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Figure 2 Endometrial curettage revealing the bone tissue and a fragment of a?
endometrial gland (arrow head) with neutrophilic infiltration.

ing cause of endometrial ossificati
dometritis, especially chronic endon
ossification may develop in the olh
inflammatory tissue.7 Prolonged o0
stimulation is thought to be relati
pathogenesis of endometrial ossificati
ever, this is unlikely in this patient.
Bone formation in the endometriu

but may be observed in maligna
miillerian tumour and teratoma,5 whi
be considered as a differential diagnc
cially in older women.'"

In summary, endometrial ossification in
postmenopausal women is very rare; most
women presenting with this condition are
between 20 and 40 years of age. Therefore, cli-
nicians should consider the possibility of
endometrial ossification as a differential diag-

AA nosis of intrauterine foreign body on ultra-
sound, even in older patients. In addition,
pathologists should be aware of this rare entity
to avoid a misdiagnosis of malignant mixed
muillerian tumour in the endometrial curettage
specimen, which may result in unnecessary
hysterectomy.
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Lithium associated autoimmune thyroiditis
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Abstract
A case of autoimmune thyroiditis after
long term treatment with lithium is
described in a 29 year old Japanese woman
with manic depression. Positive serum

antithyroglobulin and antimicrosomal an-

tibodies, diffuse goitre, and microscopic
chronic thyroiditis, as well as the clinical
history of long term lithium treatment
were suggestive of lithium associated
autoimmune thyroiditis. Microscopically,
there was a mild degree of interstitial
fibrosis and a moderate degree of lym-
phocytic infiltration. Some areas showed a

moderate degree of stromal fibrosis and
atrophic thyroid follicles. Lymphoid folli-
cles with germinal centres, disrupted thy-
roid follicles with lymphocytic
infiltration, and Hurthle cells were also
observed. The differential diagnosis in

patients presenting with these histological
features includes painless (silent) thy-
roiditis, autoimmune thyroiditis and
lithium associated autoimmune thyroidi-
tis. A detailed clinical history is essential if
the correct diagnosis is to be reached.
(7 Clin Pathol 1997;50:172-174)
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Lithium has been used in the treatment of
manic and hypomanic depressive disorders for
many years. Long term treatment with lithium
is associated with hypothyroidism, euthyroid
goitre, and hyperthyroidism. 1 The aetiology of
the first two conditions can be explained by the
effect of lithium on the thyroid; however, that
of hyperthyroidism has been not been ex-
plained adequately. Other cases of lithium
related thyroid disease have been reported but
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Figure 1 Thyroid follicles of varying sizes, lymphocytic infiltration and a lympho
with a germinal centre can be seen.

the histological findings have not. We d
a case highlighting the histological finc
lithium associated autoimmune thyroid

Case report
In August 1993, a 29 year old Japanese
was admitted hospital for resection of a
goitre because she wanted to have a bal
patient's illness dated back to July 19f
had been treated for manic depressic
lithium carbonate (600 mg/day) for 27 r

Goitre was not noted and serum

autoantibody was not measured at he
presentation. In October 1990, the
complained of palpitations, irritatic
weight loss, and was diagnosed with
disease. Immediately after this diagno
was treated with methimazole (15 r

until August 1993. The patient also coi

to be treated with lithium. In April 19
results of her thyroid function tests weri

lows: thyroxine, 233 nmol/l (normal
58-155 nmol/l); triiodo-thyronine, 3.6
(1.2-3.1 nmol/l); thyroid stimulating h(
(TSH), <0.05 iIU/ml (0.03-5.00 pj
and TSH binding inhibitor immunog
(TBII), 22.9% (<15%), which were sui
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of a diagnosis of Graves' disease. However,
on admission in 1993, the patient had
become euthyroid, and diffuse goitre (right
lobe 6.5 x 2.3 x 1.7 cm; left lobe 6.5 x
2.0 x 1.5 cm) was observed. Both serum an-
tithyroglobulin and antimicrosomal antibodies
were positive at that time. The patient
underwent subtotal thyroidectomy for the
diffuse goitre.

Pathology
Grossly, the resected thyroid was covered with
scattered white spots, but no mass was noted.
Microscopically, lobulation of the gland was
observed under low power. There was a mild
degree of interstitial fibrosis and a moderate
degree of lymphocytic infiltration. The thyroid
follicles varied in size. Some areas showed a
moderate degree of stromal fibrosis and

,idfollicle atrophic thyroid follicles. Lymphoid follicles
with germinal centres, disrupted thyroid folli-
cles with lymphocytic infiltration, and Hiirthle

lescribe cells were also observed in some areas (figs 1
lings of and 2). In other areas, papillary infoldings pro-
1itis. jecting into the thyroid follicles and scalloping

of the colloid were present.

woman Discussion
diffuse The development of hypothyroidism or goitre
by. The is a well known complication of long term
88. She lithium treatment.' 4 5 There have, however,
)n with only been sporadic cases of hyperthyroidism
nonths. among patients treated with lithium.2 Other
thyroid lithium related or associated thyroid diseases
r initial have rarely been described in the literature, and
patient only three cases of lithium associated thyroidi-
)n and tis and three cases of lithium associated
Graves' autoimmune thyroiditis have been reported.7
isis, she In the cases of lithium associated thyroiditis,
ng/day) thyroid antibody levels were not measured.
ntinued Histologically, in the two cases reported by
'92, the LiVolsi,7 lymphocytic infiltration, focal follicu-
e as fol- lar atrophy and mild stromal fibrosis were
I range observed. It was also pointed out that the
Inmol/l histopathological appearance was consistent
ormone with that found in autoimmune thyroiditis. In
IU/ml); the case reported by Kontozoglou and
rlobulin Mambo,8 prominent fibroblastic activity and
ggestive numerous lymphoid follicles lacking typical

Hurthle cells were observed. Our patient
showed lymphocytic infiltration with lymphoid
follicles and interstitial fibrosis with focal
follicular atrophy, as well as disrupted thyroid
follicles and Hurthle cells. In addition, our
patient presented with positive serum antithy-
roid antibodies and diffuse goitre, and a clinical
history of long term lithium treatment, all of
which are suggestive of lithium associated
autoimmune thyroiditis. Lithium may also
notably increase the titre of thyroid microsomal
antibodies and convert latent subclinical au-
toimmune disease into clinically overt illness.9

In practice, however, it is difficult to arrive at
. the correct diagnosis without knowledge of the

patient's clinical history. In our patient, we
considered that the lymphocytic infiltration

Ql.t'*W and lymphoid follicles with germinal centres
Wf ¢ ;. were too noticeable to be those typically found
:- <*in Graves' disease, and chronic thyroiditis was

clearly observed histologically. Furthermore,
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the findings of interstitial fibrosis, disrupted
thyroid follicles, and Hurthle cells were not
consistent with euthyroid Graves' disease,
medically treated Graves' disease, or Hashi-
toxicosis, because of the lack of classic
ophthalmopathy, the replacement of normal
thyroid follicular epithelium by hyperplastic
epithelium in less than 50% of the specimen,
and the euthyroid state in this patient.7 " Pain-
less thyroiditis, also known as silent thyroiditis,
is another possibility; this is characterised by a
painless thyroid gland, raised serum concentra-
tions of thyroid hormone, low radioactive
iodine uptake, and spontaneously resolving
hyperthyroidism.'0 Histologically, painless thy-
roiditis resembles autoimmune thyroiditis, but
according to Mizukami et al'0 stromal fibrosis
and Hurthle cells are rare in the former. After
contacting the patient's clinician, we found that
she had been receiving long term lithium treat-
ment (over five years) for her psychiatric
condition, and we were then able to arrive at
the diagnosis of lithium associated autoim-
mune thyroiditis. However, without knowledge
of the patient's clinical history, it probably
would have been difficult for us to differentiate

between painless thyroiditis and lithium associ-
ated autoimmune thyroiditis. Treatment with
methimazole may have partly affected the
change from a hyperthyroid to a euthyroid state
in this patient.
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Abstract
Systemic lupus erythematosus (SLE) is a
chronic systemic inflammatory disease
associated with the production of various
autoantibodies and involvement of multi-
ple organs. Necropsy findings in a 65 year
old woman with SLE who had multiple
aortic aneurysms and dissections, as well
as other unusual manifestations, are de-
scribed. The case illustrates the occur-
rence of and the difficulties encountered
in the diagnosis of several diseases,
namely aortic aneurysm, aortic dissec-
tion, acute pancreatitis, and Penicillium
marneffei infection.
(7 Clin Pathol 1997;50:174-176)

Keywords: systemic lupus erythematosus; aneurysm;
dissection.

Figure 1

Systemic lupus erythematosus (SLE) is a thimracicaor
chronic systemic inflammatory disease associ- section woui
ated with the production of various autoanti- however,foz
bodies and involvement of multiple organs. We aonretclume?
report the necropsy findings in a patient with saccular ani

Axial contrast enhanced CT scan of distal
rta at level of the left ventricle. Presence ofan
5 (arrowhead) across the aortic lumen at this
Id have suggested aortic dissection. This was,
und to be the undermined edge of a saccular
The smaller compartment proved to be the true
~n and the larger one to be the lumen of the
teurysm at necropsy.
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