdles pigment slones

Round or faceted, pale yellow calculi with granular
surfaces; Transection

reveals cryslalline radiations:

Indicales cholesterol sfones

Infiltralting or exophytic tumor:
Indicdles adenocarcinoma



Specific Findings of the Stomach

Gastric Ulcer
Depressed lesion in mucosa
Large vlcer likely dve to H. Pylori infection.

MALT lymphoma of stomach
The wall Thickness is exfremely increased
Diffuse lesions corresponds 1o enlarged ruggae

Black Pigments on the sfomach
Black pigments in erosions and vlceradtions is hematin which is oxidised Hb in formalin

fixation



Specific Findings in Liver

Nodularily of capsular surface:
Indicdtes cirrhosis

Firmer than vsuval parenchyma but
withoul nodularity:

Indicdles fibrosis

Yellow-Tan, greasy parenchyma:
Indicdtes f ?Ty ch?:npgg Y

Yellow-tan Earenchyma when fresh, green afler fixafion:
Indicdtes choleslasis

Firm nodules 3 cm or less in diameter
Indicales a variely of possible things

Such as )
* micronodvlar cirrhosis due fo alcoholic liver disease

* primary and secondary biliary cirrhosis

]glycogenosw Type IV
ndian childhood cirrhosis
* galactosemia and congestive (cardiac) cirrhosis

Yellowish small fiable fatty
change

Emphasized lobular
archifeclure indicates
Stedtohepalitis



Firm nodules greater than 3 cm in diameter
also indicales a variely of different things

* macronodular cirrhosis due 1o alcoholic liver disease * viral hepadlitis
* drug-induced injury

* hepatoloxins

* various heredifary diseases including

Multiple diffuse cysts
Indicates polycyslic liver disease

Swollen, red-purple liver with Tense capsule:
indicafes hepdtic vein obstruction (Budd-Chiari

syndrome)

Well-demarcated, poorly encapsulafed nodules, yellow
or slightly lighter

than adjacent parenchyma, offen with cenlral, gray,
stellafe scar

Indicates focal nodular hyperplasia

Diffuse spherical nodules without parenchymal fibrosis:
Indicdles nodular regenerdlive hyperplasia

Pale, yellow-Tan or bile-sfained nodules, generally
subcapsvlar:
Indicales adenoma

Masses with central necrosis and umbilicafion:
Indicates melasldlic neoplasms, generally carcinomas




Possible findings in Kidney
(Sireen Jabar nofes)

Polycystic kidney disease aduﬂy e (AD bilaferal)

La:?e kidnegs. apsvle adhered To kidney surface. Surface and parenchyma destroyed
and covered by multiple cysts. Cysts variable in diameler from 2 - 4cm. Some cysts filled
with flvid. Some have ruplured. The cysts compress the parenchyme

Horseshoe kidney

Congenital defect

Two kidneys are fused af lower poles. pelvices and vreters separate.
Increased risk of UTI, Cancer and stones

Shock Kidney
Cortex is pale and medulla is dark
Medulla is more sensilive To hypoxia leading To corticomedullary shunt.

Chronic Pyelonephritis

Thin parenchyme

All kidney is scared, Inflamailion caused diffuse scarring in medvulla which reached the
pelivses and calyces leading To necrosis of papillae

Acule pyelonephritis

Surface is generally smooth but has diffuse raised abscesses showing mild
ranvlation, these correspond to puss accumulation in abscesses

n cut surface there is siriafed corfex = Pus within Tubules

Renal infarct
Triangular shaped while anemic infarclion

End stage kidney infarction (due To sfenosis of renal arfery)
Atrophy of Kidney

Thin parenchyma

mild granular surface



Specific Finding in The Prostafe

Soft, spongy gland enlargement,
small or coalescing abscesses:
Indicdles acute prostalitis

Gland enlargement due to nodules of variable
color and consis'renc?'.

white To yellow or yellow-pink, and soft to firm
depending on amount of

fibrous Tissve:

Indicates nodular hyperplasia

Single nodule or multifocal areas of grifly, firm
ellow or gray-whife

issve arising in peripheral zone, often difficulf fo

distinguish from

surrounding normal proslate:

Indicales adenocarcinoma



Specific Findings in The Uferus

Hyperemia, erosions of cervix
Indicdles cervicilis

Small, soft, sessile, mucoid polyps:
Indicales endocervical and endomelrial polyps

Fungaling, vlcerdling, infillraling tumors of cervix:
Indicates predomindfely squamous cell carcinoma

Endometrial hemorrhage, nonmenstrual blood in uterine
cavily

Can indicdte

endomelrial hemorrhage due 1o systemic shock (uterine
apoplexy)

disseminated infravascular coagulation

coagulopdthies

Red-blue 1o yellow-brown nodvules implanted on
serosal surfaces:

Indicates endomelriosis; may cause severe
scarring

Enlargement and irregular thickening of uterine
wall:
Indicales adenomyosis

Sharply circumscribed, round, firm, gray-white masses that may be
inframural, subserosal, or submucosal:
Indicdles leiomyomas



Specific Findings in the Ovaries

Cysls, usvally muttiple, with gray,
glistening lining and containing clear
serous fluid:_Indicates follicular cysls

Cysls lined by bright yellow luteal Tissve:
Indicdtes luteal cysls

Large ovaries with numerous
subcorfical cysts (0.5 to 1.5 cm in
diamelfer):

Indicates polycystic ovaries

Cystic masses with variable solid components
Can indicale a variely of different things such as
serous cysladenoma

serous cystadenocarcinoma

mucinous cysladenoma

mucinous cysladenocarcinoma



Specific Findings in the Brain

Softer than vsual brain with flaffened gyri,
narrowed svlci, and compressed
venlricles Indicales edema

Variable amount of corfical atrophy most pronounced in
fronlal, femporal,

and parielal lobes and hydrocephalus ex vacvo:
Indicales Alzheimer disease

Atrophy of substantia nigra with uneven pigment loss:
Indicdles Parkinson disease

Infarcts in the brain can be Hemorrhagic or NONhemorrhagic

NONHEMORRHAGIC INFARCTS
12-24 hovrs:

* soff
* pale

24-48 hovrs:

* swollen
* darker with indistinct junction belween gray and whife mafter

2-10 days:

* area yellows

* boundaries become definite, generally Triangular or wedge-shaped;
* progressive breakdown of Tissve info gelatinous center and friable
periphery

10 days To 3 weeks:
* liquefied tissve reverling To cavily lined by dark gray Tissve
>3 weeks:

* formadltion of irregular cavily confaining clear, pale yellow flvid



HEMORRHAGIC INFARCTS
Immedidle:

* conflvent, wedge-shaped, either diffusely red or red at the periphery
with pale cenfer inferspersed with pefechial hemorrhages

Evolution:

» similar to nonhemorrhagic infarcts except that there is resorption of

hemorrhage and hemosiderin formation, which yield yellow-brown
discoloration of cyslic flvid and peripheral walls

Linear areas of cortical necrosis:
Indicales laminar and psevdolamellar necrosis due To global Transient
ischemia

Wedge-shaped infarcls, sickle-shaped band of necrosis over cerebral
convexily just lateral to the inferhemispheric fissure:
Indicates border zone (wafershed) infarcts

Small (<15 mm) spaces in lenficular nucleus, thalamus, infernal capsule,
deep white maller, cavdate nucleus, and pons:
Indicafes lacunar infarcts

Cloudy or purulent cerebrospinal fluid, exudales on lepfomeninges,
engorged meningeal blood vessels:
Indicdles acute meningitis



Discrefe liquefaclive lesions with surrounding
fibrous response and edema,

most commonly in frontal lobe, parietal lobe, and
cerebellum:

Indicdles brain absc

Poorly defined, infillrafive gray masses, variable color and consistency,
variable Tissve necrosis, cyslic degeneradtion, and hemorrhage:
Indicdles diffuse aslrocyloma and glioblasfoma mulliforme

Well-circumscribed, sofl, gray To Fray- ink gelatinous Tumor that may have
areas of hemorrhage, foci of calcificalion, and cysts

Indicales oligodendroglioma

Solid or papillary masses, variable color and consisfency, most offen
arising near venlricles
Indicales ependymomas

Well-defined masses often df junction of gray and while matter
Indicates melasldlic neoplasms

Somewhad defined, often multiple gray-white masses with central necrosis
may be lymphoma



