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AN ANTONIO SEMINAR
ROVIMBER 1953
CASE HISTOHIES

CASE 1

Contributed by Colonel C. J. Farinacei, Fourth 4rmy #res Medical Laboratory
Fort Sam Houston, Texas

Specimen: Mess from palate.

Thig white female, age 29, gave the history thet for one yeaer she had pain
in the left infra—orbitel region. ©She noticed bulging of ths left palate
1imonths before biopsy. At biopsy thers was a large tumor mocs protruding
from the palate.

CASE 2

Contributed by Colonel C, J. Lind, Brooke Army Hospital, Fort Sam Houston,
Texas.

Specimen: Parotid.

A 25 year old Negro male noted & lump behind his 1=t ear. The mass was
excised, at which time a rather eystic central srea was noted witkin one

fragment.

CASE
Coentributed by Pr. D. A, Todd, Wix Hospital Laboratories, San Antonio, Texas.
Speeimen: Thyroid

This white female, age 41, firet noted swelling in the arsa of the right
thyroid lobe 1 year ago, without evidence of toxicity. At operation a
partiellyencapsulated specimen 6 x 4 x 3.5 cm. consisting of the right lobe
end a portion of the isthmus was removed. The Llssue wes firm and of &
reddish color. The centrzl sres wae largely occupied by & circumscribed
but unencapsulated mass 3.5 x 2.5 cm. of similar color but more coarsely
lobular-then the remainder of the specimen. Three months postoperatively
the patient showed signs of early myxedemsa.



CASE 4

Contributed by Lt. Colonel Y. M. Townsend, USAF Hospital, Lackland Ajir
Force Bage, Texas.

Specimen: Thyroid

This white female, age 17, gave & 5 months! history of enlargement oi the
right thyroid lobe without evidence of toxieity. At operation the lobe
weighed 35 grams and mesasured 7 x 3 x 2 em, 1t wes covered by = shapgey
fibrous capsule. On section the tissue was firm, yellow-tan in color, and
peparated into indistinct lobules by fibrous sepia.

CASE 5

Contributed by Dr. Donald Pemmer and Dr, T, H. Williams, Winnipeg, Manitoba
Canada.

Specimen: Mass from Mediastinum.

This white msle, age 28, wae hospitalized with a severe chest cold, cough,
headache, chills &nd pain in the right lower thorax. IXI-ray revealed a
circomscribed, spherical mssg in the right anterior thorax extending into
the right lung field from the mediastinum. At surgery & 14 cm. mase was
found extending out from the right side of the mediastinum at the level of
the sortic arch, A second mass, 4 cm. in diameter, was present jusi above
the first. The larger mass wes encapsulated, and its cut surfzce was
variegated, predominantly white, wiih numerous sreas of hemorrhage and
neecrosis.

CASE &
Contributed by Dr. J. M. Moore, Santa Fosa Hospital, San Antonio, Texas.
Specimen: Lumg.

This white male, age 48, was admitied with sympltoms of shoriness of breath
and inability to void. There was a previous history of pneumonia with
hemoptyslis, cough and "wheezing" which persisted after antibiotlc therapy.
I-ray showed diffuse infiltration of both lungs. Fleural sffusion developed
which became bloody. At awtopsy the right lung weighed 700 gr=ms, the left
lung 1300 grams. Cut section through both lungs exhibited smsll, firm, grey
nodules varying from 0.1 to 2.5 em., The remainder of the lungs on cut
gection had & mottled red-grey appearance.




CASE 7

Contributed by Dr, Ellis Kellert, Schenectady, New York
Specimen: Mass from Medicstinum,

A routine chest x-ray.of an asymptometic 5Z-year-old male exhibited a mass
in the mediastinum. At operation a mass 12 x 9 x & cm., weighing 211 grams,
wes removed from the upper left chest in the angle between the ribs and
spinal column. I% was partieally encapsulated, =nd segments of ribs and
skeletal muscle were attached, The cut surface was sofit, yeliowish,
mottled, and siredked with white tissue.

CASE 8

Contributed bty Dr. L. J. Manhoff, Jr., Hobert B. Green Hospiial, San 4ntonio
Tex=s.

Bpecimen: Sicmach

This Latin-American femsale, age 62, complained of frequent vomiting without
pain or hematemesis. X-ray revealed a prepyloric gastric polyp. 4 gast-
rectony was performed.

CASE 9
Contributed by Dr, D. A. Todd, Nix Hospital “amboratoriss, San Antonio, Texas.
Specimen: Gallbladder

This white female, age 28, was seen with epigastric and RUQ pain while 7
months pregnant. ©She complained of chronic nsuses, loss ol weignt and
appetite, some pain and mumbness in the right arm and epicodes of acute
jliness lasting up to 8 hours. &1 operation & thick-wulled gallbladder,

9 x 4 cm., with & smooth serosa, was removed. A soft friable, 7 x 2.7 cnm.
fungating tumor with areze of neerosgis over the surface almost filled the
lumen. Cut surfeace wes solid, of a glistening grey-white ecolor. oeversl
gmell gtones were present. One month later craniotomy confirmed symphoms
of & frontal lobe tumor.



CASE 10

Contributed by Colonel C, J. Lind, Brocke Ammy Hospital, fort Sam Houston
Texzsg.

Specimen: Tleum

This white male, age 27, wae admitted to the hoepitsl with FLQ psin which
was disgnosed as & ruptured appendix. He was treated with antibiotics and
discherged to return in 6 weeks for surgery. bHe returned in 3 weeks witn
continued discomfort. At cperation the sppendix was normal. A sepgment
of ileun wae removed which contained a moderately fimm, 4.5 ca. circum-
gcribed ovel mass. The external surface appeared encapsulsted. “m cut
section the tissue varied in appearsnce from fatty to [ibrous, with areas
of softening. OUne area of the mass appeared to be {irmly adherent to,

or arising from, the muscularis.

CABE 11

Contributed by Dr. H. J. Schattenberg, Clinieca] Laboratory, cSan Antonio,
Texns.

Specimen: Tumor mass.

The patient wes a white infant, age 2 months, who expired suddemiy. 4t
autopsy an ovoid tumor mags, measuring 4 x 6 cm. was found within the

CASE 12

Contributed by Dr, L. J. Menhoff, Jr., Hobert B. Green Hogpitsl, San Antonio,
Texss.

Speclmen: Adrenal.

Thie Latin-American female, age 28, had had symptoms of amenorrhea, obesity
and marked hirsutism for four years. Urinary 17 ketosteroid was 400 mgm,
in 24 hours. Perirenal air insufflstion exhibited a large laft adrenal
mase which at operation measured 10 cm. in diameter and weighed 300 grums.
it wvas moderately soit, globular, and had & smooth capeule. The cut sur-
face presented & homogeneous reddish brown surface with scatiered areas

of hemorrhage.




CASE 13
Contributed by Dr. J. M. Moore, Santa Fosa Hospital, SanAntonioc, Texus.

Specimen: Uterus.

This patient was & female, age 55, with a greatly enlarged uterus measuring
18 x 14 x 10 em. There were multiple fibroids in the walls with a large
degenerated mass in the fundus. Thie was degenerzted over the surface,
soft in consistency, and sppeared o be of fatty tissue.

CASE 14

Contributed by Dr. L, J. Maphoff, Jr., Fobert B. Green Hospitsl, San &ntonic,
Texas.

Specimen: Ovary.

This Latin-American femsle, age 24, was sdmitted because of abdcminal

pain of 4B hours' durstion. Sterile fiuid wag aspirated from the abdominsl
cavity. A large abdominal mass wag palpated in the lower abdomen whiech

at operation was found to be an ovarian tumor on & ghort pedicle. The
tumor messured 16 x 10 x 10 em,, was well encapsulated, and had & smooth
suriace. 0Omn cut secticn it exhibited a somewhat soft, yellowish, homo—
genecus tissue in wnich there were mimerous aress of hemgrriage and cystie
degeneration.

CASE 15

Contributed by Colonel C. J. Lind, Brocke Army Hospital, Fort Sum Houseton,
Texas.

Specimen: Urinary Bladder.
This white male at 4B years of age underwent an endo—urethral resection

of the prostate for hypertrophy. Two years later he undervent a segmentsl
bladder regection for tumor.



CASE 16

Contributed by Dr. L. J. Manhoff, Jr., Fobert B. Green Hospitsl, Szn antonio,
Texas.

Specimen: Fresacrel Mass.

Thie white male, age 6 months, was admitted becauge of urinary retention

of 3 days' duration. The patient expired durlng anesthesia for cyetoecopy.
At sutopesy toere wag & retroperitonesl mass atiached to the anterior

surface of the =scrim measuring zbout 6 x 4L x 3 em. The mass inwvaded the
Bacrum and the extradural space.

CASE 1

Contributed by Dr. A, U, Severunce, Baptist Memorial Hospital, San Antonigy
Texas.

Specimen: Lumg.

Thie white female, age 26, complained of a tumor of the left wriet which
had been present for 8 years and which had been excised freguently with
recurrence over 3 perlod of & year and & half, Ghest x-ray revealed
geveral rounded shadows in the right lung.

CASE 18

Contributed by Colonel C. ¥, Farinacci, Fourth Army area Mediczl Laboratory,
Fort Sam Bouston, Texas.

Specimen: Mass from thigh.

This white femsle, age 11 monthe, wss sdmitted with the history of 3
monthe' development of a tumor of the left thigh without other symptoms.
At operation & specimen measuring 12 x 3 cm. wes removed. There was a
filmy capsule beneath which the tumor was firm, white, a&nd homogeneous,
but could be broken apart easily. Z-ray examination revesled no sign of
bone invelvement.
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Conducted by

FRANK W. FOOTE, IR,

THE tenth anmuzl mumor seminar
spomsored by the San Antonio Sociery of Pathologists
4t Brooke Army Hospiral, Fore Sam Houston, Texas,
November 7, 1953, was opened by Col. Carl J. Lind,
Ir,, who introduced in turn the commanding generals
i Brooke Army Medical Center and*Brooke Army
Hospital.

Credit for the development of the curtent seminar
was given w0 Major Harry Sproat, MC, as coordinarar,
Mz, Henry Morasco as photographer, Capt. Francis J.
Sullivan a5 administrator in charge of general arrangs-
menrs, and Mesdames H. A. Wason and A. C, Kru-
kowski for the secretarial work, Dr. A. O. Severance
of San Antonio, secrerary-treasurer, was concerned
with the correspondence and contacr of all parhol-
ogists who sttended. De. B. F. Scour of San Antoaio
was hoaored again as the originator and founder of
the San Antonio Society.

Generous granes from the South Central Regional
Commistee, College of American Pathologists and the
American Cancer Sociery, Texas Division assisted in
the support of this seminar,

Dr. Frank W. Foote, Jr., of Memorial Hospital,
New York Ciry, conducred the seminar,

CASE 1

Disgmogr—Adenoid opstic carcinoema.

Comtribater—Col, - J. Farinsccl, Foorh Army Are
Medical Laborarory, Forr Sam Houseon,

§pecimeen.—Mass from palate,

Hirtary—This whire woman, aged 29, gve the history
that for one year she had pain in the leir infraorhinl region.
she ooticed bulging of the left palztc coc and one-batf
months before biopsy, At biopsy there was a large mmor
mass peotruding from the palate

Swbmitted Diagnoier.— Adenncarcinoma, sallvary plapd;
alindroma;  adenoid ostic  carcinoma;  muocoepidermoid
cascinnma; mived mumor, bassloid; mixed mmor, malignans
rlymannnoens: craniopharyogioma; sdenomyoepithelioma

Dr. Foote: Since the biopsy was repomed, the pa-
tent returned here and a resecrion of the palace,
axilla, anteum, and inferior orbital plate was per-
furmed. The tumor involved the soft tissuc of the
theck overlying the wall of the antrum and invaded
the inferior orbital plate posteriody. It exrended
down as a large mass which had broken through the
pulare and presented irself within the mouth, There
was 2 large polypoid tumor mass in the antrum. Com-
bined with these operative findings is the past his-
wry of long continuous pain in the left infraorbizal
region. It seems a fair conclusion that the antrum

MAY, 1955

New York, New York

represented the primary site of origin and from thar
location extensive local spread took place. Since the
resection on January 3, 1932, there has been no dlin-
ical evidence of recorrence.

The majority made 2 diagnosis of some sorr of
malignant tumor. Wherher benign or malignant, of
course, is the crux of the issue. On the basis of the
hisrory alone, its malignant narure should be appar-
ent. | rather expected char the runner-op diagnosis
would be mixed twmor. Those who dizgnosed mixed
tumor variously qualified it by such terms as basaloma
or basaloid, and one participant made a1 diagnosis of
malignane mixed wmor. When you look ar certain
limited areas of the fmor, you can understand why
these diagnoses of mixed tumor were forthcoming
Yet, there are give-away structural features of a spe-
cific group of tumors known to be malignant. They
are characterized by a very long-term clinical course,
culminaring afrer years with the development of noc
ooly regional but generalized metastoscs,

The terminology employed for the diagnmis of this
tumor was varied. The one most popular was cylin-
droma. Thar is reflecred in current literarure dealing
with this group. I personally do noc like s, one rea-
son being that cylindroma has an air of myscry
about it zod if you ask dhose who commonly use
this term what it means, you get no standand answer.
The majority, as far as I can judge, employ the rerm
cylindroma o indicate an epithelial growth of cells
around a central core. This is not the basic meaning
of the word. The term cylindroma is an ancient one,
employed by Billroth in an 1859 publication wherein
he described a tumor of the antrum. Biliroch was a
young man of abour 32 when he wrote thar paper,
and in using the verm cylindroma he described cyl-
indroid hyaline columns of acellular tisue which
intertwined and were bordered by epithelial ar con-
nective rissae cells. Billroth was not referring to the
epithelial components of his mumor when he used the
term cylindroma. Some people use the term meanihg
a cylinder with nothing in it, some with mucus in
it, and some with collagen in It, so the term is dif-
ficult for me o use. :

Only one other pathologist besides myself decided
0 call this an adenoid cystic earcinoma, and this sug-
geses that T should give up and smarr alling these
things cylindroma too, but 1 do not think 1 shall
Adenoid cystic carcinoma was a term that Dr, James
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Ewing used for many, many years, and having been
under his disciplinary guidance, I have mote or less
gosten into the habit. I cannoc say whether or not
Dr. Ewing was the originator of the term.

It makes no particolar difference how we repor
this oype of salivary mmor as long as we do not re-
port it as mixed rumor or something else benign.
Reporming # thing like this as mixed mumor is danper-
ous. These are cancers. They are not locally recurring
benign tumors. Look up the record of this type of
salivary gland tumor. [t is bad!

I do nor know of 2 fully informing staristical ac-
count of the behavior of adenoid cystic carcinoma in
the paranasal sinuses. One would hardly expect these
lesions o be less malignant than those of the major
salivary glands in which location we have good in-
formation on what to expect. The two largest series
known to me are from the Mayo Clinic and from the
Memorial Hospital The Mayo series contains abour
20-0dd cases and the Memorial series a few more.
The results of treatment in boch series are premy
much the same. At the end of five years of follow-up
in the Mayo and the Memorial macerial only 25 per
cent of parients are clinically free of disease. Thar s
not reassuring. The disease may cover a span of
many, many years. There is one extraordinary case
of 2 womzn in whom the condition was diagnosed ar
age 15, rreated ar age 29, who srill had a recurrence
at age 80. Total duration of life of ten or more years
from the onset of symproms o death from dissase i
by no means uncommon. The mmors are not gen-
erally radiosensitive, bur there are some noteworthy
exceptions. In cases so far rcported relatively con-
servative surgical measures have been rthe chief re-
litnce in treatment. 1 believe the fumare will bring
a berter record of cure in these cases. More radical
measures will be utilized and they can be fully
juseified.

{Lantern slides.) The adenoid cystic carcinnma, ar
cylindroma if you wish, has = great tendency to un-
dergo hyalinizarion. On the way o that change in-
termediate stages are seen and are reproduced in these
lantern slides. Incidenrally, we have a good dral of
difficnlty in diagnesis of some frozen section speci-
mens of adenocystic carcinoma. They can be hard to
tell from mixed tumors [ do oot believe we have
made our last crror as yeu

Dr. John ]. Asdujar of Forr Worch stares that he
has had some difficulty in using the rerm adenoid
cystic carcinoma because surgeons are 2pt o think he
is referring to an adenoid cysric basal cell epitheliome
I have only had one bad experience of thar namirc,
Thar was some years ago, and it was in che reverse
direction. I made a diapnosis of an adenoid cystic

basal cell epithelioma in the nipple of o Negro maq;
breast; the surgeon theught [ meant adenoid cpuic
carcinoma, and he did a radical masrectomy. 1 thiny
thar the objections your surgeons raise are logic)
bur after they raise the objection and you set they
seraight on it, [ don't sce why they give you apy
more crouble. '

Dr. George Bailey, Memphis, Tenn: Do they
umors meisasize widely?

Dr. Foote: They metastasize very widely, bue the
is apt to occur late in the course of the disease, yer
afrer it has been established, and wsually is punen.
ated by mulriple failures ar local contral. OF the pe
ple who die with distant merastases, 90 per cent have
residual uncontrolled primary and recurrent disese

Audience Member: From whar tissue do you think
the mmors anse?

Dr. Foate: [ have never seen any clear study tha
gave the answer as ro wherher they were of dogsl
or acinar origin. 1 rather suspect char chey are duml
umors. |

Audience Member: Would you comment moe o
radiotherapy of these tumors?

Dr. Foote: I would chink of them as more radis
resistant than radiosensitive, bue on the ocher hand
they are ar least- moderately and sometimes imprs |
sively radioregressive. Remember, radioregressive dog
not necessarily mean radiosensitive. A radiosensite
umor to me is one thar regresses ac a low dosige
level. Many rumars will respond well afrer loag con-
tinued treatment which narucally will go up ro high
levels of rotal irradiation.

Audience Member: Whar gencral classificarion of
salivary gland tumors do you recommend?

Dr. Foote; In geoeral 1 would not recommend |
any. The lot of the classifies, you kenow, is redly "
difficule, When you classify, your soul lies naked |
and exposed. I stare off with benign mixed tomen
and an important subhead called malipnant missd
tumors; then there is a proup thar T call muocospi
dermpid tumors, and then the adenoid cystic cank
nomas thar are to most people cylindroma. Afer e
adenoid cystic group comes a group of assorted adens
carcinomas that are varied in structural makenp, the
go all the way from extremely anaplastic tumon
through orderly or moderately atypical ro highly ms
lignant mucoid adenocarcinomas. The reason 1 pa
those mogether in & group of miscellancous - adenc-
carcinomas is thar they are of such low frequeng
thar onc can scarcely ger together enoogh cases @
picture the natural history and response to trearment
The next group that I splic off is termed acinic cel
adenocarcinoma. I have been sble w record abour )
of those, enough for a reasonable analysis. Thes

TEXAS Stote Journol of Medicn



TUMOR SEMINAR —Feote—continoed

comes the papillary cystadenoma  Jymphomatosom,
the thing that 1 like 1o call a Warthia's tumor. 1
o use the term oxyphil ccll adenoma for the tumor
thar is sometimes called oncocytoma. [ sepazate
oncocytoma and Warthin's umor for various reasons.
Then is included a list of lesions that have been vari-
gusly reporred under about seven different terms,
recently published by Godwin under the term benign
ymphoepithelial lesions. I do not include tumors of
mesodermal origin because they are not indigenous
s the salivary glands. They can occur in any location,

CASE 2

fagmiiis.—Low-grade m idermaid carcinoma.
gﬂmm—&fc ]."ﬁﬂ Beooke Army Hospital,
For Sam Howmsion

Specrmen—Farotd,

Hitory—A& 23 year old Negro man noted 3 lump be-
hind his left ear. The mass was excised, at which rime a
ket cystic cenaral arex was poted within one fragment

Ssbmitted Dizguoser— Adenocarcinoma; mucoepidesmaid
crGnoma; mucinogs adenocarcinoma; mucoepidermoid -
mot (adepoma); mixed tumor; mucinous sdenoma; mu-
cocele o ramala.

Dr. Foote; Well, the majority have picked some
swr of mucoepidermoid wmor. There is a splic be-
tween those who calied it malignant and those who
called it benign. Therein lies the chief reason for
presenting a tumor of this sort. I notice with some
incerest thar 2 number of diagnosticians want 1o call
this 2 mucous adenoma. Thar is understandable, be-
cuwse in the sections available there is pracuically
anthing bur a mucous cell component and in the sec-
tion thar 1 had it was extremely difficule o
find anything that could be forced into an epidermoid
Hrucrure.

When [ sce this type of mucous cell pattern, secre-
tion, and arrangement, 1 just dose my eyes and call
it 2 Jow-grade mucoepidermoid carcinoma, whether
or not the epidermoid element is good enough to
pass on to my neighbor. If this rumor is seen later,
st & recurrent stage, it might be found to be very
epidermoid. So 1 think it is excusable ro use rhe rerm
mucoepidermoid when the epidermoid element is ex-
tremely attenuated, I also can understand the other
point of view thar & pathologist might not want o
diagnose somcthing he does not see. T cannot recall
from 98 rumors of this family group, 1 with the
gructure of the eurrenc example which has yielded
3 node or discant metastasis; bor there does ocour the

otare fatality due to . inoperable local recurrence in
the neck.

1 would report this myself as & very low-grade
mucnepidermoid carcnoma and add the comment
that T have not as yer scen metastasis ar this struc
mral level and that the rate of recurrence in the

Mi¥ JGEE

group is roughly 15 per cent o dave. Thar 5 sub-
ject to change. Mucocpidermaid lesions fooled us in
1945, and they may fool us again. We may see
metastascs at this level if enough time is permitted.
| fecl thar the rare will always be very low, if it
occurs at all T would be opposed to calling chis a
mixed wmor because T would like 1w separae into
specific types as many salivary gland tumors as pos-
sible. There ordinarily is no overlapping between
mucoepidermoid mmors and mixed mmors. 1 know
of one exception, a malignan: mixed mumor, 2 remor
that yielded merastases which had an unusually hbizarre
structure. In one of the secrions of the tumor that
had areas of conventional looking mixed mmor was
a lictle spor that was typical of the low-grade muco-
epidermoid group. Thar is the only dilucion that [
have seen in mixed wmor by the mucoepidermoid.
I would not wanr to report a thing like this as a
mucocele or a rapula because thar is too reassuring.
This lesion has potenrial danger.

I would like 10 broaden the strucrural fearures of
this group, which some of you may not have had the
oppottunity to see in full

{Lantern slides.) Bricfly, the gross specimen is
highly characreristic of the lower grade twmors,
most of which have a semblince of encapsulation
We wy to separate mucoepidermoid tumors into
three categories of ascending malignancy. In category
1 we have a five year follow-up record as follows:
16 cases, 13 cures, 2 recurrences, and 3 persons Jost
track of. In the second or intermediare group: 17
cases; 3 patients dead, 2 from metastases and 1 from
local growth. In the third or highly malignant group
the five year cure rare is abour 20 per cenr. It was
of considerable inverest to find that in the high-grade
mucoepidermoid rumors the development of sub-
CUTANEOUS MCTastases was common, approximarely 20
per cent of all cases. This usually prophesied an early
fatal termination.

Dr. Leo Lowheer, Tulsa, Okla: Since you find no
epidermoid elements in this mmor, why don't you
just call it a low-grade mucin-producing adenocarci-
noma?

Dr. Foote: 1 previously stated that it would be
understandable why a pathologist would make such
a diagnosis. [ would not do it because experience
has taught me that when you ger g recurrence of
this tumor, it is likely to be considerably epidermoid,
and this rumor looks like it belongs in the family of
the mucoepidermoid tumors, | :

Audience Member: Whar crim_'%.n do you wurilize
in deciding that a mumor has epidermoid elements?

D, Foore: | stare chinking of squamous pearls, full
of kerarohyaline granules and intercellular bridges,
then [ just scale thar down in my own mind gradually

)
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until those qualities are lost, and then 1 admic I do
not know myself. 1i we passed our a handful of
mixed tumors and were asked to report how many
had any epidermoid metaplasia, we would have a
report that would range, say, from 3 to 30 per cent.
The individual factor is widely variable. We report
about 20 w 25 per cent squamous metaplisia o
mixed tumors.

Capt. Leonard Paris, Forz Sam Houston: What is
the objection to classifying tumors of salivary gland
origin simply as cither benign or malignant?

Dr. Foore: I would be afraid of doing thar. To
do so would mean purring a class of mmor which
is conceded by conventional mensures o yicld a 73
per cent cure rate into the same pot with tumors
that will yield a 75 per cent death rate. Lumping 15
an invimation to avoidance of specific accents in treat-
ments. You don't teear every cancer the same way.
Tf you adopr the diagnosis of benign or malignant,
then the patient gets limired treatment, or he gers
the works. There are some intermediate channels

for both diagnosis and trearment

CASE 3

Diagmnsis—~Cheonic thyroddics.

Contributor—Die. I3, A. Todd, Nix Hospital Laboratories,
San Antonio Y

Specimen—Thyroid,

History—This white woman, sged 41, firss noted swell-
ing in the arca of the righe thymid lobe ane year ago, with-
ot evidence of toxiciy, At operation a pertially encapea-
lared specimen 6 by 4 by 3.5 cm. consiseing of -the sight
lobe and & portion of the ishmus was removed. The rissoc
was firrs and reddish, The ceowal arer was lacgely emupied
by .z ciscumscribed but unencapsulated mass 3.3 by 1.5 on.
of similar color but meee coarsely lobular than the remain:
der of the specimen. Three months postoperatively the pa-
tient showed signs of early myxedema,

Submitted Diggnater—Thyroidits; struma lymphomatosa
{ Hashimoso) ; Hirthie o2l tomor benign; Harhle cell
tumor malignant hyperplasia; invelutional thyraid, adeno-
carcinoma: Riedel’s struma; edenoma benign; Gulf Coase
KOIter.

Dr. Foote: A few months 2go Dr Todd and D
Jackson were up ar New York and eased ineo the
Iaborztory with this case. 1 was taken with the struc-
tural fearures in the case and suggested char Dr. Todd
submit enough mazerial for the conference. I think
I was having s bad day—one of those days when you
feel like your mind would leave you if it hadn't
gotien too weak to walk, I think we have mude a
rough selection. 1 was hoping when Dr. Todd got
back thar he would find evidence thar the pacent
tad a history of either long continued or inrermupted
episodes of hyperthyroidism, having seen this on a
few occasions in thyroids with some of the strucnoral
features of the present case, I think at the tme I

stated that sech a history was not always forthcom.
ing, but thar I even suspected thar there was an ob.
scured hyperthyroidism.. Perhaps ar thac srage T had
been reading some of ||'||;: old publications of Alfred §
Scott Warthin, who hyd interesting ideas on the
pathogenesis of the hyperthyroid stace. Bur after we
poie further information there was & double backlsh
in the recl—not only did the parienr ot have a his
tory of hyperthyroidism, but we found thar this s
tion came from a discrete nodule. T would nor recall
having this particular structural complex in any by |
a goiter that was mostly nodular or diffusely involved
As conference time came I could noc make much our
of this case. [ was confident that the lesion was nor
a carcinoma, though I have seen such a diagnosis
made on similir marerial. T sent 2 secrion w Dr
John B. Hazard ar _.-'Clweiand and another section m
Dr. William A. Meissner ar Boston, [ have stae
ments from them that I will read in due course,
{Lantcrn slides) The central panel 1s a tope
graphical low power view. On the lefc are prolifen.
tive-looking thyroid cells in small groups and acia:
with an intermingling of principally Iymphoid in-
filerate but with a fair sprinkling of plasma cells
Looking at the diagnoses submitted makes one sus
pect that Al Todd just wanred ro see a classificarion
of thyroid disease. The submited diagnoses have
everything bur crerinism and Himalayan goicer. T was
relieved 1o see this because ic is abour the same way
I had felt abour ir. 8o, we can go on now with opin-
ions from different areas.

This is from Dr. Hazard

I regard the lesion in this secion of thyroid as strums
lymphomatese. | note thet the lesion grossly was a citeum-
scribed mass. Thete are several of these in our sercs. - Ay
far g3 I can determine, their course is-no different from the
recognizsbly - diffuse or nodolar rype. On rare occasions
the lesion ig so definitely a localized enlarpement as o be
mistaken clinically for solicary adenoma; however, the &b
limlar epithelivm micrescopically has shown a more geo-
erally oxyphilic change despiee the gross appearance, We
have mot been impressed with the incidence of roe hyper-
thytoidism, slthoogh T konow same ohservers have described
it. We have been impressed, however, with the incidence
af amsiery smte and hyperireitability in these patients.

Then we go to De Meissner in Boston.

I looked over the shide representing the righe lobe of e
thyroid. [ think we would disgnowe n thyzoid like chis sp.
pearing in our routiné material as & nonaspecific choomic
thyroidicis, There are some who would peobably all i
Hashimato's disense, bue I do not think it hes 2 well
cnough devcloped picturs o warrant this disgnosis. Ghads
having small follicles, acidophilic cells; large nuclei and 2.
lymphocyric infilrate such gs this kave also pursled us =
will as you, znd we've always fele somewhar ar a o in
explaining pathogenesis. | believe, however, thar this rep-
resents an fnactive of hypoactive thyroid state that may fol-
low & preyioas hypetthyraidism, or which may develop with
our previous dinical thyroid disense. The face that ghinds
of this type are sometimes seen after a bout of hypeniy:
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seastt of hyperthyroidism. | have fele thas this & Aot cotrect,

Dr. Meissner's comment is greatly interesting 10
me, and 1 was rather relieved 1o see thar he thoughe
this was at least a bic out of the ordinary. Dr. Hazard
wems o have few cases of this sorc and his cases
jollow the course of Hashimoro's stmma. Dr. Mess-
acr states that these cases are some kind of chronuc
dyroiditis. 1 do not know exactdy how o rosolve
problems of this =ort. The most important require-
ment here is to eliminate the diagnosis of adenocar-
cinoma. 1 must say that I am impressed with® the
face that this patient did develop myxedema, and
that would certainly be in line with the opinion Dr.
Huzard expressed. Bear in mind thar this patient did
poc have a ol thyroidectomy, and it might mean
that there was 2 strumatous lymphoid process in the
residual lobe of this rthyroid,

Col. C. J. Farinacci, Fort Sam Houston: Are on-
cocytes degenerative follicle cells, or do you believe
that they are neoplastic?

Dr. Foore: In the firss place, T am noc entirely
sure 'what an oncocyte is. An oncocyte is usually
considered just a big, pink cell. 1 think ir is an in-
seresting speculation that these cells may represent

 womeout members of functioning cellular groups.
Thete is no direct proof of this In the thyroid these
lrge pink oncocyric ¢ells are commenly called
Hiirthle cells Personally, Tm an Askanazy man. If
we went back to proper eponymic sources, we should
eliminate Hirthle’s name from uvse with the human
thyroid. He did describe the cells thar are named
for him in the thyroid, but he found his cells in the
interstices of the interfollicular portions of the canine
thyroid, acually in newbarn puppies. These cells dis-
from the puppy thyroid shorly after birth.
It happens thar Askanary was 2 popil of Hurthle,
and in swdying the human thyroid he found cells
thar Hiirthle had described, and, no doubr, being a
‘man of large soul and loyalty he named these thyroid
cells in the human after the dog cells of his old
master, Though it is a story of beautiful human rela-
tionship, calling these things Hurthle cells is not in-
wmbent upon us
- Dr, William W. Tribby, Memphis, Tenn.: Isn't
struma lymphomawsa a form of chronic thyroidies?

Dr, Foote: It is so regarded by several groups, dis-
segarded by other groups. 1 think the Cleveland
group votes chyroudicis on it; in the Meissner-Warren
facicle they discuss three forms of thyroiditis—
struma lymphomatosa, Riedel’s struma, and subacure
thyroidiris. Here you go into a difficale area of de-
?’mlng what acmally constitutes an  inflammarory

M iy 10%E

process and how you separate it from 2 noninflam-
matory infiltntive process.

Dr. Leo Lowbeer, Tulsa, Okla: Dr. € A. Hellwig
from the Herrzder Rescarch Foundarion in Halsoead,
Kan., believes thar in Hashimoto's disease there is an
abnormal colloid produced because of an abnormalicy
of the thyrotoxic hormone of the pituitary gland. He
has found significant differences berween this ab-
normal and normal colloid under the elecron micro-
scope. He thinks thar the sbnormal colloid is taken
up by macrophages, often found in follicular lumens,
and that it stimulates marked lymphocytic reaction.
According to that concepr, there is, then, an inflam-
mation due to an abnormal endocrine producr.

Dr. Foote: In other words, a secondary inflam-
matoey process on @ basic membolic basis. That is
an interesting comment 1o make in this case. In Dr.
Meissner's statement, which [ did nor read in full, he
wondered if these lesions were not on a hormonal
basis, perhaps piruitary imbalance, which we are not
as yet able to recognize.

CASE 4

Disgmotit—Papillary adenocarcinoma of thyroid.

Costribaor.—Ls, Col. F. M. Townsend, USAF Hospital,
Lackiand Air Force Base.

Ssecisren—Thyroid,

Hisory—This white girl, aged 17, gave a five months’
Iistory of enlargement of che righe thyroid lobe without
evidence of toxicity. At operstion the lobe weighed 3% Gm.
and messured 7 by 3 by 2 em. It was covered by a shaggy
fibros capule. On section the tisoe was fiem, yellow-
an, and scparated into indisinct lobula by fioros sptuma.

Submitted Diagnoser—Carcinoma; papiltary sdenotarci-
noma; papillary sdenocarcinoma and thyreidis, papillary
adenocarcinoma and Hashimoes; small cell carcinoma; itrus
mi lymphomatoss; chronic chyrobdits; Riedels  struma;
nodular geoiter.

Dr. Foote: We have another thyroid situation.
The microscopic patrern is mainly a pepillary and
proliferative looking process with abundant cakific
concretions. We find in the sections a considerable
lymphocytic and other round cell infiltrare. The vast
majority favor carcinoma. That is my diagnosis—
papillary carcinoma of the thyroid. Struma Jympho-
matasa has been given second most important notice.
1 believe we can exclude thar disgnosis here since
proliferatoin is noc characreristic of that disease. 1
do not recall seeing or having read a report of the
formation of multiple psammomatous bodies in cases
of struma lymphomatosa. [ also would eliminace
chtonic thyroiditis and Riedel's struma for similar
reasons. We must recognize the presence of carci-
noma in this thyroid That, for the mose pare, was
accomplished.

Now people will ask, "How do you call that carci-
noma?” saying the appearance is innocent and uni-
form, and then they will say there are not many
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mitoses, and so forth. Well, the way T would answer
that is simply to state thar the disease must be smudied
on the basis of its behavior as well as on its micro-
scopic aspect. There are many lesions that fook one
way and behave another. Thyroid lesions of this soct,
for the most parr, are sooner or later associated with
regional o distant metastases, and hence justify the
diagnosis of papillary carcinoma

We have 8 diagnoses combining papillary carci-
noma with Hashimoto's discase and thyroiditis. That
is a fully justified dual diagnpsis to make. It has a
precedent already, and we can cite the recent arricle
by Crile and Fisher in Camcer. They described 2
cases of papillary carcinoma, and in | of these they
thought there was also subacute thyroidids, and in
the second, struma lymphomarosa, In 1 of the 2
cases they Fele positive, and in the second they were
not sure, that the lymphoid rissue was not reactive
to the presence of tumor. Bur in any event the pa-
thologists who selecred the dual diagnosis have the
support of thar paper and perhaps they have similar
cases in their own material. I cannoc recall in the™
rather abundant Memorial Hespital material having
seen as extreme a degree of lymphoplsmacytic in-
filtrate as we have in this case of Colonel Townsend.
Dr. Klinck ar the Armed Forcss Institute of Pathol-
oy some years ago made a careful study of the fre
quency of the lymphoid component in papillary thy-
roid tumors, but | do not recall from his report so
extreme a degree of this change. 1 judge that this
is another diagnostic area where fime must work its
slow way before standardization can be achieved.

Ordinarily one thinks of Hashimoto's soruma as
essentially uncomplicated by other chyroid disease,
Joll emphasized thar he did npe have in his large
personal series of cases of struma Iymphomatosa any
significant crossing with other thyroid lesions. He
even went so far as o say char he scarcely had any
combined with nodular goirer. We ar Memorial Hos-
pital could not go quire thar far in our marerial, but
we almost could. Bur why nor accepr readily the
dual diaghosis here?

In regard to the basic diagnosis of papillary carci-
noma, I would like to cxpand on the structural fea-
tures of this disease just a bit. Papillary thyroid carci-
noma, generally speaking, is rather charscreristic. In
the pase its relarively innocent Jooking structure has
been responsible for the common usage of the term
papillary adenoma, but this seems to be on the de-
cline s does papillary cystadenoms. For example,
in the Boston material, not many years ago, papillary
adenoma was a frequent diagnosis; in the most up-to-
date summary of thar material 1 noticed thar only 4
and a fraction per cent of all the adenomaroid lesions

of their thyroids is classified as papillary adenaom,
In the more recent material from the goiter regisnyy
there is a perceprible decline in the usage of thy
terrn, so 1 think it is largely disappearing. It tog
a long time o establish thar cerain relatively ingg
cent looking papillary lesions in the thyroid wes
capable of malignant dinical behavior.

Going back 10 the stmounl feaures of rhes,
papillary thyroid carcinomas, we hear slogether 1y,
much comment on just their papillary componens
Actually, it is difficulc o find a thyroid carcineny
that is purely papillary. Almost without exception
there are other structural features, and the folliculy
component as scen in the extreme lefe lantern gid
is common. This follicular component is freques
in lymph node and distant metastases of the tumon

Then there are solidly growing areas in papillary
carcinomas, So far a3 I can judge from studying the
clinical records of our cases, the appearance in the
papillary group of the follicular and more solidly
growing areas has no bearing on the dinical coune
or the response to tremtment. Our old ease recond
of the ‘thirties and ‘twenties show that strucrures liks
those in the slide were commonly put down as grade
2 and scetimes as grade 3 rhymoid carcinoma. We
know now thar thar was an error and al
the entire group carcinoma, grade I, becuse of de
renowned sluggishness and slow clinical maruration
of the disease.

Primary papillary carcinomas and their metastse
may vary a lot in strucrural dominants. One muay have
in the thyroid a mmor that is predominanty papil
lary and study the lymph node meeastases to find tha
follicular areas are more sbundant. One might find
the reverse.

Dr. John B, Frerichs, San Francisco: 1 wonder if
the remainder of this thyroid was soodied?

Dr. Foote: | wanoed o know thar, oo, W' har you
would like to know is that 2 piece of thyroid un.
involved by cancer did show rypical Hashimow's
struma, isn’t it? Exacely. Thar seems oo me o be
an ultimate requirement before the diagnosis of
carcinoma in Hashimoto's struma is torally accepted
The point that you make is very apt.

Dr. A. O. Severance, San Antonio: Whar
thoughts on irradistion therapy in cancer of the
thyroid?

Dr. Foote: [ am not qualified to give a detailed
discourse on that, but a few gencralities can be safely
expressed. T would not propose irradiation therapy
as o means of primary cure of thyroid cancer. The
one form of thyroid cancer that uniformly gives good
radioregression is the group of papillary tumon.
Inasmuch as the papillary mmors constirure approxi-
mately Sﬂ'p:rmnfrlumu].d;lurisin&mdfu-

TEXAS Stote Joarnal of MMedsmss




TUMOR SEMINAR—Foote—coantinwed

tunate. There are in the Memorial Hospiral records
a small number of long term cures of papillary carci-
noma in which the result was effecred solely through
irradiation. These are exceprional. A grear many cases
whether operable or not will yield good regression.
D E L. Frazell of New York, who knows chis
much more intimately than 1, tells me thac it
i rarher unpredicmable just which case is going
gve 3 maximum . He further smes thar
over the long pull the frequency of local recurrence
is greater than he wans o cope with.. The Head
and Neck Surgical Service at Memorial Hospital em-
ploys radical surgery in the efforr vo control even
the papillary carcinomas of the thyroid. Radiocherapy
i used as a palliative means and with useful resules
in a good many cases.

CASESS

Diagmoris—Metastatic ialet ocll mumor from pancreas.

Cortridtor,—Dr. Donald Penner and Dr. T. H. Wil-
lams, Winnipes, Manitoba, Canada

Specimen—Mats from modiastioom.

Hitory—This whte man, aged 15, was hﬁlpih]iml with
& wevere chest cold, cough, headache, chills, and pain in the
fight lower thorax, 'Ru-:nmeu study revealed o circums-
mribed. spherical mass in the righr anterior thorax extend-
ing into the right long ficld from the mediastinom. Ar
wrgery 3 14 om mass was found extending out from the
right side of the medmstinam at the level of the anctic arch.
A second mass, 4 cm.in dismeter, was presenc just above
the fiese. The larger mass was encapsulated, and s cue
wrface was wvaricgared, predominandy white, with nomer-
o ateas of hemorrhage and necrosis.

Subrmitted Disguorer— Metsstasic CAICINOMa; METAstatic
arinoma from |ung; memsatic cntinoma from dq-mn‘
metstaric cucingma from liver; mesothelioma; acectc body

mmor; neamoepithelinma; lrmmhﬂﬂhlﬁﬂm. T,
sulignant thymoma.

Dr. Foore: W:mmcmcmiimﬁmda,mr-
gical marerial furnished by Dr. Penner and, we have
2 surprise for you, the auropsy material from Dr
Williams.

I gor the impression from the diagnoses thae this
was a difficult case. Ler me tell you how this case
came inco my life. 1 wane to say in advance thar I
think in rhis audience chere are ar least two geniuses:
thase who diagnosed pancreatic carcinoma. In 19435,
when Dr. Fred Sicwart was on one of his vacarions,
the sections from this case were sent by Dr. Penner,
Dr. Peaner thoughe the sections suggested a bronchial
adenoma, and he saw an area which reminded him
of salivary gland mmor: 1 wrote o Dr. Penner agree-
ing thar there were features of so-called bronchial
sdenoma, somewhat more aggressive looking, how-
cver, than usual, and then made a suggestion that
we could have a malignsnt plenral mesothelioma,
sdmictedly largely on the basis of position. And then

MAY rRgg

—ihese are old notes from correspondence—"1 doubr
if rhis patient remains well® When Dr. Secware
came back to the laboratory, he looked at the see-
rions and said be was inclined to a diagnosis of
paraganglioma. Thar accen, [ see, is reflecred in some
of the metnbers of this body because we have diag-

noses of aortic body tumor and the mysterious chemMoe—wm

decroma,

Marrers went along withour Firther disturbance
until 1948. The patient developed further symptoms
for which reexploration was done, and =t that time
ancther mass of rissue was removed from cssentially
the same location as the fisst. We were senc secrions
from it and we estimated them as follows:

As you know, we were puzzied . . . i 1945, and we
could really make no diagnosis, but would resort to des
perate sugiestion, The recently recelved slide B pmsentially
pdentical with dhose first seen. Ar the present'time we
don't think we can give any re2l support o the two diag-
noscs formerly made. We would like to suggesi, however,
two podsibilities: one, that the tumor is metzstatic from an
isler cell mumor of the pamcress, or two, thar it 13 metastatic
from o carcinoid of the gastrointestinal trace. We can un-
dersand how you will recoil wiclently from these sugpes-
tions. Recently, bowever, we had 3 section of 2 cervicel
node from a patient who for cight years had a very bulky
medissringl maw. Strocturally, this section has a good deal
in common with the submitted case.

In the recent case we made three suggestions: metastasiz-
ing hronchial adenoma, islet cell tumar, and metastasizing
carcinoid. At antopsy we found a 7 om. temor in the
of the pancreas, pressing oo the smmach and filling wp

the liver with metastases. This could oaly be a primasy
lﬁlﬂt cell amor, The long duration of the mediasinal mass
was considered consisent with the known behavior of tome
of these jlet ozll mmors. We don't think that we'll ever
gtt an andWer o your ¢ade unnl an autopsy is dooc.

In July, 1952, we had a leter from De Williams
which I will summarize. He said that he had recently
performed an autopsy on the patient, and the final
diagnosis was metastatic nonfuncrioning isler cell - -
mor of the pancreas. He found the pancreas almost
universally involved with mumor, and.there had been
an extrnordinarily wide dissemination of the lesion
in the lymph nodes, viscera, and lungs; scarcely an
organ was uninvalved.

50, in this case we have o pass the palm o the
two pathologists who picked this as a metastatic pan-
creatic tumor, an extremely penetrating diagnosis.

The sections were sent o Dr. Virginia Frinm of
New York, who has outstanding expericnce with islec
cell umors, [ asked her to comment an her records
of ceses of long rerm survival in which metastases
had been demonstrared prior to autopsy. She stared
thar the long survivals were in patients with noao-
funcrioning tumors, She cited 1 patient who lived
for five years after a positive biopsy of liver metas-
tases and a second who lived for four and one-half
years after liver involvement. She also referred to
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cnses described by Dr. Howard in his exiensive 1930
Swrgery, Gywecology, and Obsterrics anticle in which
there were 2 parients, 1 who lived for four years and
1 six years after metastases were demonstrared.
Hence, the extremely sluggish clinical behavior of the
case under consideration is reflecred in other reports.

CASE 6

Diapnomt—lerminal beonchiolar or alveolar cell carc-
RO

Contributor.—Dr. J. M. Mooes, Sants Rosa Hospitsl, San
Anion 50.

Specimen.—Lung.

Hintory—This white man, aged 48, was adniitted o the
hospizal with sympeoms of shormess of breath and inability
w void There was a previous history of pneumonia with
bemopeysis. cough, and “wheezing™ which persisted after
antbiotic therapy. Roentgenograms showed diffuse infil-
tration of both lungs. Pleural effusion which became bloody
developed. At autopsy the right lung weighed 700 Gm,
the lefr lung 1,300 Gm. Cuar section through both lung
exhibired small, firm, gray podules varying from 0.1 w 2.9
cm. The remainder of the lumgs on cout section had o
maortied red-gray sppearance.

Sxhmitted Didgecies, —Alveolar cell carcinoma: brons
chiolar carcinema; pulmonary edennmatmsis; pupillary adeno.
carcinoma, metastatic; bronchogenic adenocireimoma.

Dr. Foote: Only two suggested the possibility of a
merastazic mmor. 1 think thar is 2 rather prodent
proposal since a few kidney cancers may yield lung
metastases thar cannot be distdoguished from the
present secrion.

I think we can quickly eliminate several diagnoses
proposed, because we have one structural featare that
must be given amention, namely, these psammoma
bodics. With psammoma bodies on the sceme one
would think immediately of a primary lesion in the
ovary, bur the patient’s gender relieves us of this ser
problem. Even if the patient were female, 1 would
be inclined to eliminate it because we expecr psam-
momarous. carcinomas of the ovary o fill up the
lungs. 1 have never seen an exception to thac

Ancther psammoma-forming mmor would be pa-
pillary thyroid carcinoma. These may involve lungs
extensively withour showing much evidence of dis-
ease elsewhere, but we have sound grounds here for
eliminating thyroid carcinoma since one can find
plency of cells in this secrion thar are mucus-conmine
ing. Papillary thyroid carcinomas do nor contain
mucoas cells. I have had thar question come vp from
time to time in diagnostic debates and have smined
a pood many papillary thyroid rumors unsuccessfully
for mucus. To gather reinforcement for thar opinion
[ wroee Dr. Allen Graham of Piusburgh a few years
ago and asked him his experience. He said he had
never been sble o demonstrate mucus in his papil-
lary mamors. A few mammary carcinomas have psam-

moma bodies end sometimes there are a few in
prostate.

Thete 15 one other site, though, that can
metastatic papillary tumors with psammoma b
and hide away a primary lesion. That is the ki
We had 2 kidney tumors thar first came to at
through the medinm of lung merastases. In the
casc the primary romor was found ar autopsy. In
second we had made a diagnosis of terminal b
chiolar carcinoma. There was 2 history, however,
pephirectomy eight years before dearh, and when
old slides were obtained, there was the primary
—papillary and psammomarous.

The diagnoses of pulmonary adenomatosis sho
be eliminated. Cyrologically these tumor cells
malignane, and tumors like this are known o yi
mctastases.  Pulmonary adenomarcsis per se
be a nonmetastasizing lesion. I'am well aware
in the literature rare examples of metastasis are
ported in pulmonary adenomatosis, but 1 suspect ¢
fusion in some.

A principal reason for incuding this case was
present some findings from the Memorial Hospi
marerial on this subject thar are ar variance with ¢
general concepe of origin of alveclar cell or rermi
bronchiolar tumors. Almost without exception (
[ know of no article that pointedly denies it)
lesions are considered to be of multiceniric origin.
was much impressed from a recent study of 22 case
thar much of the apparent multicentricity of thes
lesions is explainable on the basis of peribronchia
perivascular  lympharic, and subpleural  lymphan
spread. The vast majority of material reported »
date on this lesion has been auropsy marerial whic
represents necessarily the terminal phase of the di
ease. Most of our surgical specimens are differes
from the ordinary concepe of multicentric alvenls
cell tumors. Nortice in the cenrral lantern slide
preumonectomy specimen; this is 2n extensive mmc
infiltcating here and there, sort of circumseribed an
yet nodular at its edges, with satellite nodules. Ther
are scartered metastatic nodules and nor independen
primary foci. I have seen ar autopsy lungs with th
type of lesion distribution thar was shown in D
Moore's present case, but out of the original 22 o
mars thar [ examined, 7 were uninodular. Ar an
race, pot all of these tumors are mulricentric an
would ot appear so if they were seen earlier in the
course. At least some of them are capable of s
cessful control by surgical mensures,

Without adequate grounds some auchors will st
that these tumors represent bug malignant - variand
of pulmonary adenomstosis. They are certainly ne
absolutely dependent on preexisring pulmonary ade
nomatosis because we have case after case in whic
there is noc¢ the faintest question of the coexistenc



TUMOR SEMINAR—Focte—continued

of pulmonary adenomacosis. If this type of bron-
chiolar carcinoma or alveolar cell mmor is one that

out of preexisting pulmonary adenomatosis,
why aren't thete more cases of pulmonary adenoma-
sosis? Where a cancer traces back 1o a benign lesion,
the frequency of the benign lesion overshadows that
of the malignant. What is the situation with pul-

adenomatosis and alveolar cell tamor? As I
secall, in 1941, Neuberger zccepred 25 cases of alve-
olar cell carcinoma. Human pulmonary adenomatosis
is much less frequently reported. Over a twenty year
peniod at Memorial Hospital we had 32 cases of
aiveolar cell carcinoma and 1 case of pulmonary
sdenomarosis. | think the rclationship of the two
lesicns is greatly exagperated

CASE 7

Disgnnnir—FPigmenred ganglicncoroblastoms.

Comribator—Dr, Ellis Kellerr, Scheaccrady, N. Y.

Spectman.~Mass from medizstinum.

Hirtors—A routine chest roentgenogram of an asymp-
wmatic 32 year ofd man exhibited a mass in the mediani-
nom. At operation & mass 12 by 9 by 8 em., weighlog 211
Gm., was removed from the upper Iefe side of the chest
in the angle between the ribs and the spinal colume It
was purtially encapsulated, and segments of ribs and skeletal
meicle were attacherd. The cut sorface was sofe, yellowish,
mottled, and sresked with whine rissoc

Sebmitted Diagmoser. — Ganglioncuroma;  mesothelioma
mefigrant; sarcoma (lesomyosaronems liposarcoma, xantho-
ipmsarcoma, fibroliposarcoma); foramma, teratocarcinoma;
arinoma, metastatic from kidsey; xandofibroma; xantho-
gtinuloma; melanoms, maligeant; mycblasmoma, malignant
chromaffinoma, paraganglioms; meningioma, malignant,
chordoma; hibernome; xanthomatous giant cell tumor of
b

Dr. Foote: The various cell types in this tumor
soquire comment. The first to be mentioned are the
plentiful, fac-filled phagocytic cells, which I think it
ressonable to assume are secondary scavengers. The
pexe cell type includes the larger cells, those usually
with a single nuclcus bur sometimes with two or
more. The third type, not particularly well shown ar
ths magnification, is similar 0 and not much larger
than lymphocyres. The larger cells, when examined
dmsely, show clénrly the presence of brown pigment,
and this calls to mind a case reported by Millar in
the Journal of Pathology and Bacteviofogy in 1932
He recorded n tumor thar was composed of large

ganglion and small newrocytic cells. Some of the”

ganglion cells contained melzanin, and hence he had
a1 wnigque melanotic ganglionic mmoc. His lesion was
malignane. Ir metastasized. It lay in the thorax much
in the same position as in the current case. Too
quickly we reported this tumor as probably a counter-
part of the Millar tumor, but made the proviso that
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this would depend upon demonstrating that the
brownish pigment was melanin.

Look ac that pigment closely, It really does not
lock oo much like melanin, and it isn'c. By resort-
ing to special stains we found that thar pigment is
probably lipochrome, positive with scarler red, and
failing to blacken wirh silver remument. Going a bit
further, we tried to develop evidence of the neuro-
genic naure of the mmor. We did several silver
impregnations and were satisfied with what we saw
in the Bodian impregnated material. The rissue that
we had was formalin fixed, and we were sorry that
we had no chloralhydrate marerial since that is a
grear aid in carrying out cestain impregnations, par-
ticularly the Cajal method. Some of these large cells
have silver impregnated processes coming off in a
tennis racket-like fashion. A good many of the small
cells in the silver preparations had nails of one sort
suggesting neurofibrils.

Several of us in the laboratory were trying 1o force
an axone accent into these structures, bue fele unsure
about it; so, knowing his large expericnce in mateers
of this sort, I got Dr. Nathan Chandler Foor of New
York ro examine the sections. He said he doubted
that he could demonstrate true axones; thac the long
processes of the large cells he liked to refer to as
taproot structures; and thar they typified ganglionic
cells. His comment suited us very well since it sup-
ported whar we were trying to cstzblish, thar this
was zn odd variant of the peurogenic scrics. We
decided 1o interpret the smaller cell elements as rela-
rively undifferentiated neurocytic cells and the lasger
cells as poorly formed ganglion cells; hence, we
wound up with a diagnosis of pigmented ganglio-
neuroblastoma

As regards the submitted diagnoses, I do not know
how one could settle the issue as 1w whether or not
this is 2 malignant tumor, 1 feel certain thar ir is of
nervous origin, and the later seems t have been the
dominant thoughe of this group. Mesothelioma was
suggested. bur 1 believe that the pigment and the
ganglionated aspect of some of these cells would suc-
cessfully mule that out. Various rypes of sarcoma were
sugpested.  Teratocarcinoma—I cpuld noc find any
carcinoma in this case. Metastatic from kidney and
other metastatic carcinomas—if you are nor satisfied
with strucrural explanations, the autopsy showed no
ather source of tumor. Xanthofibroma and xantho-
granuloma—chese diagnoses nc.lfl the cases that Dr.
Heuer reparied some years back: xanthomas of the
mediastinum which on retrospect seem likely to have
represented  extremely  xanthomatous  intrathoracic
neurilemomas. !

We looked carcfully in the secrions “ar hand, and
we got multiple blocks from Dr.. Kellert in the-hope
of mrning up additional neyrogenic evidence. We

[



T Poote—continued could be put under the heading of cpigastric be-

were looking for something thar looked like plexi-
form neunlemoma or a Schwannian type of structure.
We could noc find it. Hence we wound up calling
this a pigmented ganglioneuroblastoma, fecling, of
course, some uncerzainty as to whether or not it was
a truly malignant tuimor,

I would like to ascerrain if any of vou have a dif-
ferent o corroborzrive slane on chis tumor, skiring
for the moment rhe unsetzleable problem of whether
of not it is malignant. We have shown these sections
to a good many pathologists visiting through our
area, and we have not found anyone who fele ar
home with this wmor

CASE 8
Dasgwarniy—Emmophilic granuloma.
Contribator—Dr. L J. Manhaff, Jr, Robert B. Green

Hapiul, San Antomio,
Specrmen.—Stomach,

Hertory—~Thes Lado-American woman, sped 62, com-
plained of frequent vomiting without pain or hematemesis,
Rocntgeneray revealed a prepylocic gastric polyp. A gostrec-
todmy was performed.

Swbmitted Diagnoses—None. Slides not sent to patholo-
-

Dr. Foote: The gross specimen showed the poly-
poid character of the lesion, covered by mucosa and
noaulcerated. The histologic section showed a granu-
lomatous process punctuated with frequent eosino-
phils, and in the central panel those cellular elements
gre seen at higher power,

1 wonder how many of this group have had a case

- of this son? It is a rare bird. At a meeting of about
125 pathologists in New York there were only two
' who had had 2 case of this sorr. 'We have had enly
| a single example of this in our own routine maserial
I have seen abour 6 or 8 cases from hither and yon.
1 have not seen a report of this type of lesion involy-
ing znother pare of the gastrointestina] crace, with
the exception of one rumor that chere was a case
repomed from the small inrestine. That case T have

been able 1o find. The largest single report seems 1o

{be a series of G thar Dr. Vanek reporeed in the Ameri-

ican Jowrnal of Patkology, 1949, as 1 recall. Most of
i:the reports deal with single cases, or maybe twa.
The lesion is usually not lasge, charscrerized prin-
iripally by submuensal growth with more or less in-
wolvement of the muscular coat. Ordinarily the
mucosa is not ulcerated and now and then the lesion
is polypoid, as in the present cate. Two of the 6
ions that Vanek described were pelypoid, and with
is, setring we may ger a radiologic diagnosis of
fp- 1 belicve thar was true in chis case. Yes,
loric was di These lesions are
ordinarily incidental findings, bur they are asso-
with some sort of gastric sympromatology.
of them are so vague thar it seems to-me they

wilderment of varied sorts. Others scem o have a
spmpeon complex suggesting nloer. The lesions have
uniformly been concrolled by local surpical proce.
dures in cases reported to date, The literature is weak
in long-rerm follow-up cases, however.

There is no great difficulty in the differential diag®
nosis of this lesion. It looks o good deal [fike the
lesions that we kmow as eosinophilic granuloma of
bone or Hand-Schiiller-Christian disease, bur there is
a pear o total lack of the wesicular, umbilicated, or
noiched hisriocytic cells found in those conditinns.
There is no association between this pgastric lesion
and similar lesions elsewhere in the body. In no re.
ported cases are bone abnormalities noted. The ma-
jority of these patients do not give any history of
allesgic states. There are 2 reports thar give excep-
tions ro this, but o date allergic phenomena are not
IIpPIEssve,

CASE ?

Disgnonir—Mulignant melanoma. |

Conmtrititar~Dr. D A, Todd, Nix Hospital Laboratories,
San Antonio

Specimtgn —Gallbladder,

Héimtory—This white woman, aged 28, was seen with
epigastric and right upper quadrant pain when seven monthy
pregnant. She complamned of chrone nsuses, oss of woight
and appetite, some pain and nombness in the right arm,
and epitodes of ncute illness lasting up to eight hours, Ar
operation 4 thick-walled gallbladder, 9 by 4 cm., with a
smooth serosa, was removed. A soft, frinhle, 7 by 2.7 cm.
fungating tumor with aress of necrodis over the sarface al-
most filled the lumen. Cot surface was solid, of a glates.
ing gray-white color. Several amall sones were peesent.

One month later craniotomy confirmed symptoms of a
frontal lobe cumor.

Sabmiited Diagmoser—Malignant melpnoma; carcinoma
{mucoepidermoid, stomach, bronchogenic, gallbizdder, chori-
ocarcinoma); sarcoma {reticulum cell, lelomyosarcoma, lipos
sareema, fibrosascoma, Schwannian); medalloblsstoma; em-
bryonal hepatoma; angicendothelioma; malignanr aeoplam.

Dr. Foote: This was 2 polypoid lesion, elevating
but not ulcerating the muomsa and not showing any
traceable continuity with or origin from epithelium.
I was relieved 1o find the popularity of malignane
melanoma, 1 bad anricipated that we would ger a
good many dingnoses of leiomyosarcoma and of ana-
plastic carcinoma. There is not much else in the can-
cer line rthat can happen to gallbladder beside those
things, except a tumor that came from somewhere
else. I muade the diagnosis of malignane mclanoma
in this case and thonght it was metastatic. The rarity
of each of the diapnoses submirted is considerable,
even including carcinoma, which we do not expect in
the gallbladder at the age of 27, Dr. Todd secured a
history of prior removal of a cutaneous melanoma.

The frequency of primary malignant melanoma of
the gallbladder is impossible to state, bur it must be
about zero. | have a friead in Albany, M. Y., who
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TUMOR SEMINAR—Foote—confinued

thinks he has one. [ think* he probably does not
fave one. He showed me the sections sbour four
years ago and | called it a malignant melanoma, but
] annoc remember saying it was prmary, [ ralked
with this Albany surgeon abour 2 week ago, bur he
muld noe gee che slides down again before | ook
off. It is an interesting case anyway, and 1 will quote
it briefly.

Dr. Tom Walsh did a cholecystectomy on an adule
male in 1940 following an awack of gallstone colic.
Aboutr four weeks before this amack of gallbladder
clic the parient had had a nodule removed from
deep within the jugular lymph node chain. The re-
port on that specimen had not caught up with the
patient by the time he began to ger a stomach ache,
s0 the pathologic diagnosis was unknown to the sur-
geon. a¢ the time of laparotomy. When that lymph
pode was reported, it was mewstaric melanoma. In
the gallbladder of the patient were 2 polypoid masses,
md sections of each of these are nonpigmenred
melanoma, The man had absolutely no external or
historical evidence of mole, cauterization, or fulgura-
tion, or anything, so they waited for things tw pget
worse, but the patient prospered and is hale and
bearty thirteen years afterward.

One may argue that here ic a primary melanoma
of the gallbladder with 2 cervieal node metastasis
with good reasons until he begins o strain the ise.
In the first place, an accepmble primary malignane
melanoma of the galibladder is hardly to be found.
Dr. Walsh tells me thae he could locate only 4 allega-
tions of primary melanoma of the gallbladder in a
search of the licerature for maeny years. Only 2 of
those hive been reported in the last twenty-five years,

I suspect that Dr. Walsh's case is af metastaric
melanoma, and the reasons for it are these: To get
finite evidence of primary origin of a melanoma ulti-
mately rests upon the demonsration of suirable cells
of origin, and we would like 1o see juncrion changes.
Secondly, the lesions in this gallbladder were multi-
ple That is not unheard of in melanoma, of course,
but is off the beaten path. In the third place, malig-
st melanoma has a tasee for metastasizing w the
bowel mucosd, almost anywhere along it, gallbladder
very infrequently, to be sure, bur nevertheless it cin
exist. Furthermore, almost every surgeon or internisc
has had in his practice this or thar case of undoubted
malignant melanoma in which no peimary lesion was
ever discoverable. It is also true thar metastases of
melznoma upon occasion apparently have traced back
o seemingly quiescent moles. ot oo long ago we
had such a case in which a lesion scarcely more than
a freckle mumed out to be a2 acceprable
melanoma histologically. Anoeher fact to be consid-

M4y Toxe

ered is the rare spontaneous dissolution of primary
malignant melanoms. There is 2 wonderfully well
documented case reported in Camcer by Dr. Wilbur
Summer of Jacksonville, Fla :

Going 2 litile bit farther with this melanoma busi-
ness of the gut, the affinity of melanoma merastasz-
ing 1o the: gastrointestinal tracr seems 1o have been
largely overlooked. But I find without too much
trouble thar Dr. Peter Herbut and a co-author were
rather impressed with it in 1943, They recorded 23
cases of melanoma involving the small incestine and
concluded that all the rumors were metastatic. We
found in our own autopsy material involvement of
the gastrointestinal teact in about a third of the cases,
I was ralking over this case with Dr. Stewarr before
1 came down. He said he would pur melanoma in
second position as the one tumor most likely o
metastasize to the intestine after malignant lympho-
ma There may be some objections to the shsence
of pigment in this lesion, bur insisting on pigment
_in melanoma is just too much. There would never
be a problem with melanoma if the lesions were not
often nonpigmenred. :

CASE 10

Disgmosis—Leiomyosarcomi.

Consribator—Col. € J. Lind, Brooke Army Hospital,
Forr Sam Houston,

Specimen.—lleum,

History.—This white man. sped 27, was admined m the
bosperal with right lower quadrant pain which was diag-
nosed as camied by & muptured appendix. He was wresed
with antibiotics and discharged to requrn in six weeks for
surgery. He retormed in three weeks with continoed dis-
comfort. At operation the appendix was normal. A seg-
ment of ieum was emoved; it contained o moderstely firm,
4.5 cm, circamseribed oval mas. The external surfoce ap-
peared encapsulated. On cut section the tissee varied in
appearance from fatty to fibrows, with areas of softening.
One arca of the mast sppeared to be firmily adherent m,
o arising from, the muscularis.

Swbmzied Disgeoics — LeioMyosarcoma; MyOStioOm;
lciomyome; oeviolibroma; fibrosarcoma: regional ileitis.

Dr. Foore: The history as distribured brings you
down 1 the dme of rescarion, and we can supple-
ment these data with other developments. We find
now thae this patient, over a three year period, had
had three atacks of what was characrerized a5 severe
gastritis. During this interval of several weeks when
he was on anribiotics he gave a three weeks' history
prioe to operarion of passing tarry stools for the firse
time. Thar sort of a history in a patient who has ab-
dominal complaints of one sort or the other is a
warning that a malignant connective rissue tumor
of the stomach or intestine should be considered.
We will have some illustrations of the mechanism
of this in a few minures. The sections distribured are
representative of the findings in the surgical marerial.
Major Sproat, will you give us a follow-up history?
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TUMOR SEMINAR—Foote—continued

Major Harry Sproat, Fort Sam Houston: The sur-
gical specimen was removed in January, 1949 subse-
quent to this the patient followed 2 downhill course,
and an autopsy was performed ar this station in Jano-
ary, 1953. Awopsy showed the usual signs of termi-
nal carcinomatosis. Examination of the organs re-
vealed the intestinal cract, the liver, and the lung o
be filled with tumor nodules. This was particularly
true of the intestinal tract. Some of these were
pedunculared, and those thar were pedunculared ex-
hibited necrotic centers.

Dr. Foote: Thank you, Major. The majority voted
sarcoma, with a slight margin of two. We could
anticipate the problem here was going to be whether
or not the degree of anaplasia in this surgical speci-
men was sufficient for a diagnosis of lelomyosarcoma.
I think that thar would depend much on whether or
not one has had enough personal erouble with such
a lesion to realize that it is capable of munning a ma-,
lignane course. 1 have become skittish about smooth
muscle lesions of stomach and intestine, including
rectum, if they look the least bie different from the
most innocent looking myoma.

We had years ago at the University of Virginia
2 rectal cases, and on the local lesions removed from
the recum we made diagnoses of leiomyoma The
lesion in the first of these cases recurred afver about
two years, and was inoperable when the patient came
back. We got a biopsy of his recurrent tumor look-
ing scarcely any differen: from the ooe thar we had
called 2 leiomyoma. The other rectal patient, after
six months, got an orbital metastasis, and this looked
just like the Iocal lesion we had called a leiomyoma.
This was in 1937 or 1938, and I senc the firse lesions
up w Dr. Fred Stewart at that time  He wrote back
a typical long-winded letter of about two lines, say-
ing he had learned to respect low-grade looking,
smooth muscle amors of the gur, period! So 1 had
a rather early and shrupe indoctrination into the evil
doings of these relarively well differentiated smooth
muscle mmors. We do not hesitate 1o call lesions
of this sort Jow-grade Jeiomyosarcomac

Grossly, especially in the siomach, these leiomyo-
sarcomias are ulcerating, projecting rumors, The ul-
cerations are sometimes multiple. Typically the ul-
ceration is central, oa a hillock, and deeply excavared,
thus accounting for the repemedly observed clinical
phenomenon of sudden massive hemorrhage. In ad-
dition to the bulging ulcerated form, there is the
pedunculated, polypoid form which may lie within
the cavity of the stomach. There also may be the
externally presenting type in which the lesion be-
comes polypoid and projects throagh the serosa. These
external TUMOLS Can Assume €NOrMOUS PrOpOCTioNs,

25 and 30 cm,, and =zt cthat size they are,
commonly broken down and cystic.

Col. C. J. Lind, Fort Sam Houston: Dr. Foote, are
yowr as malignane in disgnosis in uterine leiomyomas
a8 you are in intestine?

Dr. Foote: 1 think not, but 1 have leamned the
spirit of caution in these utetine lesions that are geo-
erally referred 1o as cellular myomas. Goodnes
knows, nobody can standardize the histologic level ar
which 2 diagnostic take-off occurs Nobody cn
standardize it for himself, lex alone other people
Everyone has to go on the basis of what has hap
pened under his own eyes. These things come ino
our consciousness by our making & mistake on them,
and these are valuable experiences if not forgotren.
I have seen 3 uterine tumors that were debaredly
diagnosed here and there as cellular myoma versus
leiomyosarcoma, and each of the 3 patients died =5
a result of disease, All of them died from dissemina-
tion of intraperitoneal disease or inoperable local
recurrence wich urinary obstruction. Each of the 3
women had had 2 supracervical hysterectomy. 1 rather
suspect that if they had had complete hysterectomies
they might have escaped the recurrent wmor. So I
would be a bit more inclined to fear a smooth muscle
tumor of the gur thar showed limited dediffer
entiation.

Dr. Leo Lowbeer, Tulsa, Okla: We had occasion
w0 observe 3 cases of leiomyosarcoma of the ilenm
which showed marked variations in behavior. In 1
case, that of a 50 year old man, a biopsy specimen
was taken from a mesenteric mass which was disg-
nosed by me as a very cellular Jeiomyoma, probably
jeiomyosarcoma.  Slides were seen by many promi-
nent consultants, but only Ewing concurred in the
dingnosis of low-grade leiomyosarcoma; the others
including those from the Mayo Clinic considered ix
a leiomyoma. The parient did nor consent to a com-
plete removal of the umor at thar time. Five years
later he resurned with symptoms of an intraperitoneal
abscess. On operation a large perforated tumor of
theilmwulmm&mdtuﬂud;kpmcdmbta
Jow-grade Jeiomyosarcoma, perforated into the lumen
as well as into the peritoneam. There were no
metastases. ‘The patient died five days after opera-
tion. No autopsy was obtained.

The second case was that of 2 35 year old woman
who gave a history of a transient episode of melena
and of an shdominal lump, noticed only one month
before. Such lump was palpable, and on exploratory.
laparotomy ascites was found, rogether with an enor-
mous nodular liver and countless tumor nodules in
omentum and peritoneum. ‘These were subjected 10
binpsy and tentatively diagnosed as a leiomyosarcoma
of moderare morphelogic malignancy. The patient

Course,

|
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TUMOR SEMINAR—Foofe—continued

Jicd ten days after the operation from an obstructive
ilcus due to fibrinous intestinal adhesions. On au-
wpsy, 3 tremendous liver was found weighing more
than 3,000 Gm. and studded with Jarge merastatic
mmor nodoles; metasrases were found all over the
peritoneumn. The uterus contained aumerous parcly
aldfied leiomyomas, but none of these was consid-
ered grossly malignant, and it was not considered
likely that a peimary uterine sarcoma would metasta-
size to the liver, rather than o che lungs. Further
ﬂplm::'un therefore was done, and a less than cher-
ny-sized tumor was found in the wall of the ileum,
which was uleerated ar the lumen and perforated into
the peritoneum. This proved o be a leiomyosarcoma
of low morphologic malignancy and was considered
the primary twmor. The ulcerarion explained the
previous episode of melena,

The third case is that of a 43 year old woman
who had a history of only five days of abdominal

pain, with a palpable abdominal mass and peritoneal

iritation. On laparotomy large and small tumor
patses were found rthroughout the peritoneum, one.
of which was intimarcly attached to a small intestinal
loop, 21 cm. of which were resecred. The tumoc
masses were twisted and hemorchagic. A smaller,
harder mass was ateached o the weerus. The tumor
presented as a cellular leiomyosarcoma of. the ileum
with spread throughout the peritoneum. The tumor
was cellular, bur mirotic figures were not oo fre-
quent. The mrerine umor was 2 benign subserous
leiomyoma, '

It is striking o note the difforence in the clinical
behavior of this umor despite the similarity in struc-
mre, In the Firse case, there was a large cumoe with
s protracted clinical course over five years, In the
second case the clinical symproms were of only ons
month’s duration, and the discrepancy berween the
very small primary intestinal tumor and the enor-
mous metastatic liver was striking. In the third case,
the clinical symproms were of only five days” dura-
tion, obviously due to twisting and hemorrhagic in-
farction of mumor nodules, yer huge tumor masses
were found on operation. In afl cases, the morpho-
logic structure of the wmor was similar despite the
different biologic behavior.

Dr. Foote: Thank you, Dr, Lowbeer. Your case
in which there were multiple uterine fibroids called
to mind & casé thar 1 saw a good many years ago
from the collection Dr. James Ewing had. He had
pouten the marerial from Dr. Paul Seeiner of Chi-
cago, and the parern of spread in this umor was
extremely peculiar. It had seeded the lungs in =
diffuse way, and I do not believe anybody could have
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wken a photomicrograph of the urerus or the lungs
in that case and sold it as a malignant wmor. It
looked benign, sricely. Well, after all, those cxtra-
ordinary cvents of benign looking yer metastasizing
mmors do come up now and then. Once in u while
& meningioma, for no particular reason, moves, and
we have a few ordinagily nonmetastasizing basal cell
epitheliomas thar ger abour Cerrain histologically
benign looking giant cell umors will disseminate.
The so-called benign metastasizing sruma of the
thyroid is well known, but not entirely in this cate-
gory. We have o be prepared o accepe unusual
performance from time to tme

Dr. Lloyd R. Hershberger, San Angelo: Is there
merit 1o looking for mitotic figures in cellular smooth
muscle tumors? When not present, may they be
considercd benign?

Dr. Foote: [ am always wary abour any question
dealing with miroses. If I said that they were im-
portant, somebody immediately could bring out case
after case of uterine myomas, particularly during
pregnancy, in which there were lots of mitoses and
a strictly benign course, 1f 1 took the other point of -
view, you could bring out exceprions thar would
debunk it. [ would say that in a wmor such as we
have here the mitoric rate might be given considera-
tion. If it were very, very low I would not be ar all
influenced in the diagnosis. If it were very, very
high I would just be surprised. I do not believe that
you can settle important questions as [0 Prognasis
solely by the rule of miwsis in spice of the many

that our valuwed friend, Albert Cascy, wrote
on the subject. One can draw graphs and curyes
with mitoses couns and get a nice correlation, bur
one also can correlate about a dozen other arrributes
and come out with the same thing. I do not dis-
respect mitoses, nor do I Jook upon them as a deiry.

Audience Member: Are you surprised that there
is pot a single melznoma diagnosis from the audience

on rhis case, or do you think there is no similssey—

berween leiomyosarcomas and melanomas?

Dr. Foote: I would not discount melanoma 100
per cent under any condition, because the structural
range of the lesions is too extreme, bur T would not
have given melanoma any real notice here. This thing
just looks like a leiomyosarcoma, although 1 must
sdmit [ could not tell anybody precisely how leiomyo-
sarcomas look. They've got a face and a figure juse
like boys and girls have, 1 cannot really describe a
leiomyosarcoma to suit myself, lee alone anybody else,
but almost everybody thoughe that this was a smooth
muscie lesion, and char is a bewer answer, 1 think,
than [ could promoce.

Audience Member: We happened o have one like
this in the North Texas Society of Pathologists, and



TUMOR SEMINAR—Foote—cantinued

it later murned our that the patient bad had a mela-
noma of the skin.

CASE 11

Disgnosis—Wilms's . tumor.

Comiribotor—Dr. H. J. Schamenberg, Clinical Labora-
tory, San Antonio,

Spreimpi——Tumar mass.

Himarr,—The putient was & whice infant, aged 2 months,
who disd suddenly. At autopsy an ovoid rumor mass mess-
wring 4 by & cm. was found within the abdomen,

Submwitted [Diagmoser—Embryonal remal mmors; hypes-
pephroma; isler cell mumor of pancreas; granulosa cell mmor

of ovary.

Dr. Foote: T wonder if Dr. Schamenberg has avail-
able any supplemental information on the gross
pathology?

Dr. H. J. Schattenberg, San Antonio: When I was
ssked whether there was any connection between
this umor and the kidney, all T could say was that
it Was free and independent of the kidney and lay

. on the upper pole of the kidney, pressing the kidney
in that focality, but free and independent of it It
seems to have been in place of the adrenal gland,
2 no adrenal could be found on that child.

Dr. Foore: Thae clarifies thar this was an exira-
repal mmor. 1 do not know how, in this case, we
are going ro be able to avoid making the diagnosis
that almost everyone has made. 1 was nor really
‘mverwhelmed when T leamed thar this umor was
extrarenal. 1 have seen 1 tumor in a youngster that
was classical of embryonal adenomyosarcoma, and ic
lay above the level of the diaphragm. This was a
gase of Dr. R. J. Shafer of Coming, N. Y. Autopsy
was performed, and both kidneys were free. We
were forced to repard ir as an ecropic Wilms's tumaor.
I had | other autopsy on an adult who had & dis-
tinctly excrarenal Wilms's numos,

I did noe select this case as a problem of histologic
dizgnosis, but did think the face of the mmer's ecoopic
position was interesting. Moreover, in recent years
information of interest dealing with trearment and
prognosis has: acoumulated, and  parhologists always
should be interested in correlating structure with
Course,

In this connection I wrote o Dr Sidney Farher
-of Boston, knowing thar he had seen a grear deal
of eritics] material of this sort at the Children's Hos-
pirzl. and had seen all the cases thar had been re-

poried by Ladd and White and other clinicians from
“the Bosron arer. He sent back the interesting com-
‘mene that he did find one hiswlogic prim:ipi: of im-
postance in prognosis, namely, that in the favorable
~cases he seldom was able to demonstrate striations,
'mﬂ hence the presence of striations to him was

ominous in the Wilms's mumor group. Thar experi-
ence is pot universal. In the Mayo Clinic marerial,
ot of some 40-odd cases, 43 I believe, seriations were
found in 20. This is the Dockerty and others repore
They were unable to find striations a facror in their
survivals ©or 7 in number, There is somerhing about
the Boston material thar is rather prepossessing, As
long apo as 1941, the group there meported on 6
cases. Fighreen patients were still living in 1941, 14
of the 18 were regarded a8 cures and 3 wore though:
to have a hopeful prognosis. Ordinarily the reporred
moreality rate from the disease ranges up o 0 per
e

In the 1941 paper the Boston autheors pointed out
an important point in prognosis, the factor of age
Fifty per cent of the cures were in infants 1 year old
or less. In thar eonnection I asked Dr. Farber if he
thought thar age influence could be explained on size
of the tumor. 1 had reasoned thae these rumors wers
pechaps congenital and thar if they were operated on
when the patient was 1 or 2 years of age they wonld
be smaller, more casily operable, and have less time
in which to become bulky and vield merastases. De.
Farber did not entirely eliminate thae, but he thoughe
that in the favorable results the change in surgical
approach was highly important, probably instru-
mental—the adoption of the mansperitoneal method
of surgical removal. That apparently has been a pol-
icy with the Boston group for a long time, and in
one of the Cabot case discussions just a few years
ago Dr. Landman traced the cure fate by decades
The over-all cure rate, irrespective of time, was 33
per cenr, amazingly high for Wilms's tumors. That
is something that cannot be ignored. From 1914 w0
1930, they had 26 cases and 4 cures; from 1931 w
1939, there were 30 cases with 10 cures; from 1940
o 1947, there were 37 cases with 19 cures. Thae
later marerial coincides with the standardization of
the immediate transperitoneal surgical atrack without
preoperative irradiation. So I think that thar Boston
report 15 something 1o bear in mind when we are
faced with the problem of trearment of Wilms's
mmor. ‘The age factor seems to be important and
spparently the method of surgical approach. There

will be residual debate as to the place of irradiation

as an aid in cure,
CASE 12 :

Diggnotit—=Adrenil coetical earcinoma.

Comtripator—De. L J. Manhoff, Jr
Hospinal, San Antnio.

Specimen —Adrenal corex,

Hirtory—This Latin-American woman, aged 28, had had
symptoms of amenotches, obesity, and marked hirsatism for
four vears. Urinary 17-ketosteroid was 400 mg. in tweniy-
four hours. Perirenal air insufflation exhibited a large left
adrenal mass which at operation messored 10 ¢m. dn diam-
eter and weighed 300 G It was moderately soft and

Robemm B. Green
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globular, and had = ‘smocth capsule. The eut surlace pre-
sweancd 3 homogencons reddish brown sorfsce with scatered
wres of hemorchage.

Submitted Diagnoses~Adrenal eoetical adenoma; adrenal
comical csrcinoms;  pheochcomocytoma;  chromaffinoma;
ﬁ-m;ulhimﬁln.imz_

Dr. Foote: The appearance of this patienr at the
peak of her disease, and the alteration of her facies
and body postoperatively are really impressive. 1
would like o make one point; that is, when some-
body brings you an ovarian slide and you feel a quick
compubsion 1o make a diagnosis of adrenal cortical
carcinoma, do noc take the baic oo fust. It may be
a pheochromacytoma. It is within our rights to ask
for informarion, and in the absence of information
it is possible to confuse such obviously chemically
different wmors as the pheochromocytoma and
adrenal cortical carcinoma. If you ger our a dozen
tumors of those ewo orders and Iook those slides
ovgy one after another, you cannot bur be impressed
with the extremecly broad sructural ranpge within
those groups. If you do not find chromaffin cells in
those tumors, there are many, | believe, with which -
one would stumble

I believe this mmor is malignane, The reason is
thar most people who have lesions of the adrenal
thac ook like this are dead. The facy that there may
be some alive only means that they either were Jucky,
had good treatment, or borch. This type of umor is
commonly fatal when it occurs in young people, 30-
odd out of 70 cases having run a malignant course,
and it is said to be cven more aggressive in older
people. So I would say without hesitation and irre-
spective of follow-up and funire course thar this was
an adrenal cortical carcinoma. The fact that some-
mmgthrjlwuc:lledicmnﬂm;humxluﬂﬂl
the paticne does not mean thar it was not a carci-
noma Otherwise, there would never be a cure of
cancer. The steroid chemists would have a loc of
fun with this case. They had a lot of data.

I suspected that someone would want 1o particu-
lirize upon which cell of adrenal cortex was con-
temed in this woman's trouble. There have been
some efforts, of course, in the past to pin down func-
tionability on ceriain arcas of adrepal cormex, and
whether or not Wilkins' work is still acceprable o
qualified crirics, it is rather interesting. The evidence
seems to make a plausible story of the probabilicy
thar the reticular zone is concerned with the produc-
tion of the androgenic hormanes, bur 1 do not think
the case is proved. This wock would bear our the
statement that Dr. Hollander made on malignane
tumor versus adrenal hyperplasia, differentiating be-
nign and malignant presenmtions. Wilkins, Fleisch-
manm, and Howard had 1 extraordinary patient in
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whom they identified almost all of the adrenal cortex
a5 being made up of cells of the rencularis, m the
apparent @l extinction of the glomerulosa and the
fasciculate layers, and the patient interestingly died
of Addison’s disease.

I would like to show another rather excravaganc
case of this sor. Here is the patient; 1 do not be-
lieve that the clinical phowgraphs require any exren-
sive elaboration. We notice male escutcheon, slightly
proruberane shdomen, a lile chickening of the
thighs and hips, a Licle breast atrophy, and an en-
latged clitoris. 1 believe there is another clinical
phoco thar should be shown with this. The patient
was a Powers model and a person of wonderful
figure and grace, and the alterations are terrific. She
had a primary rumor of the adrenal. She had an ex-
cretion partern which I have noc scen complerely
reported, but she had perfealy enormous quantities
of androgenic hormone. She also had a decreased
sugar tolerance, and was at a diaberic range. The
surgical specimen of adrenal cortical carcinoma looks
much like the description given for the coaference
case. Ar the time of autopsy the rumor was growing
into the inferior vena cava. Afeer the surgical opera-
tion there was a temporary decline in the level of
the parient’s hormone outpur, bur it mpidly rose
again to assume even higher levels, and abour eleven
months after her operation, she died suddenly. An
autopsy was performed, and her death had been due
to the rupture of a liver, metastasis with a massive
hemorrhage. She also had pulmonary merastases, local

recurrence, and tumor s2ill in the inferior vena cava

CASE 13

Disgmanis—Mived mesodermal mmor.

Contributor—De, J, M. Moore, Sanea Roma Hospital,
San Anmnin

Specimen.—LUteru.

History~This patient was & woman, sged 55, with a
greatly enlerped wrerns ‘measnring 18 by 14 by 10 om.
These were muitiple fibroids in the walls woh o large de-
generated] mass in the fundus. Thits was degenerated over
the surface, soft in comsistency, and appeared to be of fary
tisue

Swbmitted Disenorer.—Endometrial stromal samoms; lei-
CIYOSATCNMA, :hlbdup}ml.m:m.l sarcoma,  uadassified;
mixed mesodermal tumoe; carcinoma of corpus; stromal
adenomyosis  (endometriosi ) ;. carcinosasooma; | metastatic
ciranome; mahgnant meoenchymoms,

Dr. Foote: When I first saw these slides, I thoughe
that we would have an opporunity © develop a
more definite diagnosis than I think can be squeered
out of this with certainty. I was hoping we could
um up strucaral qualities thar would justify a diag-
nosis of 0 mesodermal mixed tumor. T see thar four
have been optimistic about that, 1 would like o ask
if anybody s=w any demonstrable epithelium or a
striation in this case, because without something be-
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sides whar we have seen in the slide distribited, 1
do nor believe we can work that ine the picture.
Although my auspices and the guiding light tell me
that this is 4 mesodermal mixed tumor, those author-
ities have been wrong s0 many times [ can’t sros
them: Alse; 1 had no way of sewling whether or not
this 15 an endometrial sarcoma or & lelomypeschrcoma.
I would like to hear some comments [frem the Eloor
on this ‘subject.

D: Leo Lowbeer of Tulss asks, "Have you ab-
served collagen produocing sarcomas of the myometzi-
wm?” I would answer that immediately by saying
that T think the common myoma fn:r:[l,lr:ml}' puts
down a grear deal of collagen, and the same s rrue
of leiomyosarcomas, Dr. Lowbeer states thar he had
a case of a large fibroblastic sarcoma of the urerus,
pm&nb]y tiriginat[ng wichin a li::i{m‘i].'nrna., with an
anasual reaction of neetrophil and eosinophil leu-
kocytes and the formarion of a large pseudo-abscess.
The twmor was 30 cm. in diameter. That must be
clesg 1o a record. I do nor see anything ar vasiance
with possibilities in the report of a case like thar, A
pure fibrosarcoma of the urterus is no doubt a rare
lesion, and [ think ir is wvery difficult to establish
nmepmbi}- rigid diagnostic criteria for the differ-
entiation.

Dr. Wiiliam W. Tribby, Memphis, Tenn.: 1 won-
der if Dr. Moore could give a linle more detailed
informarion concerning this case, especially the large
degenerated mass in the fondus® 1 wonder if thae
might have been attached to the exterior surface of
the fundus or whether it grew into the incerior of
the uterug. This tumor looked like a ['rp:;:sarmm:t o
me, and T wondered if it mighe have arisen from
some adherent far in the fundal pordon of the urerus,
artached to the peritoneum.

DPr I M. Moore, San Antonio: The tumor was in-
sgide"the fundal cavity, anached up near the wp of
the fundus, and it was a very lerge wamor. Besides
this, there were muliiple podular fibroids in rhe
musculamire.

Dr. Foote: Thar would dampen our liposarcomat-
ous andor a bit, wouldn't it? And then it would make
it still difficule to decide berween these and other
possibilicies, I would despair of being able w0 make
a categorical diagnosis in a case of this sorc

CASE 14

[¥agrosis—Theca cell twmar
Confributor—Dr. L. J. Muanhoff, Tr.,
Hospital, San Antonio.

Specimen.—Ovary.

BRobert B. Green

Hiztory—Thiz Latin-American woman, aped 24, was sl

mitted to the hospital because of abdominal pain of fortyr
eight hoart’ duration. Sterile fiuid was aspirated from the

lower pare of the dhdomen was found at operation: o be
an ovaran tumor on oaoshort pedicle. The tumor measuned
16 by 10 by 10 om, was well encapselared, and had a
smmooth surfuce.  On oot soction it exhobited & somewhar
soft, vellowash, homogensoot tistve in which there wese
numeroas areds of hemorekape-and cysic degenesation.

Sudmirted Diapmorer—Thecoma; fibroma; gronuloegn ol
tumon,  Juteoma:  archenoblastoma;  bemangiopericyroma;
fiposarcoma.

D1 Foore: Here we have a ]Llnblcm of selection,
The gross tumos was ciecumscribed and encapsulared,
and microscopic section showed cellular areas. 1 chink
all of the submizced di:l.l_.plust‘:f[ could be anticipaied
becanse of the structusal gradients that overlap one
with another, bur I would not have invested any
meney in liposarcoma -and hemangiopericytoma, and
I would have passed over lightly on arrhenoblastoma,

The thing actually dissolves down to a point of
hiow much theca, how much granulesa, you think chis
tumior has in it, and is it or is it pot luteinized. Well,
what means can be employed o clarify that? Every-
one will ask immediately for a fat staine It was
positive, Tt was taken fmm|:r. nondegencrated area of
the tumor, What docs ;hc fatr mean? I don't know,

v presumably would be dmlh!}r refractile  marerial,

and if chemically analyzed no doubc would come our
h1gn in cholesterol and cholesterol esters. Do owe
mike & disgnosis of rhecp cell rumor on thar basis?
Most people do. Do we eliminate the diagnosis of
theca granulosa? No, you can't. They are almost in-
extricable. Can we peLrtition it 1 terms of de,gt-ee?
Why, anvbody can make his own poess about thar.
Pethaps if you are a Traue-Marcherd fan you would
like o have a reticulin stain on this, inasmuch as
Traue and Marchetti and others since have thought
that reiculin staining was of ose in these cases 1o
detect the amount of theca versus pranulosa element.
They maintain thar theca cells typically are stained
in the Graffian follicle and in mumors alleged o be
of that origin aze neatly wrapped up with very. very
tender little morsels of thin and delicate reticulin—
“Li-n Dr. Al P Stout insists on thae; 1 used o call
thar "reticulum®™ before 1 was berter educared. If we
had that seain, [ think that we probably would see
what is usually predicted for i
The thing that would interest me more would be

whether or not you can tell if the tumor is luteinized,
Large accumulations of farry material sometimes are
considered synonymons with luteinization, but 1 don't
think that is by any mepns necessarily so, becanse you
do nat have any specific chemical rescrion or test on
the marterial irself o establish ir, and accumulation
of far in the cells doss not necessarily mean thar it
is lutein material Unless we had some urinary ex-
cretion studies which showed a pregnandiol ocurpur
thar was elevared; unless we had some evidence of
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jeeinization from the endometrium, I do noc know
bow we could ever say thar any particular mmor is
ar is not Inwinized. Certainly some of the thec
granulosa tumors are capable of luteinization.

There is a well reported luzeoma in Novak's book,
and some years back Twombly described an interest-
ing ¢ase from which we saw the material ar Memorial.
The patient was a young gitl who had an ovarian
wmor which bad theca and granulosa cell elemencs
in it and a loe of cells that were literally stuffed with
fs, She had an increased pregnandiol ourput and
sl a uterine curcrtage which showed a decidual re-
arion. She was a young girl from a very religioust
fumily. Her habits were absolutely impeccable, un-
impeachable, and her hymen was intact, so I suppose
the hormone from her ovarian mmor was giving this

+ decidual reaction, We signed rhis out as a luteinized
* theca-granulosa cell mumor.

Most people think when you have fibromasous
looking tumors of the ovary, well in which
you"get a positive far stain, you have a thecz cell
mmor. Thar is good enough for me. I do not worry
much abour those things. The only thing that wor-
rics me abour those tumors is the fact that in dis-
cussions at various meetings clinicians repearedly refer
1o the face thar these rumoss are not strictly benign
mors as somerimes thought. At a recent conclave
one of the commentors stared thart if these cases are
followed for long periods, up to 25 per cent of these
pumors will recur, and in some instances cause death.

CASE 15

Diagworir—Mucinous adcnoCasClnnmE.

Contribatar—Col. €, ). Lind, Brooke Army Hospiml,
Foet Sam Housoon.

Specimen —Urinary bladder.

History.—TLhis white man st 48 years of ape underwent
in endourethrzl resection of the prosmte for hyperuophy.
Two years later he underwent 3 segmental bladder resec-
tion for umor.

Submitted Diaguoset—Murinous adenocarcinoma; adeno-
carcinoma of urachal origing adenocarcinoma; carcinoma. of
prostate; colloid cascinoma; muocoid carcinoma  (peobably
from eolon ) : muces-producing carcinoms {Cowper's gland ),

Dr. Foote: This case 'was sclected more as a maniy
than as a diagnostic problem. Almost everybody has
made a diagnosis of adenocarcinoma, of one place or
another. 1 think the specific designation of origin
from urachis is plavsible, 1o be sure, bur you cannot
prove this one way or anocher because we do not
have exact =natomic tracing to the urachus. Yet the
bulk of anammic evidence does favor a urschal sire.
The segmentzl resection was made at the central
dome of the bladder, and at autopsy the tumor was
recurrent and involving bladder wall. The man had
bulky intra-abdominal discase, apparently. lying in
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the midline extending from the cr. .
was diffusely involved; there was a licle polypoid
excrescence poking its head through into the lumen
of the bladder. Microscopically the tumor was a
mucoid adenocarcinoma and was positive by muci-
carmine swin. This case, as far as I am concerned,
requires no particular discussion,

Dr. Leo Lowbeer, Tulsa, Okla: Have you ever
seen a primary cancer of the bladder with a structure
like thar in the infiltrating signet ring cell carcinoma
of stomach or rectum? We ohserved a case in which
such a tumor complerely infilerated the entire blad-
der wall and to a lesser extent the sigmoid, rectum,
and all adjoining strucrures including the anterior
muscles of the thigh. The predominanr symproms
were bladder symptoms

Dr. Fooie: Yes, I chink this onc looks juse like
many tumors of the stomach and rectum. I'could not
tell this from any pasuointestinal cancer. Dr. Low-
beer, if you had a primary complex in either stomach
or inresting, | think 1 would pur thar as a first choice
as primary with peculiar sccondary involvement of
the bladder. Lacking thar, I would not be able to
put it on an intestinal basis.

Most of the mucoas cell adenocarcinomas of the
bladder are reputed o be of urachal origin, 10 be
sure. ‘Thar is not an absolute requirement, however.
We have 2 cases that we think probably are primary
in bladder epithelium. Both of these originated in
the bladder base, in the trigonal region. I do not
mean thar thar eliminates urachal origin, but in
neither case could urachal structures be detected, and
also the sbility of the bladder mucosa w undergo
extraoedinary metaplasia has been known for many
years. As a martter of fact, Zuckerkandl wrote about
that a long time ago. Intestinal meraplasia from
time to time occurs. I think almost everybody sces
it once in a great while, and the eapacity for remark-
able metaplasia of transitional epithelium is reflecred
cven as high up as the kidney peivis. Remember, a
few years ago Dr. N. C. Foot reported what he called
pyelitis cystica with intestinal meraplasia; and so
miucous cell cancer does noc have to be of urachal
origin in the bladder |

CAS ErJ" 16

Disgnosin—MNeuroblastoma.

Consribpior—Dr, L J. Manhoff, Jr, Robert B. Green
Huospital, San Antonio.

Specimen~Presacral mass.

Hittary—This whire boy, aged & months, was admined
to the hospital bevause of urinary retention of three duys’
duration. The patient died doring anesthesia for cysimcopy.
At sutopsy there was & retropecitonesl mass artached to the
anterior surface of the sacrum measuring about & by 4 by 3
et The mass invaded the sacrum and the exoadural space.

Submitted Diagworer.—Neuroblastoma; sympathicoblas-
moma (sympathogonioma) ; ceratoma (undiffereatiated, ma-

|
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lignant sacrococeygeal, with papillary  adenocarcinoma) ;
gliohlasroma: pephroblasoma; malipnant tumor.

Dr. Foore: A presacral mass—infant of 6 months
—without looking ac the dide, with that amount of
information, a highly probable diagnosis is neuro-
blasioma because hardly anything else would produce
thar, assuming no bone involvement,  Almost every-
one fuvors 3 malignant tumor of the nervous system.
1 did nor have a dingnostic problem particularly in
mind when this case was selected, realizing thar ic
would be readily recognized; but there were a few
facts abour the disease rype that I think are worthy
of passing comment.

This tumor had nice peendomsettes and 1 say pseu-

 dorosette because in the middle of this structure we

have what looks like a fibrillary matnx. A toe
rosette, according ro the J. Homer Wrighe version,
should nor have anything in the middle, and this
does. There were no neurofibrils found in thar area

# They are said 1o ooccur now and then, but they must

L

be very difficult to demonstrate.

About the only thing in these tumors that is sub-
ject to discussion is terminology. I notice bere that
mst people have selected neuroblastoma, and in 50

“doing 1 think they follow the suggestions that Dr.

A. P. Seour has made in rumors of this sor. He re-
fers o all of these lesions, irrcspective of minor dif-
ferential fearures, as neuroblastoma, whereas other
pathologists would perhaps go back and favor (om
account of the pscudorosettes in here) a diagnosis of
sympathicogonioma, It does not make much differ-
ence from the prognostic viewpoine, or the response
to trearment, although ooce in a while you see some
statement by somebody that the degree of differenti-
ation of these mumors is extremely imporrane. 1 could
not see much importance in it unless it were a benign
tumor. These sympathicogoniomas, sympathicoblas-
tomas, and neurcblastomas are all highly malignant
tumors. We have a few, a very few, thar we char-
acterize a3 panglioneuroblastomas. Not enough of
those are recorded o enable coberent commens.
Briefly, 1 chink it worth while to point out that
the general attirude roward neurcblastoma is one of
near total hopelessness. The record of the disease is
not quite that bad, bur is bad enough, In the recent
Hunterian lecture given by Dr. Ralph Philips are
some interesting data on the discase, He documented
the material that he studied ar Memorial Hospital
and analyzed reports from other sources. He had a
total study group of about B0-odd cases, of which 38
were treated, and he had 2 oumber of loag-term sur-
vivals It Jooks as if there will be a significant num-
ber of complete cures. There are 5 paticnts treared
and slive without evidence of disease after from six

to thirteen years; there is another five year case and
2 more followed three years withour any evidence
of disease. In the eontrol of these patients there has
been a combination of trearmenr methods, of course,
s0 that you cannot accurately evaluate any single one.
Saffice it to say that serpical, irradiation, and other
forms of trearment have been employed, incloding
certain chemnotherapeutic apents.

One of the cases in particular interested me. | saw
sections from it many years ago. There were wide-
spread meeustases, but the case proved to be a dean
example of spontaneous regression. So we cannot
leave newroblastoma without pointing out thar ie is

.not an utterly hopeless disease, and important enough
‘in irselfl would be the face that mose of those tumors

ase nicely radiosensitive. In the widely disseminated
case, important palliation may be secured from the
judicious use of external irradiation therapy, alone or,
combined with certain chemotherapeutic agents.

CASE 17

Dizgpmorir—~Malignant synovioma.

Comtribudor—Dre. A 0. Severance, Baptist Memorial Hed
pital, San Antenio,

Fpacimen—Lung

Histary.—This white woman, aged 26, complained of a
wmaor of the left weist which had been present for eight
years and which had betn excised frequendy with recus.
rences over a petiod of & year and a half. A chess mentgen-
ogram revealed several rounded shadows in the right lung

Sabwmitied Diagworer.— Synovioma, malignant, fibrotsrs
ooma; mycsascoma; malignant neorilemoma;  malignant
Schwannoma; reticulum cell sarcoms; aeurofibioma,

Dr. Foote: We have a docomentation of the case
down to the point of a pneumonectomy. Remember
that this patient had had the mmor for about eight
years befare intervention, so it had marked ieself al-
ready as a sluggish grower. A recurrence occurred
in 1952 and again in 1933, Throughout this period
I believe this umor was variously regarded as a Jow-
grade fibrosareoma or a synovioma, and just how o
make a clean distinction is worth some discussion. [
shoold think that a diagnosis of either low-grade
fibrosarcoma or low-grade synovioma would be
satisfactory in this situation, ac Jeast as far as prace
tical matters are concerned, because mode of atrack
would aot be substantially different irrespective of
diagnosis. The reticulin stain in this case, according
to Dr. A, P, Swout's teachings, was more in line with
2 synovial tumor than a fibrosarcoma because a great
many rumor cells were contiguous and not intersecred
or ensheathed by reticulin fibers, which he points
ouc are characeristically present about the cells of
low-grade fibrosarcoma. That is all well and-good—
When fibrous tissue tumons begin © asume a mone
:mhgnan: aspect, these traditional reticolin stain de-
terminations break down. Acwmally, when you need
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it mast, it does not help 2 grear deal. Perhaps at the
histologic level of this case it is contributory and of
aid, I made a diagnosis of synovioma on this case,
and Major Sproat, after a long search, found these
areas that seem to represent at least a pseadoepithelial
growth. None of these structeres could be found in
any of the material from the Jocal lesion. And so it
seems correce o refer o this as a low-grde
SpnOvIoma. |

There was a large vore in favor of the malignant
synovioma, and fibrosarcoma was in second position.
If those positions had been reversed, I would not have
been starded. When the synovial tumors do noc re-
veil their namre by forming epithelial-like areas, they
are exrremely difficult o diagnose with certainty.
I suppose all of our diagnoses of low-grade synovioma
and fibrosarcoma are subject 1o some error, no matter
who makes the diagnoses Here are other lantern
slides of a case thar we had some years ago—one of
these low-grade, rather orderly looking synovial ru-
mors—with the reticulin stain more indicative of the
structural traits of synovial cells than the fibrocytic

serics. There is no problem in the diagnosis of
' synovioma when you have the necessary strucrural
features such as classical epithelial looking synovioma,
partly spindle but pandy growing almosc like carci-
N

The one point worth mentioning in discussing
synoviomas is that those tumors that grow princi-
pally as spindle cell and rather orderly looking ones
are uniformly of slow evolution and spt o mun a
long period of years before metastasis or fatal termi-
nation. They are highly prone to local recurrence,
bur in some cases you can have a long inrerval be-
tween recurrences. The danper point in these syno-
viomas s in the third and fourth year. We have a
lot of recurrences and meezstates thar take place abous
thar stage when it looks like the case is going 10 run
& clean course.

Dr. A. O. Scverance, San Antonio: I can give the
followup if you wish. This patient was operated
o in Januwary of this year and the right lung was
removed. The lung was filled with numerous nodules
and some of them were metastatic nodules such as
you saw and which we felt were malignant synovioma
ot synovial sarcoma. There were other nodules, equal-
ly numercus, of varying size, with caseous centers
which were granulomas of one form or anocher, but
we thought maybe they could be considerad healed
uiberculoma or healed wberculosis. This padient had
this operation because she was pregnant. She wanted
to live long enough to see the child born, and there
wis some possibility that she might live a litle
longer if the pocumonecromy was done. At the time

MAY, 1955

of the operation, in the lefr lung there was a nodule,
presumably metastasic, bur after the right lung was
removed there was the question of whether that
nodule was granuloma or metastatic tumor,

Time has gone on. The baby is now 6 months old,
the woman is still alive, but not doing too well
Fluid accumulated in the left lung, and ar the present
time there are 2 nodules in the left lung which were
no: present at the time of pncumonectomy. The
nodule that was present at prnesmonectomy has not
increased In size, but these 2 other nodules have
appeared and are growing and are presumably mera-
static. The patient does her own housework, takes
care of her own baby, and aside from the pain and
discomfore, the necessity for removing the fluid from
that left lung, she is gerting along moderately well.
She has 1o have Demerol for relief of pain, and her
doctor thinks she is slowly on the downhill course.

CASE 18

Disgmorys —Embrymnal rhabslomyosarcoma.

Comeribator.—Col. T J. Farinacei, Fourth Army Aces
Medical Laboramey, Forr Sam Houston,

Specimen~—Mass from thigl.

History—This whire girl, nged 11 months, was admitted
1o the hospieal with the history of three moaths” develop-
ment of a tumor of the left thigh withoot other sym ptoms.
At operation a speamen mésioriog 12 by 3 om. was re-
moved. There was a filmy capule beacath which the mumor
wis firm, white. and homogeneous, but it could be broken
apart ensily. Roentgen-ray examination revealed no sign of
bone involvement

Submitred  Dispeores. — Lipossrcoma;  messnchymoma;
miscellansous sarcoma; smbryonal samooms (sarcoma boory-
oides}: synovioma; hemangioendothelioma; oesroblistoma;
ncurocpithelioma.

Dr. Foote: 1 am stanled with liposarcoma. That
is a vanishingly rare mmor in infancy. Scarcely a
good straight-forward case can be made out of lipo-
sarcoma at thar age. The youngest patient that 1
have ever seen reporred was aged 3 years. Thar case
was a phony. The oaly reason it ever got re
as a liposarcoma was thar somebody talked Dr. James
Ewing into calling it thar, and he later relented on
thar diagnosis. The case got published, though. I
would be exceedingly afraid of liposircoma and
would want a really typical one before suggesting
that diagnosis in an exwemely young person.

I thought about mesenchymoma. They are petting
popalar alchough until a few years ago we never saw
thar diagnosis. Since Dr. A. P. Stout popularized it
it has caughe on like old rime scarler fever and every-
body has a heap of mesenchymomss. It Jooks like
this tumor is getting more abundant than Dr. Seout
had plinned. His 8 cases of mesenchymoma he re-
ported and considered malignant just a few years ago.

1 was much pleased 1o see five diagnoses of em-
bryoaal rhabdomyosarcoma. People around New York
are relling us that we are making 100 many diagnoses

s —
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of embryonal rhabdomyosarcoma. They don't know
what they are ralking about. We do not make enoagh
of them, I'm afraid. We miss thae diagnosis some-
times when we ought to make it, actually, but it is
gong to be hard co sell in this case, I admir. |
theught neuroblastoma might gee a little bic heavier
treatment than it did, but only one person mentioned
thar. 1 potice that 2 good many wenr for various
forms of sarcoma, inciuding Schwannian, and botry-
nides, and so forth. The botryoid T would not join
because if we do not confine that diagaosis to areas
such as the base of che bladder, the cervix, and the
prostate, in very young people, we have no syndrome
of sarcoma botryoides, and by expansion we lose the
identity of the disease.

Major Harry Sproatr, Fort Sam Houston: This case
lad the onser of symptoms with the enlargement of
the thigh in Ocrober, 1952, It first came to medical
accention in January, 1953, ar which ome a biopsy
was doge. In February the child was subjected 10
exploratory surgery and a large tumor mass removed
from the Icfr thigh, specimen of which was dis-
tributed as part of the material to the acending pa-
thologists. Afeer the surgical removal, irradiation was
given, but the child progressed sreadily downhill and
died in Ociober, 1933, exactly one year following the
onser of symproms. At autopsy there was a latge
retroperitoneal umor mass which exrended from un-
der Poupart’s ligament on the affected side and in-
volved all the organs, including the bladder, ovary,
the gastrointestinal tract, pancreas, kidney, and ad-
renal. The kidney on the lefr side, which was the
affccted side, revealed che picrure which you see on
the Jefr.

Dr. Foote: Our far main was positive. That, of
course, would suppore the liposarcoma dingnosis, but
on the other hand, far stining for the diagnosis of
liposarcoma. is largely a spare and a delusion. When
you need a far stain to aid in the diagnosis of lipo-
sarcoma, it is wsually negacive. If it is positive, you
don't need it. 1 think thar chis positive far stain is
a result of degenerative processes within the cell
You can ger far in almost any tumor that is noc in
good shape. In the aumopsy material the cells revealed
& distincely acidophilic crend in the cyroplasm and

what | would rake o be the efforr at forming small
scrap cells Very unconvincing, o be sure, bue I would
atrach some significance to the rather marked acid-
ophilia, because thar would be rather unexpected in
such rumors as a neuroblastoma. To make 2 long
story shomer, 1 could not find any steiations in this
umor no matrer how hard T oried, but 1 ralked with
someone yesterday who says thar he saw them. Is he
here today?

Col. C J. Farinacci, Fort Sam Houston:
them.

Dy, Foose: Can we count on that now? You are
the chief support for our diagnosis

Col. H. A. Van Auken, Madigan Army Hospital,
Tacoma, Wash.: I saw them also.

Dr Foote: Thank you, Colonel, you are senr from
the angels above.

Dr. John B. Frerichs, San Francisco: 1 found stria-
tions in this also with the phase microscope. 1 could
not satisfly myself that they were really there with
ordinary light, but with phase microscopy they seemed
right in chamcter and spacing to be pretty good
striations.

Dr. Fooee: W:EL a stroke for modemn methods of
microscopy! 1 am glad you mentionsd that. It em-
phasizes the difficulty of geing provable evidence
in support of a diagnosis of this discase. One reason
around New York they say we are making too many
diagnoses of embryonal rhabdomyosarcoma is thar
our critics cannot find these striations We ofren
cannor either, but we make the diagnosis anyway,
snd if you put the material together and analyze it
from the dinical viewpoint and the pathologic, it
makes a Fairly characreristic disease partern. T think
that it ought to be a standardized diagnosis and thae
it is a3 peedicrably a disease entity as was prediced
in 1910 by J. Homer Wright for neuroblascoma.
Think how many years it took before neuroblastoma
dizgnoses were uniformly made. Time moves slowly
in these issues.

We are approaching our declazed rime limit, and
I want to refer for further discussion of this type of
rhabdomyosarcoma o the Cemcer amicle wrinen by
Stobbe and Dargeon about Sepcember, 1950, which
gives a lucid account of the discase. (Applause.)

I saw

Memorial Hoypieal

Reseorch on Insecticide Poisonings

The mechanism of action of anricholinesterase insecti-
tides und the therapy of poboning resulting from excessive
expoanre v being investigared by the Louisiana Stase Uni-
versity Schocl of Medicine’s Deparrment of Pathology. The
'l.l-d.upl'ﬂd use of Paratheon and TEPP {I:tra:l.‘l\}i pyrophos-
phare) in agriculrare, industry, and the home is causing an
intressed number of sccidental exposures. Information on

sech cuses, both dinical chservartions and acoply srodics on
fatal cuses, is needed for research. The department is pre-
pared to give recommendations as to treatment for surviving
panients and abo will send, at its own expense, investigstive
teams to any part of the South. Collect telephone calls o
report cases and request informanion will be scoepred wt
any rime, day or night, by Dr. Stanley Durlacher, New Or-
leans, Franklin 4141.

TEXAS Stote Jouwrnal of Mediewns



