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TUMOR SEMINAR
LANDSTUHL ARMY MEDICAL CENTER
Brenst — Chronic cystic disease SCLEfofing  NvENORS
Breast — Fibroadenomz , ATYPICAL
Breast - Carcinoma =~ MEHULLELY \

Lung, bronchus - Carcinomy, Grade I, with metostises to reglonal
1ymph noces (so-called bronchizl adenoma) S ALCANOD

Lung, bronchus - Epidermoid earcinoma, undifferentiated wWo SRS

Salivary glund, parotid - Ganglioneurcblistoma

Bone, Tibia - Giant cell tumor f

wesmofiene b paomh

Bone, humerus - Fibrosercema, low grade, non-metastagizing type.

Bone - Chondromyxoid fibrome

Thyroid - adcnoma (so-culled embryonal)

Thyroid - Papilisry adenccarcinoma wa MDY

Testis - Teratoczrcinoma W
pewant gy Tk ot 0 WY it

Testis - Tubular adenema arising from the rete testis

Skin, leg - Malignint melinomz

Skin - Malignent melanoms (ore-pubertal)

Soft tissue, thigh - Liposaorcoms

Soft tissue, arm - Hemongiopericytoma

Soft tissue, supraclavicular aren - Extra-cbdominal desmoid tumor



CASE 1 53-5167

The patient is a 23 year -old white femule who claimed to iuve had lumpy breasts
‘ever since puberty which were slightly tonder during menses but were not other-
‘wice remurkable, wingle dominant nodules mewsuring < X 2 cm, &nd 3 X 4 Cm. wWere
‘felt in both breust on routine exemination in the washington University Clinic,
‘They vere located in the upper inner quadrant on the rigat and the upper outer
‘quadrant on the left and were described as being Iirm, non-tender, and frcely
movable. The patient wug acmitted to Bamesz Hospital in October, 1953, and
excisional biopsy of these lesions was carried out.

The sectione exuminea showed rather florid chronic cystic disease with
considerable distortion provoked by the prominent fibrous iiscue prollferaticn.
The individual glands show very uniform cells and although mitotic tigures can
occasionally be found, they sre normal. There is no evidence of necrosis and
under the low power lobulation 1o rsather well made out. In a l'ew zones there
is a suggestion of fibroadenoma with intercanalicular proliferation, We have
found thls assoclation not too uncommeon, We believe that thie is a ruther good
example of chronic cystic diseasc with focal areacs suggesting sclerosing adenosis
(Urban). We might emphasize that sclercoing adenosis e a focal process is &

rather uncommon lesion. It occurs oi'ten in women around the ege of 30 and

grossly and microscopically it is quite easily misgtsken for cancer at frozen

¢ section. The apparent lack of encapsulation with glande steaming out into

tissue may result in an incorrect diagnoeis ol carcinoma. Patholozists must

be always on thelr guard for tuls local manifestation of chronic cystic disease.
In patients with chronic cystic disease we sovocate biopsy or excision of

suspicious nouunles with frozen section., If the lesion proveg to be benign, no

further therapy is given. We realize thatl cancer is apsociated in & higher

frequency with chronic cystic disease in women below the age of tne menopause

than in women without chironic cystic disease. lowever, if a patient with chronic

¢ystic disease develops carcinoma, it is impossible to predict which breast is

going to be invoived. Furthermore, &s Hicken lias pointed out, removal of breast

parenchyma for simpie mastectomy is usually not 4 complete procedure. If you



g —

CASE 1 - Page 2 ;

were going to be logical you would have to do a very thorough bilateral simple
mastectomy. In rare iustances when cystlc diseape is cxtonsive vhore numerous
excisions have been done and when the vatleni, beeauge of puln, complains bitter-
ly, simple mastectomy .s dore as a last rcport. AL Sarnes Hospital we gec

certeinly no more than one o two guch epacimens during the year,

Microscopic disgnosis: bBreast — Chronic cystic cdlseaie.

References: Foote, F. W., and Stewart, I, W.: CQ“P&TLtl?E Gtudiee of Cuncerous
vs. Non-cancerous Breasts. 4Apa, Swiz. L. :6-79; 1545,

Hicken, N, F.: Meztectomy: A Clinical. Puthologic Sindy Demonatrating
why Host Mastectomies lzsili In Incomoiele Semoval of ths Mamary
Glﬂlhﬁ; ﬁl‘ch. EU.L E- .t_'l-g_lﬁ"-_‘i;’ 1}.‘.].(}-

Urban, J. A., snao acair, F. E.: Sclerosiug adeuosis. Cancer <3
625-634, 1949. 7



(CASE 2 C-25243

| This patdent, a 27 sear old female, had arvested tuberculisls, However, she had
‘8 mass over the 5#& MomEs Al :;u severel masged in the lerft preast, The latder
kad been present fov nlie tontlhis to & year withoul novicable cisnges in size.
Both masses were vemcvec by loetl exeivion,

This is a cellular fibroasdenoma with numerous small glands which are
well supported by rather cellular connective tissue. In a few areas there ig
intracanalicular growth, Ve use to believe that this lesion bore no relation to
chronic cyatic digeage, However, we feel ag Frantz, thut it is part of the same
process.

Fibroadenomas are invariably benign neoplasms and are usuially unilateral
but at times bilatersl. They occur in relatively young females. They may be
difficult to interpret when they have undergone almost complete mucold degeneration,
The epithelial elements praciically naever bscome malipnanl. We have seen one
example of an adenocarcinoma arigiag from a fibroadenoma (Austin). On the other
hand, it is not too rare for sarcomitous chunges to tike pluce in the stroma
(cystosercoms phyllodesg) (Treves). In this malignant variantlymph node metastases
‘are rare., This lesion loecally recurs, often invades the chest wall and may
distanily metastasize. It should be pointed out that in women in this age there
is a breast cencer which hag the clinleal and some of the gross aspecis of 'a

Iibroadenona which is designated es & nedullary carcinomd,

Meresnepic disguosist Breast - Fibroadenoms

Hefar fustin, W. E., and Fidler, d. ®.: Carcinoms Developing in Fibro-

acenomt of the Breaet, 4m, J, Clin, Path. 23:628-690, 1653,
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Framtz, V. K., Pichiren, J. W.y #elcher;, G, W., sod duchincloss; Holrs
Incidence of Chronic Cyvetic Digeage in So-called “"[Normal Breasth
Gancer J4:T62-783, 1951

Moore, 0. S.; Jr., &nd Foote, F. M., Jr.: The helatively Favorable
Frognocis of Medullary Carvcinoms of the Breagt, OCanczer 2:635-G42,
1849,

Treves, N., and Sunderiand, D. A.: Cystosarcoma Phyllodes of the
Brosst. Cancer 4:1236-1322, 1951, (Extensive Libliography).



CAEE 2 5-24970

This 29 year old femsle first noted a lump in her breast in May, 1953. 'he
lesion was followed Ty her doctor whe agpirated it several times, incised and
packed the lesion and finally Liopsied it.

This is a highly malignunt tumor with great variation in size and shape
of cells., It has a tendency toward encazpsulation. Because ol the great vari-
ation in size and shape of cells I fcel that lymphosarcoma can be ruled out.
Undifferentiated carcinoma wag considered and, of course, this would be the
commonest lesion but examination of the section shows areas in which there are
spindle like zones and giant cells with atypical mitotic figures. This may
glmply represent undifferentiated carcinome with these focal areas suggesting
sarcoma. Multiple sections demonstrate how undifferentiated the necplasm is
but there are not enough changes to designate this as carcinosarcomza snd I be-
lieve that this should be designated as undifferentiated cercinoma. It is
certain that this is & highly malignant tumor and it doez nol full into the
category of the medullary carcinuwa. Certeinly radical mastectomy should be
done and one might expect thal thers would be involvement of the regional lymph

nodes and that the prognosis, bucause of the type of tumor, would be poor.

Microscopic diagnosis: Breast - Carcinoma
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E 4 S,P. 53-7042

The patient, a 45 year old female, had hud a chronic, nonproductive cough tar 15
years which had become worse in the past 5 years with additional swmptows of
fdyspnea and weight loss of 25 pounds. She had had a recent gjpigcds ol hanoplysis.
Two weeks prior to admission she was x-rayed and bronchoscopad by 4 family
physician and & diagnosis of tumcr of tie Llelt lung was mede. Lcdltionsl work-up
&t Barnes Hospital included cyiologic siudies of socuium, brorchoszcopy and bronch-
a1l biopsy, all of which were esscntially negative with the erception ci the
bronchoscopy which showed & white mess in the lef't main stem bromchilal ostium.

This tumor is & distinctive one and has been culled by numerous names of
which the mopt familiar is brornchizal adenoma. We prefer to designate this as a
carcinoma, grade I (so-called bronchial adenoma). Microscopically thic particular

lesion shows considerable variation in the microscopic pattern. There are large

areas in which the cells have the charascteristics ol oncocytes with prominent

acidophilic cytoplasm and well differentiuted nuclsi (Stout). In these zreas

there are practically no mitotic figures and tbere is abundant vascularization.
In some zones there hag been considerable production of comnective tissue and in
pther areas there is considerable plecmorphism. The advancing edge of this tumor
showg a fairly well defined connective tissue capsule and this is common for this
type of tumor.

We saw this lesion on frozen sectlon and interpreted it us & bronchial
adenoma. However, at the time of frozen section we felt there was considerable
pleomorphism and suspected metastases were present. We were correct in this
supposition for there were metastases to the reglonal lymph nodes. I think we
were certainly rather fortunate in this interpretation for usually it is im-
possible to say which bronchiul adenoma will metastasize., The incidence of
metastasis of this twnor ot Barnes Hospital is low. No more than 10 per cent
have regional lymph node metastases and it is a rare case that has distant
netastaces.

Because of these figures and because of the follow-up of other cases

(Overholt) we feel that,ii the location of the tumor permits, lobectomy rather
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than pneumotiectomy is indicated. In lobectomy the contiguous lymph nodes can be
removed and if they are involved, frequently they sre the only ones implicated.

In certain circumstances pneumonectomy has to be done. %This occurs when the tumor
has caused secondary changes in the lung because of bronchial blockage or is so
located in the bronchus that vneumonectomy is forced. These tumors in almost

gll instances demonstrate o large extrz bronchial extension so that interbronechial
removal iz impossible.

Microscopic diagnosis: Lung, bronchus - Carcinoma, grade I, with metugtases to
regional lymph nodes (so-callecd broachial adenomz).

Heferences: Overholt, K., H., and oSchmidt, I. C.: vurvival in Primary Carcinoma
of the Lung. New. Eng. J. Meds 240:491-497, 1949.

Stout, A. F.: Cellular Origin of Bronchial sdenoma. Arch. Path,
35:803-807, 1953.



CASE 5 S-27240

The patient, a 30 year old male, experienced hemoptysis for a period of 3 months,
with slight cough. Ta®iz:e ana weight loea, X-ray revesled a progressively
enlarging tumor macs of tha 1siF Lower lebe. A left prowonectomy wis performed.
The tumor arose from th: gumerior or tpical eegment of the leit iower lobe
bronchus. It measured 9 cm. in diamoter. Lympo nodes wnd pleurd were involved.

This iz an undifferentisted sguamous carcinoma of the lung occurring in
8 relatively young individual, This apparently has exiended to involve the
pleure and lymph nodes, These findings indicate a very ominous oputlook.

There is no doubt that carcinoma of the lung is a curable disease. There
is probably some relation between duration of symptoms and stage of the disease.
This hes been borne out by the survey figures of Overholt. In his peripheral
lung lezions picked up by survey in those patients in which prompt exploration
was done the incidénce of involwved lymuh nodes was low, GCerteinly there are
gome cases in which the direase moves at such a rapid rete that no treatment is
worthwhile. This certainly applies to all of the small ecell or cat cell tumors.
The well circumscribed adenoccarcinoma (Aufees) and well differentiated epider-
moid carcineomas can be cured., At Barnes Hospltal we can say that in the group
of patients with carcinoma of the lung in which resection is done for cure one
out of four patients is cured. Purthermore, you can state that if a2 patient
lives 2.5 years after operation without evidence of disease that with the rarest
of exceptions that patient will be cured. However, these cured patients make
up no more than 5 to 8 per cent of all patients with esrcinome of the lung re-
ferred to our Thoracic Surgery Clinic. Ve rarely see patients this young with
carcinoma of the lung but we have seen a girl, age 21, with & curcinoma of the
hung.,

Microscopic diagnosig: Lung, bronchus - Epidermoid carcinema, undifferentiated.

Eeferences: Owverholt, K. H., @nd Woods, ¥. HM.: Terly Diagnosis and Treuatment
of Cancer of tne Lnmg. New. Eng. J. Med. 245:555-559, 1951.

Aufses, A. H.: Primary Carcinoma of the Lung. & 14 Year Survey.
J. Mt., Sinai Hosp. 20:212-228, 1953,



CASE 6 C-260z2

This is a lesion biopeied from the parotid region of a three year old boy of
German parentage. Two previcus biopsies had been performed in Germen hospitals
in the previous six months. hReview of the slldes from these biopsies revezls a
plcture similar to that in the pregent one. To date no entirely zatisfactory
diagnogis has been esiabliphed,

This tumor demonstrutes collections of cells with well defined, even
staining nuclei, supported by fibrous tissue and rather loose material., It has
& somewnat cobwebby pettern. This lesion has no well defined boundary and in
my sectlon there is no salivary gland tisocus. This is & malignant tumor. Lympho-
garcoma was considered but discarded because of the absence of broad sheets of
cells of uniform appearance. This certainiy is a malignant rather thun a benign
neoplasm because of the infiltrotive nature of the tumor. To me this is rather
characteristic of a malignant tumnor of the sympathetie nervous system. It lies
midway in its differentiation between ganglioneuroma and neuroblustoma. We have
seen thie lesion in thig lucallion ou few other occaslons. The exuct name given
is variable but ganglioneuroblastoma is an acceptable ones. This lesion hag a
variable life histsi‘;:. Many of the patients dle rather guickly of disceminated
disease, or spontancous regression can teke place and upon occasion irradiation
can gterilize the process,

We heve had an ingtance of this type of neoplasm aurising in the mediastinum.
Half of it was removed, no further treatment wis given and the rest of the lesion
completely dicappesred (Ackerwon & Tayior). We have also szer enather case in
which the immiture elements disappeared and only grnglion eclls remcined. This
suggested either that the irrudiation thernpy esterilized the immsbure clements
or that maturation cccurrad.

We would recommend that an x-ray of the chest be tuken to be sure that
there are no other leclons and that fnis patient receive thoiouph irvraéintion
therapy to the region of the tumor. We would feel rathier hopefnl wbout the out-

come.,
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Microscopic diagnosis: Salivary gland, parotid - Ganglioneurcblastoma.

Reference: Ackerman, L. V., and Taylor, F. H.,: HNeurpgenous Tumors Within the
Thorax. Cancer 4:669-691, 1951,



CASE 7  S.P. 53-7403

ﬁha patient, 2 31 year old white mnle, for 4 months prior te admission had noted
progressively developing pain and limitation of motion in right knee. There was
fnﬂ history of trauma. Two x-rays were taken prior to edmission, one of which is
sald to show a growth in the region of the right knee, On admission to Barnes
logpital examination of the right lower extremity revealed a 4 cm, smooth, tender
‘swelling at the junction of the head of the right fibula and tibia. X-ray of the
‘right knee revealed an arcz of bony destruction with break through of the cortex
‘and marked thinning and expansion of the lutsral cortical margin of the proximal
‘right tibia with expension o' the epiphysis.

The roentgenogram of this cazse demonstrated a lesion involving the epiphysis
and adjoining metaphysis. There was a definite defect in the corticul bone. In
‘the evaluation of any bone tumor, the clinical information is importunt and the
‘pethologist and the radiologist must wsk themselves several questions which will
be helpful in making a definitive diagnosis., In this instance the age of the
patient, the bone involved, and the aite within the bone all suggested that this
was & glant cell tumor. Microscopically there ara two components present,
stromal cells and giwnt cells. The nuclei of the giant cells are similar to the
nuclel of the stromal cells. Jaffe hag emphasized the great importance of ab-
normal changes in stromel cells as evidence of malignant change. We heve also

geen mitotic activity in the giant cells when there wus mitotic activity in the

. stromal cells, In this particular case multiple scctions demonstrated infrequent

mitotie figures, well differentisted stromal cells intermingled with numerous
glant cells. At the time of operation it was seen that this tumor had perforated
the cortex and was growing in the soft tissue. This brought up a very difficult
problem from the gtandpoint of therapy. Of course, if this lesion had arisen in
| 2 bone in which resection wos possible without loss of function (guch as in the
fibula) then this would have been the treatment of choice. I feel that most
anthorities would be againzt amputation in this cuse for, zlthough curative, it
would be too radieal, I am certaln that radictheraplsts such as Buschke would
feel that this was an ideal case for primary irradiction therapy. There is not

mich doubt that this would result in cure in z high percentage of cases with
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these findings, On the other hand, mott orthopedic surgeons would be against
this and in this patieni thorough curetiment of the lesion was done with replace-
ment by bone chips, In Lthe wsunl giant cell tomors withoutn perioration of the
cortex such treatment is offen curative, It seeuws certain that curetiment does
not remove all of the tumor yet the pationt remains curec. Certedinly in this
case all the lesion wes not removed. IS iz impossible for me to predict whether
local recurrence will appear. If it does appear, then I think amputation is in-
dicated. We know of instances of giant cell tumors that have even extended
across the joint spaces and have been cured successfully (Windeyer). We even
know of an instance in which a giant cell tumcr metustasized to the lung and
which hasg recurred on two oceasions, local resection of the lung lesion was done
and the patient still remains well after a seven year period. In another in-
stance a giant cell tumor became malignunt, the malignant changes took place in
the stroma, and the neopl&sm became & fibrogarcoma.

The criteria for the recognition of giznt cell tumors have been emphasized
by Jaffe , It ig certain that many lesions in the pust hove besen incorrect-
ly diegnosed. The reasen for this error is usually the presence of piant cells
in some other lesion of bone. In a review of our cases of gisnt cell tumors we
have found errors mades in non-osteogenic ribroma, osteogenic sarcoms, osteoid

osteoma, osteitis fibrosis cystica in hyperthyroidism and several other lesions.

Microscopic diasgnogig: Bone, tibia - Giant cell tumer.

References: Jaffee, H, L,, Lichtenstein, L

., and Portis, k. B,: Giant Cell
Tumors of Bone. +rch. Path. 30

993-1031, 1940.

Windeyer, B, W., and Woodyatt, P. B.: Osteoclastoma: A& Study of
38 Cases. J. Bone & Joint Surg. 31-B:252-267, 1949.



8 B5.P. 53-6527 and 53-6649 ;
A 33 year old white female had pain and swelling in right arm in the region of the
Geltoid muscle of 9 years duration. Within the last 3 yoars increaped ewelling
‘&nd pain was noted. Three weeks before admission ghe recelved som@' shots in this
‘reglon without relief. X-ray filme tiken at this time were said {0 reveal a bone
fumor. oShe was aamitted to the hospital in Hevember, 1953, and'on the second
‘hospital day & biopsy of the right humerus vias verformed under locpl anesthesia.
This unusual tumor of bone demonsirated by x-ray an osteolytic process
‘that destroyed the entire head of the humerus and extended to involve the metaphy-
#eal zone. An incisional biopsy wes dope, Thig demonstrated well differentiated
fibrous tissue. The individual cells were well diffarantiaﬁeq! mitotic figures
‘were rare and the intercellular substance was abupdant. There was no evidence of
necrosis,
It was reasoned that this patient had a long history and that if the
biopsy was representative of the worst area, _then this must be & neoplasm which
- would be reluctant to metastasize und conservative surgical treatment could be
- considered. This was carried out and the head of the humerus was resected., On
" cut section the head of the humerus and the bone was replaced by very firm

pinkish-gray tissue, HMicroscopically all sections showed the same process.

Material was curetted from the remaining bone at the time of the resection. This

showed & small focus of perglstent tumor, Conservative resection of malignant

bone tumors iﬁ.rarély justified. Venservative prﬂﬂadureé such as has been re-

ported in chondrosarcomas often letd to loeal recurrence and death of the patient.

Coley has reported = series of cases in which conservative surgery was done. He
hed a case which somewhat resembled this one which occurred in the ulna, However,
~in that instance the lesion mpparently began in the periosteum and finally re-
curred to invdlva thie medullury cunal, This purtlculnur one is a unique one in
our ﬂXpﬂrieﬁce.

Microscopic diagnosis: Bone, humerus - Fibrosircoms, low grade, non-metastasizing
k- type.
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References:

Coley, B. L., and Higinbotham, N. L.: Conservative Surgery in Tumors
of Bone, With Specisl Reference to Segmental Hesectinn. Ann. Surg.
127:231-242, 1948,

Coley, B. L.: Atypical Toras oi Sonz Barcoma. Bull. Hosp. Joint
Bis. 120148173, 1951,

O'Neal, L. W., and fckermen, L. V.: Chondrosarcoma of Bone. Cancer
2:551-577, 1952,



CASE 9 ©5-25338

This 23 year old male had noted pain in the lef't heel for three or four months.
X-rays revealed a rediolucent cysiic ared ocoupying most of the os calcis. The
bone was curetted,

This lesion demonstroted collections of giznt cells and a chondroid
matrix which varies in its degree of cellularity. Individuzl cells have rather
uniform nuclei and there are arez:z of old hemorrhage and hemosiderin pigment and -
collections of giunt celis, We ecan rule out malignant tumors such agz Ewing's
tumor, osteosarcoms ond chondrosarcoma and need consider only the primary benign
neoplasm that can occur in this area. This lesion shows & mixture of elemenis
which would rule out enchondroma which is made up purely of cartilaginoug cells.
It does not have the intermingling of strom2 and giant cells which we see in the
classical giant cell tumors. The differential diagnosis lies between chondro-
blastoma and chondromyxoid fibroma. 1In chundrﬁhlustomu there are embryonic
chondroblasts and focal zones of necrosis. In this case there is a great decl
greater admixture of cells and, therefore, has a pattern compatible with chondro-
myxoid fibroma.

This is a perfectly benign lesion and curettment should be curative. It

was often incorrectly dizgnosed in the past as chondrosurcoma.

Microscopic disgnosis: Bone - Chondromyxoid fibromsa,

References: Aegerter, E. E.: Giant Cell Tumor of Bone: A Critical Survey.
Ami J, Path. 23:1R083-297, 1947.

Hatcher, C. H., and Canpb-ll, J. C.: Benign Chondroblastomn of Bone:
Its Histologic Variatiors ond & Heport of Late Saccome ia the Site
of One, Bull. Hoep. Joint Dis. 12:411-430, 1951.

Jaﬁfe  H. L., and Lichtenstein, L.: Chondromvxoid Fibroma of Bone:
A Digtinctive Benign Tumor Likely to be Mistuken Espeeizlly for
Chondrosarcoma, Arch. Path, 45:541-551, 1948,



. CASE 10 S-26485

The patient, a 31 year old female, haa noted a lump in the neck for ten months.
The tumor measured 4 cm. in meximum diameter. Totul lobectomy weg performed.

I believe thut this is a true neoplasm from the thyroid gland. From the
gection sent to me, it must be classified ag benign. The tumor is highly cellular
and made up of rather uniform cells. At times there are very smull follicles
present in which there is 2 small amount of colloid. There is & good capsule
present and there is no evidence of infiltrative growth into this capsule nor is
'~ there any evidence in this cection of true tumor thrombi. We feel that given a
| patient with & well delimited nodule within the thyroid who does not have =igns
of toxicity, that this nodule must be removed. The possibility that this nodule
is cancer is as high a posaibility as one out of four. Naturally the caszes that
are in this group will be a sclected group when they come to the surgeon. They
are selected not only by the patients but by the clinicions. Clinicians zre now
well aware of the danger of cancer lu a patient such ag the one under cdiscussion.

The nodule, of course, is usually one of three things, either the patient
has a non—toxic nodular thyroid, on adenoma, or cancer. GClinically and at the
time of exploratory thoracotomy if the nodule remains confined to the thyroid it
ieé impossible to make a definitive dingnosis. Therefore, as in this cuse, hemi-
thyroidectomy or excisicon with 2 margin of normal thyroid is the proper procedure.
In a tumor of this nature we feel thut 1t is imperative that multiple sections be
made, particularly of the capsule (at least six sections), in order to prove or
disprove capsular infiltrative growth andfor true tumor thrombi. Multiple sections
ghowed no evidence of invasion of the capsule or vein invasion, We prove the
presence of tumor thrombi by the use of special stains which demonetrate smooth
mugcle and elastic tissue in the wall of the vessel. We do not care particularly
for the name embryonal or fetal as applied to an adenoms and would like to desig-

nate it as an adenoma. It is true there are special types of adenomes like the
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oxyphilic or Hurthle cell adenoma. There is also papillary cyst:denoma but as
Meissner has demonstrated this tumor is almost invariably cancer. I do not feel
that any further treutment is indicated in this case and that fhe prognosis is

excellent.

Microscopic diagnosis: Thyroid - Adenom: (so-culled embryonal).
References: Ackerman, L. V.: OSurgical Pathology, Chapter 8, pp 227, C. V. Mosby
Co., St. Louis, 1953.

Meigsner, W. A., and Lshey, F. H.: Cancer of the Thyroid in a
Thyroid Clinic. J. Clin. Endocrino}. 8:749-861, 1948.



CASE 11 S.P. 53-5172

The petient is a 7% yeur old white femule. Nodular thyroid enlurgement wos rnoted
at age 5. BMK reportedly ran around 422, ©She had one course of potassium iciine
therapy one year pricr to admission with some improvement in her general conditvion.
She was admitted to the hospit:il in September, 1953, Examination revealed o
nodular thyroid more prominent on the left. Two firm lymph nodes were left in

the left anterior cervical chain. X-rays: Deviation of trachea to right op-
posite sixth and seventh cervicul vertebra. Generulized osteoporosis. Metastatic
series (post-op) negative. Lsb. Datn: Protein bound I, = 6.3 micrograms §.
Radioactive I, uptake 16.4 #. (Urinury excretion RAI, = 85%) BMR - 18%.

The sections demonstrate o carcinoma of the thyroid in which there cre
areas of papillary ond elveolar pattern. This tumor had also involved the regional
lymph nodes. In this case & total thyroidectomy except for = nubbin of superior
pole on the right wus done. The neck dissection was radiczl on the left ana a
modified radical on the right: There were 15 out of 109 nodes involved on the
left and 1 out of Z noces involved on the right. The tumor was present in both
lobes of the thyroid. The attending physiciuﬁ did not consider cancer of the
thyroid and even told the moiher thit under no circumstonces wus an operation
necessary. It has been dewonstroted by many that carcinomus of the thyreid com-
monly oceur in young individuals and that papillary carcinoma particujurly occurs
in the young group. In children hyperthyroidism is infrequent end, of course,
carcinoma of the thyroid practically never occurs in association with hyper-
thyroidism unless it is a coincidental finding. Everyone is aware that in an
adult in a nodular non-toxic thyroid there is a 10 to 15 per cent chance that
cencer may alsc be present. Of course, it is realized that this is a select group
selected not only by the patiente but by the referring physicians. It has also
been demonstrated by many that given & single deminant lump in the thyroid in a
patient without evidence of toxicity the chance of that lump being cancer is as
high as 25 per cent. It is obviocus that such lumps wust be removed. We recom-

mend that the lump be excised with an area of normal thyroid as the firet pro-

cedure providing there are no invelved lymgh nodes to be blopsied., After this is



I CASE 11 - Page 2
done we have formulated & plan for the treatment of papillary carcinoma vhich e
| as follows.

The treatment of the common papillary carcinoma should have special con-
gideration because of 1ts individual behivier natiern, Guestions arising in the

treatment of this cancer ars eodified ty the fact thet popillary cancer often has

an extremely long evo'uvtion rspardless of the type of treatment. We know of
several patients who heve lived with their disesse for over twenty years. There-
fore, statements as to tlie effectiveness of certain surgical and radiotherapeutic
‘methods of treatment appear to have only relative value., If & patient with papil-
lary carcinoma has clinically involved lymph nodes, the neck dissectlon appears

indicated and often the sternocleidomastoid muscle can be spared (Eckert). Both

- MacDonald and Frantz have demonctyated that papillary carcinoma of the thyroid may
Have multiple foci. In fact, in forty-threc cases ricorded by Frantz in which
total thyroidectomy was dong, one-taird of the patients had evidence of involve-
ment of both sides and in the mejurity of thesc cases contralateral involvement
was not suspected. If at the fime of operniion 3 nodule or lobe is excised and
frozen section demonstrates pariliar: circinema, then Lolal thyroidectomy is in-
dicated. We are in favor of oxcinlon of the mass rather than incisional blopsy,
for Traate elreedy hrg lvo dngiaices of lmplantation f£ollowing inclsional biopsy.
It is t~ve “bav brposevatiyooiclism is a rigk, bui tids risk is minimal if a
girgsna, expert in thyrald surgery, do=s the tctal thyicidcztcmy. . We zre not
convincaed of the value of proplyleacuic lymnh neds d'ssnction berause we know of
no figaTes vaich indicate an appreciuble nercertige of invelved nodes in patients
wlith spperartly uegative eliniecal [Lindings. Muothar reagen for not deing pro-
plyluctic upda digaection is the reictively nigh percentage of contraiateral

gpravd (Maclaoneld).
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In this particulsr cuse ile pegnosis for peliation is exeslient, the
prognosis for cure is poor. How long this putient will live ig not xnowm. How
ever, it would not be unusual for this paticit to survive as long as 20 yszars of

life.

Microscopic disgnosis: Thyroid - Papillary adenpcarcinoma.
References: Cole, W. H., Slaughter, D. P., and Majerukis, J. D.: Carcinoma of
the Thyroid Gland. Surg., Gynee. & OUbsh. J39:349-256, 1949.

Dailey, M, E,, and Lindsay, 8.: Thyruvid Hegplasms in Youth.
J. Pediat. 36:460-465, 1950.

Eckert, C., and Byars, L. T.: The Surgery of Papillary Carcinoma of
the Thyroid Gland, Amn. Surg, 136:43-82, 195z,

Frantz, V. K.: Personal communieation, 1953,
MacDonald, I., and Kotin, P.: Surgical Hanagement of Papillary

Carcinoma of the Thyroid Gland, The Case for Total Thyroidectomy.
Ann. Surg, 137:156-164, 1953.



OASE 12  S-26433
. The history reveals a three months period of swelling of the left testis ind & 2
. year old. Orchiectomy with subgeuueni rodical node aissection was performed.
Metastatic tumor was present in nouss at the hilum of the kidney.

This is & malignunt tumor oI the testls and it showe various types of
. tissue with embryonic spithelium and mesenchymal Clgsue. Zones with malignant
| glands are observed and there are solid masses of malignant epithelisl cells. In
some zones there is a suggestion of choriccsrcinomutous elemenis. Hecrosis is

present, We believe that this lesion should be dlagnosed a5 & teratocarcinoma.

: Patients with this type of tumor have an extremely poor cutlock. About the only

. chance of cure is the hope that removal of the testis removes all of the neoplasm,
;'If this tumor has metastasized to distant I1ymph node areas which are the iliac
L:ﬁndfur para-cortic zones, then there is little hope of eradication of disesse in
these nodes. In the first pluce irradiztion th;rapy practically never causes
gterilization, and as Leadbetter has demonstrated; surgical extirpation alsc in-
~ variably meets with failure.
Thig pstient had a radical node dissection which is a logical procedure.
Unfortunately, the lymplt nodes were found to be involved and this mukes the proz-

nosis extremely poor, il not hopeless. The only hope of success would be if only

the first echelon of nodes were involved,

Microscopic diegnosis: Testls - Terstocarcinoma.

“References: Dixon, F. J., and doore, R. A.: Tumors of the Mzle Sex Organs,
) Atlas of Tumor Pitlology, Fascicle 32, Armed Forces Institute of
Pathology, Washington, D. C., 1953.

Leadbetter, W, F.: Treatment of' Tegtis Tumors Based on Their
Putiiclogicel Behavior. J. A. M. A. 15):275-2B0, 1953,
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fie patient is 22 years old. The higtory ravesls o six months period of ew-iling
left scrotum. A phdics ! orcileciomy wildhinohs flacootion was perioneed,
esion measured 4.5 cm. in dimacter ang did not grosgly invade testicular
thyma. i
This is an extremely unucual tumor apparently erising in the region of
e rete testis. Accoruing to the gross descriztion it dic not involve the
ticular parenchyma. dicroscopically there is nething abont testicular parenchy-
8. In the region of the rete there is proliferation of the cells of tie rete

these proliferuting cells to me are similar to those of the tumor. The tumor

_ pre are areas of solid masses. This tumor, I feel, ig & admomz of the rete
:I___.d_nes not have any microscopic evidence of malignant change. UHasson-Iricarome
tain was not helpful. -

Sertoli cells are estrogenic and the Leydig cells =re androgenic. Tumor
ging from both of these elements huve been reported 1n the testis and homologous
tumors have been reported in the ovary, Feminizing tumors arising from Sertoli
15115 have been reported in dogs (Scully). This patient sppurently had no hormonal

glierations. There are tvo other tumors which shonld be mentiocned in the differ-

f@asces of cells without tubule Tormation, often with a amall amount of pigment and

e~

8t times Reinelte's cryetals (best demenstrnted by Misson-Trichrome tecimique) can
the observed. The ciher lesicn is the tumcs probubly erising :':*-J::I merothielium
reported under various umemes such us edenomatoid -tumor or sven lwviphang.oma. This
‘tumor has cells similar to those of mesothelium and has & reticulabed appearance

-mperficially resembling & lymphangloma.

_ ﬂ' croscopic dizspgnosis: Testis - Tubular zdenoma zriciug from the rete tegtis.



Dixon, F. J., =nd Mcore, R. A.: -Tumors of the izle Sex Orglr s,
Atlas of Tumor Pzthology, Fascicle 32, Armed Forcee Institutbe of
Pathology, Washington, D. C., 1973.

Fajers, C. M.: Mesothcliomas of the Genital Trect: A Report of
Five New Cages and 2 Survey ot the Literature. acta Path, ot
Microbiol. Scund, 2G:1-23, 1949. '

Scully, K. E,, and "La:-::_rf-fin,- e Lot Canine Testicular Tumors, with
special Heference to Thelr ilictogenesis, Comparative Morphology
and Endocrinology. Cancer 5:592-605, 195,

Teilum, G,: Arrienoblastoma - Androblastoma; Homologous Ovarian
and Testicular Tumors; Including tie So-called "Luteomas" and
"Adrenal Tumors" of Ovary and Interstitial Cell Tumors of Testis.
aActa Path, et Microbiol. Scand. Z3:252-265, 1946,

Teilum, G.: Estrogsn-producing Sertoli Cg¢ll Tumors (androblaetoma
Tubulare Lipoides) of the Human Testis and Ovary. HKomologous
Ovarian and Testicuier Tumors, III, J. Clin. Endocrinol, 9:
301-308, 1949. =

. Willis, K. A,: Pathology of Tumours. Butterworth & Co., London,
1948, p. 5749,
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i Iie,o
- This 48 year old fm-l"" gave & fop:kévteny of "gaiewl o tnel aoettrior rnls wideh
have been increaiini in size. ‘A dlook erliz.ooa wos Ve el s

Thiz timor is & paligeant Selapolin #rici siows evidinss ¢f rro-cxrishing
Sunctional activlity. Tt wipvisasiy aveso frar e pre-axisting hvovidenal aowig ang

*

thip Bequence occurs in &% leped 63 pe? 2erd of inrfances. We have seumoon

inatance in which a maligiens wnichoume apramunily fore @iirary ‘Rthin the darmig,
This tumor showa locsening ol eells, pdgaiarst ;uniel, orodipent auelroid ond @n
occasional mitotic figure. It is relutively speniicial.

The problem arises ac to whether wny further ftreaieent 1s indicated and
by that we mean prophylactic lymph node dissection. Tt is true that the lymph
nodes in the axlll~ry and cervieal areas can be cleanly dissected. Ir the in-
guinal arez this is much more diificuli, If the patient has a2 malipgnant melanoma
gnd the draining lymph nodes are enlarged, they are almost éertain to contain
metastatic neoplasm, We have seen a few cures under these circumstances in patients
with involved nodes in the exillary 2nd cervical zreus but we hove not yet geen
& patient with clinically involved inguinal nedes that has becen cured. Next
gquestion arises as to what ls the value of so—cz2lled proghviictie lyvmph node dis-
section. We feel that it shouid ve done in the hopes of finding occult metastases.
. We are rather convinced that it should be done for lesions in vhich the predicted
' drainage is to the axilluiry or cervical area. We are not so cortuin of the in-
guinal zone. OStaley coliected ocur figures from the Ellis Fischel State Cancer
Hospital. He reviewcd thir Ty-uuvan prophylactic lymph node disuectiﬂna; in
thirteen neck dissections ncae af the putients presunted metastases; in fifteen
inguinal dissections only four patients had metaetases; und in nine axillary dis-
gections only one patient showed metastoses. Only two of the patients with

| metastases remeined well. In patients with clinically involved inguinzl, axillary
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or Bupr_'nclaﬂcu]ﬂz: node involvement we are not in favor of hemipelvectomy or
interscapular thorscic amputation. If these lorge operations ure done to obtain
Iymph nodes not usually obtained in the conventicnal Lymph node dissection and
these nedes are found net to contein concer, the operdiion has obvicusly been too
radical, On the other hund, il' these nodes are found to be implicatea, then it
‘would ‘be unreasonable to supposs, pariicalsrly in a4 tumor as malignant as a
melanoma, that there are no other involved ncoaes beyond the point of dissection.
Meyer in a recent article also adheres to this viewpoint, In this particulsr
patient if an inguinzl diesection is done and the nodes are found to bLe negative,
this putient would have about a 40 per cent chance of being cured. If an inguninal
dissection is done and the nodes arc found to be invoived, then the potient's

. chance of cure is just about at zero.
_3‘Hium§co3g.'|.u disgnosig: Skln, leg - Milignont melanoms.

Referenceg: Ackcrmen, L, V.: Malignont delunomn of the Skin. Clinical and
Pathologic Antlysis of 75 Cases. Am. J. Clin. Path. 18:602-624,
1948.

Meyer, H. W,, and Gumport, 8. L.: Malignent Melenome, Approisal
of the Dicedse and Analysis of 105 Cases. ann. Surg. 138:643-660,
1953,

Pack, G, T,, Hcharnugel, I., und Morfit, M.: Principle of ixcision
anc - Disgeetion i u:u*‘!tlntllbj for Primary ond Melastitic Melanoms 0;
Blein,  Surgery 171849-566, 1945.



CASE 15  §.P, 54-10

The patient is o E:r% vear old white femnle who 15 months prior to admission devel-
oped & small nodule on the lef't tmbtlock. This wds subscousatly removed by cauvery
on three separate occasions ana Hud been ¥—rayed twice but Hsd recurved edeh fime.
No biopsy was taken before sdmission to Children's Hospltal on January 2, 1954.

An excisional biopsy of the lesion wag cuarried out.,

Thi_s story 1s &n uﬁusﬁ&l one for e nsoplasm dn 8 child. We feel, of course
that, the trestment given was unorthodox and not to be recommended. When this
potient wag first seen either the lesion should have been bilopsied or ghould havs
been primarily cxcised with on adequate murgin of normal tissue. Microscopically
this demenetrates small nocules ol tumor situated in the dermis. Tumer cells 4:11*-:-3
arranged in 2 gomewhat nevoid srrangement in emaldl clumps. Individual nuelel ars
prominent with prominent nucleoli, and mitotic fisures, both normul a«nd sbnormal,
garz present. A small omount of pisment is scen which does not tuke the stain for
iron. I feel that we must assume this iz either & bendign nevue or a malignant
melanoma., The clinical courge of this lesion with ite multiple recurrences, the
presence of multiple nedules and finally the microscopic pattern with mitotie
fipures, both normal snd abnormal, elinches the disgrosis of malipnan® melanoms.

The clinical courgse of a malignont melanoma in a chilld is much different
from that in an agult. HMicroscopically this may be & sg-called juvenile mulignant
melanoma. Execigion is all that is indichted and cure invariably resulitz. On
rare gecdsions malignant melepoma in 2 child ey metagtozize and on still rars
ulcﬂaaiona the lesion may disseminate snd cause the deatin of the pstient. Ire-
guently the clinical courss is birarre, ¥or exemple, Webster reported sn eight
year old girl with a4 lecion of the lsj-ft ghoulder and dnvolvement of the cervieal
Lymph node. GChe wnderwent excision of this node snd it was without evidence of
recurrence 12 years loter. Woolner hag four cascs din children that caused the
death of the child. I roiviewsd these =sctions and I would be unaple 'to predict

that these tumors were different from others I have sesn in children, Williums
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roscopic disgnosis: Skin — Malignant melunows (pre~pubertal).

m. sa: Bpltz, S.: Melsnomus of Childhood. Am. J. Puth. 24:591-609, 1

Truux, K. F., and Pugo, H. G.: Preépubertel Malignant Melanoms, |
Ann. Sﬁl:ﬂa m:&ii"m‘p 1953. . : !
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Webgter, J. P., Stevenson, T. W., and Stout, A. F.: Symposiun on T

' Reperative Surgery; the Surgical Trestment of Malignant elanouwss £
of the Skin. Surg. Clin. No. Amer. 24:319-339, 1944. g

| ' Villiams, H. F.: Melanoma with Fatal Hetastases in 5-Year-01d
R Girl. Report of a Case. Cancer 7:163-167, 1934. i
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CASE 16 5-26776

This 45 year old white male first noted the tumor one month prior to hospitaliz-

ation. At surgery the tumor was shelled out and was thought clinicully to be =
neurofibrome, It measured 4 cm. in dlometep. 'Re—exclglcon

regidaal and recurrent tumol.

There is little doubt thzt this

*

one month leter revhalad

is a sarcomu. It siows grewt variationg

in size and shape of the cells and there are numerous tumor glant cells abserved.

Tumor gient cella are more common in liposarcom:, leiomyosarcoma ana rhabdomyo-

garcoma, There are also algnet ring celis present which I presume indicate ‘the

presence of fot in the cytepli:sm.

Location of the tumor aud its microsgcople putter; is compatible with

Iiposarcons, These bumors arigse aa primary selipnant s8I0

nating in & lipoma which I excsedingly Taac (Wadight),

Ui G LS

coatig rether then origl-

The leslon was wpparently

excised without preliminary biopsy nnc 1 x,u. 1 of these lesions appeared grossly |

to be encupsulated. The surgeon, therclors, operated through tumor and apperently

gontaminated the field further with neoplasa. Re-sxeislon

| a8 to be expected, We feel thut iv is Luperative in these leglons to do prelim-

showed persistent tumor,

‘inary biopsy, preferably incisional, rather than needle biopsy, or frozen section.

However, both needle tiopsy and frozen section moy be alzgnestic and evidence
] Py £

enough for definitive therupy. With preliminory incirional blopsy thie correct

dingnosis cin be made zand tuen the purgical pgrocedure

lanned should be sdequate

agcording to the clinieal findings, If thig ip done, locil pecurrence will only

pccur vhen the anatomical location of the

fumor iz such that

adequste excision 18 '

impossible (close to the vertebral colum, deep in the outtcek). In & recent re-

view of our cases the inciaence of loezl recurrence betreen uwtients with pre-

- liminary blopey snd toe primar; treatmen

weg gtriking.



We would like to emphosize also that enucleation of the lipusa:mmﬁ in

preiiminary biopsy under those circumstances well planned local excision might be

sible.

:?“.-n--ic diapnosis: BSoft tiesue, thigh - Liposarcoms

Lighernman, Z., ond Ackerman, L. V.: Principles in Msnagement of
Cages. surgery {ln preae) .

Stout, A, P.: lLiposarcoma, the Molignunt Tumor of Lipoblasts.
Am. Surg. 119:86-107, 1944. '

Section II, Pascicle 5, armed Forces Instituie ﬂf Palhology,
Hauhlnytun, L. G,y 1953,

Wright, C. J. E,: Liposarcoia Arising in & Simple Lipoma,
J. Path, & Bact. 60:463=-437, 1948.

e S e B e B S s oI
CLINICAL EVALUATION OF PRELIMINARY BIGRSY -
_ Wumber of Cuzes Lﬂﬂa% Henurfence
Total ) 39 23 (59.9%)
- Without Biopey 21 Z1 (78.8%)
With Biopsy 12 2 (16.6%)

he upper thigh might moke disarticulation or even hemipelvectomy mandatory. With

Soft Tigsue Larcomug, A Lliuic 1 hnﬂ Pathologic Heview of One Hundred

Stout, A, P.: Tumors of the Soft [issuece, atlas of Tumor Pathology
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ASE 17 B8-26/423

History is that of a tender mass deep in the volar aspect of the right wrist with
gymptoms of ulnar nerve pressure in u 24 year old female. At surgery the mass
shelled put dnd appeared well encapgulated. It appecred to have poume relationship
to a tendon. ;

This ig a tumor in which under the low power slit-like espaces can be seen,
Individual cells ore relatively wiform but large vesicular nuclel and mitotic
figures are few and far between. Under high power there is o suggestion that there
are numerous collupsed vascular spucss. Thia can not be determined with certainty
by this stain, In some zones the cells have & tendency to become elongated. This
is an obviously malignant tumor and a differential dizgnosis lies between hemangic-
pericytoma and eynovial sarcoma,

Thieg tumeor lies in the region where symovial sarcomas nave been reported,
The gross findiogs zve compatible with the dimgnosip, Wicrscopically the findings
Are against symovial sarcoma. It is true there ore slit-like épaces but there is
no evidence of a sarcomutous stroma and the psendo-glondular srens so commonly
" geen are absent., It is also unusual not to find evidence of mitotic dctivity and
Ithe Schiff stain is negative, I tm in favor of tae uiugnosis of hemangiopericytoma,
B unique tumor well described by Stout arislug from Zlmmerman's pericyie, o modificd
smooth musele cell, here are empty vascular channels lined by endothelial ceils
"and there is apparent proliferation of cells which would be outside of the reticulin
' frame work of the vessel, Reticulin stain confirms 1':'113'.5._'1;:191-5.-35 ion. Thars ere dlso

| some large vascular sprices. We have seen one of thiese bamere Appsar an the rsgion

e

i

‘of the lmee which wag inadeguotely ftrected but this potient bas remalined well, It
tip poeelible that some of the potients with apperently cured gimoviel savcoma wers

Bin reality hemangiopericybtomn. The melipnancy of hemenplicopericytoms is Jox Gt 1%
18 difficult if not impossibie Lo determing which one is poing to netastigize. The

3t}_iine intérval betwsen local recurrence and/or distunt melasiases way ba igng. In



this particular case it would seem indicated to do aa amputation beczuse residual

5

-iﬁnar mast be present.

diagnosis: Sof't tiseue, amm =~ Ham.'l.ugiupefic:rtamﬂ.

Bennett, G. &.: Halignant Neoplasms Orlginating in Synovial Tissues

Feferences:
i (Simovionata), J. Bone & Joint Surg, =9:259-291, 1947,

Rangeasen, C. D., ond Stout, A Fot Synoviael barcoms, Ann, Surg.
1201 800342, 1554, -

Stout, 4. P.: Tiozero of the SBoft Tissues., atlzs cof Tumor Pathclegy,
Fagcicle 5, ataed Zcrcees Ingtitute of Paihology, Washidngtow, 0. C.,

1953.

Stout, A. P.: Hemangiopericytoma, Cencer 2:1027-10%4, 1959,
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CASE'18 C-25157 ‘ , :

-

This 25 yaar old white female notsd a muss immediately nbove the clavicle three
weeks prior to purgery. It wup not puinful, Local exeision was periormed, Ne-
‘excigion by block dissection reveuled u emall reaidunl uyea. The sternomistoid
was not involved, The anterlor secilene probibly sius,

Multiple gections demonstrate rather cellular fibrous tiscue r_alman‘t_s with
considerable intercellulsr colligan. The nucled are uniform and only rare normal
-ﬁitﬂtic figures are seen. In some zones there is considerable vascularity. I '
feel that this lesion should ba designoted as an extra asbdominal desmoid. Loenl
‘-Exnﬁ.a'lnn should be curative und the most they might have with inadequate exeision
would be local recurrence. We have seen o number of these lesions locatzd in

‘many areas such as the popliteal space, chest, ete, Most importont practical point
is thut th-ese lesions should huve preliminary biopsy. Dtherwise they m;.r be treat-
ed too radically. It is permiesiblie at times to be conservative cbout the removel
and thus 2 limb may be saved.

opic disgnesis: Soft tissue, supraclaviculir urea - Extra-nbdomind] cdesmoid
tumor,

Reference: Musgrove, J. E., and McDenuld, J. R.:  Extro-sbdominel Desmoid Tumors,
i Arch, Path. 45:013-540, 1948, .



