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N1lME: J • D. 

AGE: 60's SEX: Female RACE : Caucasian 

CONTRIBUTOR : Donald L. Alcott, M.D. 
Santa Clara County Hospital 
San Jose, California 

nsSUE FROt-1: Esophagus 

CLINICAL ABSTRACT; 

DECEMBER 1974 - CASE NO. 1 

ACCESSION NO. 8149 

OUTSIDE NO. A-54.-340 

This .. Jane Doe" in her sixties was autopsied by order of the coroner 
for unknown reasons. 

GROSS PATHOLOGY: 

There t-1as present in the esophagus a polypoid, flaccid, cylindrical 
lesion which originated in the middle third and measured 16 em. in length 
and for the most part 4 em. in diameter. The base of the lesion at its 
point of attachment measured 6-7 em. in diameter. The distal several ems. 
projected into t:he stomach and showed superficial ulcerations. 
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NAME: J. S. 

AGE: 47 SEX: Male RACE: Caucasian 

CONTRIBUTOR: Margarete Rose~ M.D. 
LAC-USC Medical Center 
Los Angeles, California 

'llSSUE FROM; Esophagus 

CLINICAL ABSTRACT: 

DECEMBER 1974 - CASE NO. 2 

ACCESSION NO. 11196 

OUTSIDE NO. 60-1L~578 

History: Five weeks prior to admission the patient developed dysphagia 
and sharp substernal pain when swallowing solid foods. The pain had increased 
in severity and had always been associated with swallowing solids. The pain 
did not radiate, never lasted more than several minutes, and was not associa~ 
ted with dysphagia. He was partially relieved by belching. The patient had 
been forced to take a1 soft diet and liquid in the last, week and had lost ten 
pounds since the onset of the symptoms. There had been no vomiting or hema
temesis. Besides a fe\'11 chills and fever associated with the present episode, 
the patient has been in perfect health up to this time. 

Physical Examination: On physical examination, the patient appeared 
healthy., There were no lymphadenopathy, no venous distention in the neck, 
and no significant findings in the thorax or abdomen. At esophagoscopy, 
multiple 0.5 to 1.0 em. in diameter polyps of the esophagus were seen at the, 
25 to 35 em. level. Esophagogram on October 19, 1960, showed barium flowing 
freely through ~he esophagus demonstrating a 10 to 12 em. in length fungating 
mass in the middle third of the esophagus. No apparent obstruction to the 
barium flow was seen proximal to this area., 

SURGERY: 

On November 2, 1960, bronchoscopy under anesthesia revealed no tumor in 
the trachea or bronchi. A thoracic esophagectomy with esophagogastrostomy 
was done. Several small nodes along the gastric vessels were found. One 
1i1as found to have malignant cells. There 1-1as no gross evidence of extension 
of the tumor downward on the esophagus or into the stomach. 'I'he liver 
contained no evidence of metastasis. The esophagus had an intraluminal mass 
which did not extend through the walls and was not fixed to the vena cava, 
the aorta,, the tracheobronchial tree or the surrounding mediastinal structures. 

GROSS PATHOLOGY: 

The specimen consisted of a segment of esophagus and adjacent portion 
of stomach measuring 10.8 em. in length and varying in circumference from 
3.5 to 6.5 em. Arising from the esophageal mucosa near the proximal surgical 
margin were four papillary masses and a sessile polypoid mass, dark brown to 
black, partially necrotic. The underlying mucosa was partially ulcerated. 
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Page 2 DECEMBER 1974 - CASE NO, 2 

ACCESSION NO. 11196 

The most proximal mass measured 1.5 em. in diameter in the base~ 2 em. in 
greatest elevation and 2 em. in greatest diameter. This was located very 
near the resected margin. The next mass was 2 em. from the margin, measured 
3 em. in the base, had a maximum elevation of 6.5 em. and was 5 em. in great
est diameter. Three more masses measured as follows: 1 em. at the base 
by 4 em. in greatest diameter; 1.2 em. at the base, 2.4 em. in diameter; the 
last one was sessile~ 3,2 em. from the margin, 3.2 em. in diameter and 0.8 
em. in elevation. 

FOLLOW-UP: 

The patient died on April 20, "1961 of carcinomatosis. 
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NAME: C. P. 

AGE: 44 SEX: Male RACE: Caucasian 

CONTRIBUTOR: 

TISSUE FRCM: 

LAC-USC Medical Center 
Los Angeles,, California 

Stomach 

CLINICAL ABSTRACT: 

DECEMBER 1974 - CASE NO. 3 

ACCESSION NO. 20464 

OUTSIDE NO. 73-20130 

This 44 year old Caucasian male presented in September 1973 with a 
2 months' history of epigastric pain relieved by meals. He admitted to 
occasional black stools and one epidsode of vomiting darl~: bro1i7n material. 
An 80% gastric resection. with a Billroth II reconstruction for treatment 
of ulcer disease had been performed in 1951, after which the patient had 
remained symptom free for 10 years. In 1968, radiographs at another hospital 
revC::aled recurrent ulcers. A CBC revealed a hypochromic microcytic anemia. 
He was treated at that time with antacids, iron and vitamins. 

In December 1973, the patient was readmitted after ~1o episodes of 
hematemesis. Physical examination revealed epigastric tenderness1 and stool 
specimens ~·1ere positive for occult blood. Endoscopy revealed a gastric ulcer. 
A biopsy demonstrated benign g,astric mucosa with acute inflammation. His 
Hct was 42% and his serum gastrin was 358 picograms/ml (Normal up to 300). 
Gastric analysis revealed no free acid. The total serum protein was1 6. 9 
grams and the serum albumin was 3.7 grams. 

SURGERY: (December 17, 1973) 

At surgery, there was a 1 em. shallow ulcer of the stomach, approximately 
2 em. proximal to the stoma. The head of the pancreas and the gallbladder 
were identified and appeared normal. A gastric re-resection with a Billroth 
I anastomosis as well as a truncal vagotomy v1as performed. 

GROSS PATHOLOGY: 

The specimen consisted of a section of tissue which measured 7.5 x 6.5 
x 1.5 em. The mucosal surface was unremarkable and contained no ulcers. 
The serosa w-t~hnoxmal. However, on sectioning through the stomach there were 
innumerable cystic spaces above the muscular layer-::-measuring up to 0.3 em. 
in diameter, containing clear watery fluid. Fragments of nerve were also 
received. 

• 
FOLLOW-UP: 

As of July 1974, the patient' continued to complain of epigastric pain 
and diarrhea. An upper G. I. series in April 1974 revealed no net~ ulcers. 



NAME: S. E. M. 

AGE:: 70 SEX: Male RACE: Caucasian 

CONTRIBUTOR: Lillian Rowan, M.D. 
St. Joseph Medical Center 
Burbank, California 

TISSUE FROM: Stomach 

CLINICAL ABSTRACT: 

DECEMBER 1974 - CASE NO. 4 

ACCESSION NO. 20894 

OUTSIDE NO. 6296-74 

This 70 year old Caucasian male presented with a two year history of 
duodenal ulcer disease. An upper G. I. series revealed a markedly deformed 
gastric antrum and gastric outlet but no obstruction. An upper G. I.. series1 
two years earlier had revealed deformity of the gastric antrum and atrophic 
mucosa. The physical examination and a CBC were normal. 

SURGERY: (August 21, 1974) 

An antrectomy with a Billroth II anastamosis and a vagotomy were performed. 
The surgeon reported that the antral portion of the stomach was somewhat 
thickened. but no gross, tumor was evident. The duodenum, pancreas, small and 
large intestines, and the mesenteric areas were normal. The liver and spleen 
were not enlarged. 

GROSS PAn10LOGY: 

The epecimen consisted of the distal portion of the stomach which measured 
15 em. along the greater curvature and 11 em. along the lesser curvature ... The 
serosal surface was smooth and glistening. The mucosal surface was granular to 
nodular with a few superficial erosions. The submucosa exhibited conspicuous 
enema and the muscular wall was hypertrophied. The attached lesser omentum 
contained multiple, small, pinkish lymph nodes measuring, up to 0.,4 em. in 
greatest dimens.ion. 

FOLLOW-UP: 

Since the surgery the patient has remained. free of any symptoms. 



NAME: M.. A. 

AGE: 78, SEX: Female RACE: Caucasian 

CONTRIBUTOR: Masashi Itano, M.D. 
Long Beach Memorial Hospital 
Long Beach, California 

TISSUE FROM: Stomach 

CLINICAL ABSTRACT: 

DECEMBER 197 4, - CASE NO. 5 

ACCESSION NO. 20312 

OUTSIDE NO. S-6726-73 

This 78 year old Caucasian female presented with a 2 week history of 
dizziness, weakness and epigastric pain. A rectal examination revealed dark 
stool which was positive for occult blood. An upper G. I. series revealed a 
7 x 6 em. ulcer in the posterior wall of the stomach in the prepyloric and 
antral areas with a thick collar of irregular tissue. A blood count revealed 
6,400 white cells ~1ith a normal differential. A serum protein electrophoresis 
was normal. 

SURGERY: (August 13, 1973) 

A gastric resection was performed. The surgeon reported that all other 
abdominal organs appeared normal. 

GROSS PATHOLOGY: 

The specimen consisted of a 270 gram portion of stomach which measured 
up to 20 em, in greatest dimension. There was a 7 em. saucer-like defect in 
the area of the pylorus with raised rolled edges. On cut section the lesion 
was gray-white and did not extend entirely through the wall of the stomach. 
Submitted regional lymph nodes showed, no gross (or microscopic) involvement by 
the process. 

FOLLOW-UP: 

The patient had a normal upper G. I. series in March, 1974., and was last 
seen on August 5, 197l:. at 't-lhich time she \,ras doing 't'lell. 
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NllME: A. G. 

.AGE: 39 SEX: Male RACE::· Mexian~American 

CONTRIBUTOR: Robert J. Rosser, M.D. 
LAC-USC Medical Center 
Los Angeles, California 

TISSUE FRCM: Stomach 

CLINICAL ABSTRACT: 

DECEMBER 1974 - CASE NO. 6 

ACCESSION NO. 20883 

OUTSIDE NO, 74-13241 

This 39 year old diabetic Mexican-American presented with a 40 pound 
weight loss, 2 months of post prandial epigastric pain, 1 month of epi gastric 
pain at night and. two 't'leeks of black stools. Fiberoptic gastroscopy revealed 
massively accentuated rugal folds which extended from the cardia to the end 
of the body of the stomach. Numerous exophytic masses bulged from the mucosa. 
No ulcers were seen. Cytologic specllnens were obtained. 

SURGERY: (August 14, 1974) 

An 80% gastrectomy was performed. TUmor tmplants were present on the 
peritoneal surfaces as well as in lymph nodes along the lesser curvature and 
in the celiac region. 

GROSS PATHOLOGY: 

The stomach specimen measured 21 em. along the greater curvature and 15 
em. along the lesser curvature. and up to 1.5 em, in thickness. The entire 
mucosal surface was friable and thickened by a diffuse type of infiltrate. 
The usual rugal fold pattern was, replaced by small innumerable papillary 
nodules. There was also a broad-based polypoid projection arising from the 
greater curvature which measured 3 x 3 em. The underlying muscular layer 
throughout the entire stomach was generally thin and flexible. Numerous tiny 
cyst-like structures could be seen just beneath the mucosa. Both margins were 
involved by the process. 

FOLLOW-UP: 

The patient is currently receiving 5 Flourouracil and Hydroxyurea therapy. 
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NAME: z. P. 

AGE: 58 SEX: Male RACE: Caucasian 

CONTRIBUTOR: J., N. Carberry 1 M.D. 
St. Francis, Hospital 
Lynwood, California 

TISSUE FROM: Stomach 

CLINICAL ABSTRACT: 

DECEMBER 1974 - CASE NO. 7 

ACCESSION NO. 20824 

OUTSIDE NO. S-2257-74 

This 58 year old Caucasian male presented with upper G.I. hemorrhage 
and a four day history of nausea, bloody vomitus, retrosternal discomfort 
and tarry stools. The symptoms were unrelated to eating4 He had been a 
known diabetic for two years. Gastroscopic examination on the day of 
admission revealed a solitary large polypoid lesion in the gastric antrum. 

SURGERY: (May 10, 1974) 

A polypectomy was performed via a 6 em. longitudinal incision in the 
anterior wall of the stomach. All other abdominal viscera appeared normal. 

GROSS PATHOLOGY: 

The specimen consisted of a tan to pinl< polYPoid mass which measured 
3.8 x 3.0 x 2.5 em. and weighed 8 grams. Most of the polyp was covered 
by exudate and the tip was hemorrhagic. The stalk measured 1.0 em. in 
diameter at its point of attachment. 

FOLLOW-UP: 

Asr of August, 1974 gastroscopy and radiographic studies revealed no 
evidence of recurrent tumor. 
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NAME,: R. s. DECEMBER 1974 - CASE NO. 8 

AGE: 57 SEX: Male RACE: Caucasian ACCESSION NO. 20690 

CONTRIBUTOR: W. F. Coulson, M.D. OUTSIDE NO. 748-3440 
UCLA Medical Center 
Los Angeles, California 

TISSUE FROM: Stomach wall 

CLINICAL ABSTRACT: 

This 57 year old Caucasian male presented t·lith a three months' history 
of a feeling of fullness in the upper abdomen as well as considerable epi
gastric pain at nights which was relieved to some extent by antacids. 
Physical examination revealed a large mass1 in the midline of the upper abdomen. 
An upper G. I. series revealed no mucosal abnormalities although there was 
some 11fixation" of the1 lesser curvature. Ultrasound examination revealed a 
large cystic mass which corresponded to the palpable tumor. Blood pressure 
on numerous occasions was 130/70. There was no history of trauma to the 
region. The tentative diagnosis was pseudocyst of the pancreas. 

SURGERY: (April 12, 1974) 

An exploratory laparotomy was performed. A large tumor which was adherent 
to the posterior aspect of the stomach and the lesser curvature was resected 
along with the distal stomach and 3 em. of duodenum. The tumor was "peeled 
off" the pancreas. There was no attachment of the tumor to the liver, 
adrenal glands or kidneys. 

GROSS PATHOLOGY: 

Attached to the posterior aspect of the stomach was a we'll circumscribed 
400 gram soft tumor 't"7hich measured 11 x 8.5 x 5 em. and had a somewhat lobular 
configuration. Upon bisection the tumor exuded blood and showed a variegated 
tan-gray to maroon appearance. Multiple sections through the stomach and 
opposing posterior tumor revealed that the mass was firmly and directly 
plastered against the serosa and muscularis of the stomach. The mucosa of the 
stomach was tan and intact with a distinct rugal pattern and no evidence of 
infiltration by tumor. 

Also submitted was 250 grams of omentum which did not contain any tumor. 

FOLLOWS -UP : 

As of July, 1974 the patient was doing well. 
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NAME: L. E • 

.AGE: 60 SEX: Male RACE: Caucasian 

CONTRIBUTOR : Philip Gruskin, M.D. 
St. Francis Hospital 
Lynwood, California 

TISSUE FROM: Stomach 

CLINICAL .ABSTRACT: 

DECEMBER 1974 - CASE NO. 91 

.ACCESSION NO. 20567 

OUTSIDE NO. S-6218-73 

'!'his 60 year old Caucasian male presented with congestive heart failure 
due, to arteriosclerotic and rheumatic heart disease. Because his admitting 
blood count revealed a hypochromic, microcytic anemia, studies were done to 
determine the etiology. A barium enema showed. a large obstructing lesion of 
the upper sigmoid colon. An upper G. I. series showed a mass impressing the 
lesser curvature of the stomach. This was thought to represent the left 
lobe of the liver•. 

SURGERY: (December 20, 1973) 

The obstructing lesion of the colon was resected via a partial colectomy, 
An incidental tumor of the stomach wall measuring up to 3 em. in greatest 
dimension was also resected. 

GROSS PATHOLOGY: 

The stomach specimen. consisted of an elliptical piece of tissue which 
measured 4 em. in length and 2 em. in greatest width. Partially within the 
muscle wall, and also partially external to it, ~'11as a fairly well circumscribed, 
nodule which measured 3 x 2.5 x 2.2 em. Upon bisection the tumor was lobular 
and tan-yellow with focal hemorrhage and occasional fibrous bands. The lesion 
elevated the mucosa but did not penetrate it. The mucosa slid relatively 
easily ove~ the tumor. 

Gross and microscopic examination of the colon revealed an ulcerated, 
annular adenocarcinoma with local lymph node involvement. 

FOLLOW-UP: 

The patient has been lost to follow-up. 
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NAME: B. W. 

AGE: 45 SEX: Female RACE: Negro 

CONTRIBUTOR! John N. O'Donnell, M.D. 
LAC-USC Medical Center 
Los Angeles, California 

TISSUE FRCM: Duodenum 

CLINICAL ABSTRACT: 

DECEMBER 1974 - CASE NO. 10 

ACCESSION NO. 14922 

OUTSIDE NO. 66-4615 

This 45 year old Negro female was admitted to the hospital in March 1966 
with a six months 1 history of weakness and dizziness. Four days prior to 
admission she had been admitted to another hospital in an unconscious state. 
A complete blood count revealed a h'emoglobin level of 2.5 gms. She was 
transfused with 5 units of blood but. left the hospital against the advice of 
her physician as soon as she, was feeling better. When she returned to the 
hospital a few d~ys later an upper G. I. series revealed a normal stomach and 
duodenal bulb but the contour of the 2nd and 3rd portions of the duodenum was 
altered by what appeared to be an extrinsic mass. An angiogram revealed a 
10 em. x 10 em. highly vascular tumor in the region of the head of the pancreas. 

SURGERY: (March 21, 1966) 

The distal stomach,the head of the pancreas and 16 em. of duodenum were 
resected. Aside from the tumor, which was fairly well circumscribed, the 
abdominal exploration was negative. 

GROSS PATHOLOGY: 

The tumor, which measured 10 em. in diameter, ~1as soft, pink and spherical. 
Upon bisection it was gray-white and had a brain-like texture., The lesion 
which was located primarily in the head of the pancreas, was also firmy affixed 
to the second portion of the duodenum. The ampulla of Vater was enlarged, 
measuring 3 em. in diameter. The plicae circulares were normal. 

FOLLOW-UP: 

In 1969 the patient lMS admitted ~1ith m1asthenia grav:is. In August, - 1974 
. the patient returned with a firm epigastric mass -which measured 11 ems., in 
diall!~ter. An angiogram revealed that the lesion was' located in the liver. 



NAME: R. M. 

AGE: 18 SEX: Female RACE: Caucasian 

CONTRIBUTOR: D. R. Dickson, M.D., 
Santa Barbara Cottage Hospital 
Santa Barbara, California 

TISSUE FROM: Small intestine 

CLINICAL ABSTRACT: 

DECEMBER 1974 - CASE NO. 11 

ACCESSION NO. 20727 

OUTSIDE NO. 870-4302 

This 18 year old Caucasian female presented with a 105° temperature, 
nausea and. vomiting. Although a diagnosis of acute phyelonephritis was finally 
made,, an upper G. I. series revealed numerous polyps in the duodenum and 
Je·Junum. .A barium enema revealed 2 polyps in the midsigmoid colon. Her past 
history included two separate episodes of intussusception at 3 and 12 years 
of age. She had an older brother and sister who were in good health. Her 
mother was reported to have intestinal polyposis. Physical examination 
revealed brownish pigmentation of and around the lips. The kidney infection 
cleared following therapy with, antibiotics and the patient returned to the 
hospital six months later for elective resection of polyps in the large and 
small bowels. 

SURGERY: (June 15, 1970) 

Multiple enterostomies, polypectomies and limited sigmoid colon resection 
were performed. No gastric polyps were present. One small polyp was found 
in the duodenal bulb. A larger polyp was found just distal to the ampulla 
of Vater. Beginning in the proximal jejunum there were multiple polyps 
scattered irregularly, becoming less frequent toward the ileum with only one 
polyp palpable in the sigmoid colon. Many of the small bowel polyps were on 
long stalks. Through several enterostomies of the jejunum it was possible to 
remove up to 6 or 8 polyps at a time. 

GROSS PATHOLOGY: 

Th.e, specimen consisted of 25 small bowel polyps varying from 0.9 to 4.0 
em. in greatest dimension. Each was soft,, velvety and finely granular to 
coarsely lobulated. Upon bisection. some contained mucous filled cysts. The 
3.0 em. segment of sigmoid colon contained 2 pedunculated po~yps-measuring up 
to 3.0 and 4.1 em. in length. These arose from the mesocolic margin and were 
separated from each other by one em. 

FOLLOW-UP: 

A gastroscopy in January, 1971 revealed blo polyps. As of October, 1974 
the patient has had. no symptoms1 related to her gastrointestinal tract. 
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NAME: C. s. 

AGE: 70 SEX: Female RACE:· Negro 

CONTRIBUTOR: George Kypridakis, M.D. 
White Memorial Hospital 
Long Beach, California 

TISSUE FROM: Small bowel 

CLINICAL ABSTRACT: 

DECEMBER 1974 - CASE NO. 12 

ACCESSION NO. 20904 

OUTSIDE NO. 74-4002 

This 70 year old Negro female presented with nausea and vomiting of six 
days' duration. She also complained of abdominal distention and 20 pound 
weight loss. A hysterectomy had been performed about 30 years previously. The 
abdomen was soft and moderately distended but no distinct masses were found. 
The hemoglobin was 6.3 grams and the· hcmotocrit: 'l;·ms 19%. The "Ythite cell count 
was lll, 700 with 51 polys, · 30 baud forms, 16 lymphs, 2 monocytes and 1 eos ino"- .: 
phiL The total protein was 5.2, the . albumin 1.3,, the SGOT 40 and the alkaline 
phosphatase 195. 

SURGERY: (September 9, 1974) 

An exploratory celiotomy showed massive carcinomatosis involving the 
liver, pelvis, small bowel mesentery and retroperitoneum. There. was also tumor 
involvement of the proximal jejunum which caused partial bowel obstruction. 
There was a large amount of ascites. Two involved portions of proximal 
jejunum were resected., 

GROSS PATHOLOGY : 

One small bowel segment wast 19 em. in length and 3.5 em. in circumference. 
The serosa was grayish-tan. 2 em. from one end was a disc-shaped thickening 
of the serosa which measured 4, em. in diameter and was thought to represent 
either adhesions or tumor. The resected margins appeared free of tumor. The 
mucosa was edematous and free of polyps or tumor. The mesentery was abundant 
·and replaced by firm, yellow-gray homogeneous tumor. The second segment of 
small bowel measured 20 x 9 x 5 em. and was similar to the· first. However, 
there was an 8 em. fungating ulcerating irregular tumor extending through the 
wall into the lumen, 6 em. from the surgical margin. The cut surface of. the 
tumor was pink-tan, smooth and homogeneous. The attached mesentery was focally 
hemorrhagic and contained 2 nodular masses 3 em. in diametl:!l' which appeared to 
be lymph nodes. 
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NAME: M. A. M. 

AGE: 15 SEX: Female RACE: Unkno\vn 

CONTRIBUTOR: E. R. Jennings, M.D. 
Memorial Hospital Medical Center 
Long Beach, California 

TISSUE FROM: Small bowel 

CLINICAL ABSTRACT: 

DECEMBER 1974 - CASE NO. 13 

ACCESSION NO, 19715 

OUTSIDE NO. 766-72 

This 15 year old female was found to have a periumbilical abdominal mass 
in January 1972. Barium enema, IVP and sigmoidoscopy were repot:ted normal. 
No immunoglobulin test was done. Physical examination was otherwise negative 
and .. the blood count was normal. 

SURGERY: (February 1, 1972) 

At laparotomy the main tumor mass which measured 12 em. in greatest 
dimension was found in the root of the mesentery surrounding the superior 
mesenteric artery and vein. It extended close to the proximal ileum as ~1ell 
as the lower portion of the jejunum. This process had resulted in a fore
shortening of the small bowel to approximately 7 feet in length. Numerous 
enlarged lymph nodes were located in the mesentery from the ileocecal area . to 
the jejunum. Despite the likeli-hood of resulting malnutrition.it was oecided 
that the tumor and compromised small bowel should be resected. 

GROSS PATHOLOGY: 

The specimen consisted of 176 em. of small bowel with mesentery. At one 
end and within the mesentery, 1.7 em. from the bm~el, was a mass measuring 
4.8 x 5.5 x 5.2 em. There were many enlarged lymph nodes within the mesentery. 
The bowel wall bad regular convolutions but at the end opposite the mass, _ . 
there were numerous irregular, elliptical gray nodules involving 60 em. of 
mucosa. The long axis of the gray nodules was parallel to the leneth of bowel. 
The nodules were located in the antimesenteric side of bowel but not seen at 
the mesenteric attachment. 

FOLLOH-UP: 

As of 3 weeks ago, the patient is doing fine. 
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NAME: J. D. 

AGE: 34 SEX: Male RACE: American-Indian 

CONTRIBUTOR: Livia Ross, M.D. 
Highland General Hospital 
Oakland, California 

TISSUE FROM: Small intestine 

CLINICAL ABSTRACT: 

DECEMBER 19174 - CASE NO. 14 

ACCESSION NO. 20889 

OUTSIDE NO. 74-A-70 

This 34 year old American-Indian male presented with jaundice and con
fusion. He had a past histo~y of alcoholic liver disease and iron deficiency 
anemia. Physical examination revealed icterus, multiple angiomata1 of the chest, 
enlarged liver, and multiple superficial ulcerations of the extremities. A 
chest film was normal. The hemoglobin was 8.2 and the white cell count 9,700; 
SOOT 106, alkaline phosphatase 168 and total bilirubin 18.5., The serum 
potassium was 2.2. 

He rapidly became febrile and comatose and was treated for possible sepsis 
and hepatic coma. He regained consciousness but began bleeding from his G. I. 
tract. This was treated with transfusions~ . The patient expired following a 
rather lengthy hospitalization marked by continued G. I. bleeding. 

GROSS PATHOLOGY: (AUTOPSY) 

The liver . showed Laennecs cirrhosis. The entire small intestine showed 
solid pea-sized submucosal reddish nodules, both singly and in small clusters. 
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NAME: M~ H. DECEMBER 1974 - CASE NO. 15 

AGE:. 58 SEX: Female RACZ: Caucasian ACCESSION NO. 19989 

CONTRIBUTOR: James Tenney, M.D. OUTSIDE NO. SM 2873-72 
Physician's Consulting Laboratories 
Reno, Nevada 

TISSUE FROM: Ileum 

CLINICAL ABSTRACT: 

This 58 year old female presented with a 5 days' history of nausea and 
vague cramping abdominal pain. A flat plate radiograph of the abdomen 
revealed a pattern consistent with small bowel obstruction. 

SUR~: (1972) 

At laparotGmy an intussusception of the terminal ileum into the ascending, 
colon was' discovered and a polyp was palpated in the terminal ileum. The 
intussusception was reduced, the polyp was resected, and an end-to-end 
anastomosis carried out. 

GP.OSS PATHOLOGY : 

The speciman consisted of an 8 em. segment of S@all bowel containing a 
2.7 em. polypoid mucosal tumor. There were some superficial ulcerations on 
the surface. 

FOLLOW-UP: 

As of October 1974 the patient was in good health. 

SOME OF' THE SLIDES ARE FROM THE POLYP' WHICH HAS BEEN CUT IN HALF. 



l 

) 

) 

) 

J 

NAME: H. D. DECEMBER 1974 - CASE NO. 16 

AGE: 57 SEX: Male RACE: Caucasian ACCESSION NO. 19668 

CONTRIBUTOR:, W., Harriett Davis, M~D. OUTSIDE NO. 668-72 
Burbank, California 

TISSUE FROM:· Diffuse peritoneal tumor 

CLINICAL ABSTRACT: 

This 57 year old Caucasian male presented with flu-like symptoms. A 
left inguinal hernia was also noted. The patient worked as a brake repair 
man at an auto shop and was also a heavy cigarette smoker. 

SURGERY: March 1972 

During the repair of the inguinal hernia the peritoneum was exposed. 
Numerous tumor nodules were located along the peritoneal surface. Two-of 
the nodules were excised for diagnostic purposes. Due to a limited incision 
further exploration of the abdomen was not attempted. 

GROSS PATHOLOGY: 

'i'h'6 two submitted nodules were homogeneous and white.- Th.2. ,larger measured 
5 x l~ x 3 em. 

FOLLOW-UP: 

Following the surgery, P32 was1 instilled into the abdominal cavity and 
he also received 20 courses of radiotherapy to the abdomen. The patient 
expired on November 16, 1972 and an autopsy was performed. The, thoracic, 
peritoneal and pericardia! cavities were obliterated by dense sclerotic tumor 
tissue which showed little, i£ any, tendency to invade the parenchyma o£ any 
visceral organs. 
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NAME: M. 0. T. 

AGE: 431 SEX: Female Ri\CE : Unknown 

CONTRIBUTOR: G. Dybdahl, M.D. 
Lama Linda University 
Lorna Linda, California 

TISSUE FROM: Appendix 

CLINICAL ABSTRACT: 

DECEMBER 1974 - CASE NO. 17 

ACCESSION NO. 12631 

OUTSIDE NO. 628-2793 

This 43 year old female presented with a one month history of nausea, 
vomitin8 and abdominal pain. Physical examination revealed tenderness in the 
rir;ht lower quadrant. 

SURGERY: 

An exploratory laparotomy was performed and an 11inflammatory mass " 
found in the rer;ion of the cecum and appendix. The appendix and at portion 
of the mass were removed. 

Gf<.OSS PATHOLOGY: 

The specimen consisted of a J·.s x 2.5 x 1.5 em. red-brotm rubbery mass 
with the proximal 3 em. of the appendix protruding beyond one edge. Section
ing of the mass revealed that the distal portion of the appendix had turned 
back upon i tse 1£, forming an open loop. There was no lumen visab le in this, 
portion of the appendix, although the lumen at the base of the appendix 
measured 0.7 em. in diameter. 

FOLLOW-UP: 

None available. 
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NAME: H. S. DECEMBER 1974 - CASE NO. 18 

AGE: 6.6 SEX: Male RACE : Caucasian ACCESSION NO. 20799 

CONTRIBUTOR: S. K. Abul-HE1j, 'M.D. OUTSIDE NO. 74-2243 
Patholosy Service 
Ventura, California 

'!'ISSUE FROM: Appendix 

CLINICAL ABSTRACT: 

This 66 year old Caucasian retired salesman presented with intermittent 
claudication of his lower: extremities. Aortography revealed marked. marro't'ring 
of the aorta-iliac and femoral vessels. Serum electrolytes t-lere normal. 

SURGERY: (June 4,, 1974) 

A laparotomy was performed for purposes of an aorto-iliac endarterectomy. 
The appendix appeared abnormal and was1 resected. 

GROSS PATHOLOGY: 

The appendix measured 9 em. in length and 1.4 em. in 
The serosal surface was smooth, glistening and pink-tan. 
showed marked filling of the lumen with grey-tan granular 
was just barely discernible. 

FOLLOW-UP: 

None available. 

average diameter. 
The cut section 
tissue. The lumen 
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NAME: F. P. 

AGE: 57 SEX: Male RACE: Caucasian 

CONTRIBUTOR: Albert Hirst, M.D. 
Loma Linda University 
Lama Linda, California 

TISSUE FROM: Appendix 

CLINICAL ABSTRACT: 

DECEMBER 1974 - CASE NO. 19 

ACCESSION NO., 20586 

OUTSIDE NO. 71-A-59 

Histor:x_: This 57 year old Caucasian male presented with a 3 month 
histm:y of crampy abdominal pain, and a 3 week history of nausea and vomiting. 
By physical examination a right lower quadrant mass was palpated. There 
was a 1 em. diameter nodule in the same area. 

Laboratory data: Hgb. 11.2 gm%; HBC 8,100. A barium enema showed a 4 em. 
filling defect in the distal cecum without mucosal ulceration. 

Surgery: (December 2, 1970) At laparotomy, ascites and multiple tumor 
nodules were found on the peritoneal surfaces. A firm tumor mass was found 
in the cecal area. A transverse colostomy ~vas performed for palliation. 

FOLLOW-UP: 

The patient,recovered from surgery and did not respond to chemotherapy. 
He expired February 1$, 1971. 

GROSS PATHOLOGY: (AUTOSPY) 

There were no mucosal defects found in the G. I. tract. The appendix 
was 5.0 em. long,, the proximal portion was 2.0 em •. diameter and the tip was 
8 mm. The wall was gelatinous and there was no lumen. Metastatic tumor was 
present in the peritoneum, lung, pleura, pancreas, prostate, and vertebrae. 
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NJ\ME: L. B. DECEMBER 1974 - CASE NO. 20 

AGE: 84 SEX: Female RACE: Caucasian ACCESSION NO. 20761 

CONTRIBUTOR: Allen B •. Cagle, M.D. OUTSIDE NO. 1002-74 
Presbyterian Intercommunity Hospital 
Whittier, California 

TISSUE FROM: Transverse colon 

CLINICAL ABSTRACT: 

History: This 84 year old diabetic Caucasian female presented with a four 
week history of fever and left lower quadrant pain. There was no history of 
hematemesis, melena or diarrhea, but constipation had been noted. There was 
no record of recent cervical Fapanicolaou 1 s smear. Breast examination showed 
no masses. 

Laboratory data: Hemoglobin 12.0 gm.%; TolBC 12,400;fasting glucose 285. 
mgm.% 

Radiographs: A chest radiograph was normal. A barium enema revealed 
narrowing and ulceration in the distal 10 em. _,of transverse colon. Sigmoid 
diverticula were present. 

SURGERY: (March 18, 1974) 

A resection of the transverse colon was performed. At that time numerous 
metastases wer.e noted in the liver but none were biopsied. 

GROSS PATHOLOGY: 

The specimen was a 16 em. length of colon with puckering of the serosal 
surface. A round to oval . ulcerated tumor with raised irregular margins 
measured 8.5 em. in length. The colon lumen was, narrowed but not obstructed. 
The tumor was gray-white, granular and extended through the bowel wall. 

FOLLOH -UP : 

Patient recovered from surgery and expired in a convalescent hospital 
in July, 1974. There v1as no autopsy •. 
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NAME: D. M. DECEMBER 1974 - CASE NO. 21 

AGE: 48 SEX: Female RACE: Caucasian ACCESSION NO. 20870 

CONTRIBUTOR: Spencer B. Gilbert, M.D. OUTSIDE NO. PL-0704-74 
Placentia-Linda Community Hospital 
Placentia, California 

TISSUE, FROM: Sigmoid colon 

CLINICAL ABSTRACT: 

This 48 year old female presented with bright red rectal bleeding, and 
abdominal pain. A rectal examination revealed a hard tender mass which could 
be just barely palpated by the end of the fingertip. A proctosigmoidoscopy 
to 16 em. revealed no evidence of tumor, ulcer or polyps. A barium enema1 
showed a filling defect in the colon at about 15-18 em. Past history revealed 
a total abdominal hysterectomy with bilateral salpingo-oophorectomy on account 
of endometriosis 7 years previously. 

SURGERY: (May 14, 1974) 

At celiotomy, the stomach, duodenum, smal l intestine, pancreas, liver, 
kidneys and spleen were normal. The large intestine·, with the exception of 
the rectosigmoid was normal. There were numerous pelvic adhesions. In 
the rectosigmoid, at _the· pelvic brim, was a mass which seemed partly intra
luminal and partly in the muscular wall. In this region gritty, stony-hard 
adhesions were present involving the round ligaments (which had been brought 
together in the midline at the time of her' previous hysterectomy) and the 
wall of the bladder. The involved segment of colon along with a generous 
margin of normal colon was resected and an end-to-e~d colorectal anastomosis 
was performed. 

GROSS PATHOLOGY: : 

The specimen consisted of a 24 em. length of large intestine and associa.:.. · 
tad mesenteric tissue. Upon opening the bO\.;rel a 2 em. defect filled with 
necrotic tissue was located 3 em. from the distal line: of resection. The 
lesion involved the entire wall and the surrounding serosal tissue. Five 
lymph nodes were found but none contained gross (or microscopic) evidence of 
metastatic tumor. 
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NAME : M.A. s. 

AGE: 28 SEX: Female RACE: Caucasian 

CONTRIBUTOR: Shinichi Hamashige, M.D. 
St. Jude Hospital 
Fullerton, California 

TISSUE, FRCM: Sigmoid colon 

CLINICAL ABSTRACT: 

DECEMBER 1974 - CASE NO. 22 

ACCESSION NO. 20884 

OUTSIDE, NO. 1252-73 

This 28 year old Caucasian female with congenital exstrophy. of the· 
bladder and bilateral ureterosigmoid anatomoses had several episodes of rectal 
bleeding during a 6 week period. Laboratory studies were normal. A barium 
enema showed a filling defect that resembled a true polyp in the mid descending 
colon. There was mucosal prominence and irregularity consistent with pseudo 
polypoid colitis. 

!URGERY: (March 7, 1973) 

Resection of a rectal polyp and irregular mucosa was performed through 
~n operating anoscop~. 

GROSS PATHOLOGY:. 

There were multiple sections of edematous light gray-pink to dark red 
mucosa. The largest fragment was 2 x 1 em. 

FOLLOW -UP:, 

Patient was seen October 1974, was doing well and had no rectal bleeding. 



NAME : H. G. H. 

AGE: 62 SEX: Male RACE: Caucasian 

CONTRIBUTOR: J. H. Cremin~ M.D. 
Queen of Angels Hospital 
Los Angeles, California 

TISSUE FROM: Rectum 

CLINICAL ABSTRACT: 

DECEMBER 1974 - CASE NO. 23 

ACCESSION NO. 19580 

OUTSIDE NO. E-4234-71 

This 62, year old Caucasian male first presented in the late 1950's with 
A a rectal mass. The lesion was locally resected and 't-las interpreted histo
logically as a1 neurofibroma. The lesion recurred in 196l~, 1960 and 1971 
necessitating re-excisions at those times. The patient's. general health 
remained good and there was ·no evidence of von Recklinghausens disease. His 
father died of a heart ailment., His mother was living and well at 86 years 
of age. Rectal examination (1971) revealed a stony hard~ movable nodule 
situated in the anorectal area at approx~ately the dentate line in the left 
lateral aspect of the anus. The prostate i'las enlarged but there were no other 
abnormalities. A chest film was negative. 

SURGERY: (November 9, 1971) 

At surgery the tumor measured 4 x 3.5 x 3 em. and was located at the 
anterior left l ateral anorectal border. During the excision the generally 
well-delineated tumor was found to be adherant to the muscle fibers of the 
internal and e"ternal sphincters • . A local excision was performed. 

GROSS PATHOLOGY: 

The specimen consisted of a firm ovoid tumor with some bulging nodules 
and adherent tissue l11hich resembled muscle. The cut surface revealed glisten
ing, trabeculated, white to faintly yellm11 solid tissue. 

FOLLOW·UP! 

As of May 197l:: there was, no evidence of recurrent tumor. 



NAME,: R. S. 

AGE: 61 SEX: Female RACE: Caucasian 

CONTRIBUTOR: James W. Reynolds, M.D. 
Memorial Hospital Medical Center 
Long Beach, California 

TISSUE FROM: Anorectal111all 

CLINICAL ABSTRACT: 

DECEMBER 1974 - CASE NO. 24 

ACCESSION NO. 19316 

OUTSIDE NO. S-4086-71 

This 61 year old Caucasian female presented with painless, dark-red 
rectal bleeding of a fe>v days duration. She had not experienced any change 
of bowel habits or wei8ht loss. The only significant past history was that 
she underwent a hysterectomy twenty years earlier. Physical Lexamination 
revealed a 2-3 em. pedunculated tumor mass in the posterior rectal wa,ll. A 
chest radiograph was normal. A barium enema revealed moderate diverticulosis 
of the Cr)lon. 

SURGERY: (June 16, 1971) 

An excisional bicpsy of the lesion was performed. 

GROSS: PATHOLOGY: 

The specimen consisted of a 5 x 3 x 2 em. portion of anorectal wall. 
Arising from the mucosa and extending deep into. the 'tY'all and through the wa'll 
into the adjacent adipose tissue was a fairly well circumscribed,, firm, 
granular, tan nodule -which measured up to 2.5 em. in diameter. 

FOLLOW-UP: 

Three days later on June 19, 1971, 26 em. of sigmoid colon and the rectum 
were resected. In three submitted lymph nodes there ws8 microscopic involve• 
ment by tumor, She later received twenty-six linear accelerator treatments. 
The patient was last seen in 1973 at which ttme she had evidence of recurrence 
in the form of obstruction of the left ureter. 
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NAME: L. B. 

AGE~ 26 SEX: Female RACE: Negro 

CONTRTBUTOR: Francis S. Buck, M.D. 
LAC-USC Medical Center 
Los Angeles, California 

TISSUE FRG1: Peritoneum 

CLINICAL1 ABSTRACT: 

DECEMBER 1974 - CASE NO. 25 

ACCESSION NO. 9818 

OUTSIDE NO. S-209-58· 

This 26 year old Negro female presented with chronic back pain and pelvic 
pain of five months 1 duration which ~7as most severe during menses. A pelvic 
examination revealed a "frozen" pelvis with indistinct physical findings. 
Her past history included an appendectomy at 14 years of age. At that time 
she took mineral oil 24 hours before she saw her physician to relieve the 
abdominal discomfort. She stated that ever since that operation she· has 
taken one tablespoon of. mineral oil every two weel~s on the recommendation of 
the surgeon who originally operated on her. She denied any old radiographic 
studies for sterility, mineral oil enemas or douches. 

SURGERY: (February 10, 1953) 

At laparotomy the1.·e were, large numbers of palet ovoid masses lying just 
beneath the peritoneum and obfuscating the normal pelvic architecture. The 
ovaries and fallopian tubes were adhere.nt to the pelvic peritoneum and could 
not be definitely identified. The uterus appeared normal in size. The 
peritoneal nodules extended into the mid~abdomen involving both the _parietal 
and visceral peritoneum. The sigmoid and terminal ileum exhibited large 
numbers of nodules varying from 0.3 to.·3.5 em. The total number of nodules was 
estimated at several hundred. A few were biopsied. 

GROSS PATHOLOGY! 

The sectioned lesions were very hard and had. a homogeneous, yellow-gray 
surface. Several were cystic, containing a colorless~ sticky, mucoid 
substance. 

FOLLOW-UP: 

None available. 
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SEMINAR ON TUMORS OF THE GASTROINTESTINAL TRACT 

Ace. No. 

8149 
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MODERA TOR: DAVID A. WOOD, M. D. 
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DIAGNOSTIC INDEX 

Diagnosis 

"Turku Fin1andfll 

Introduction - WHO Histological Typing 
of Esophageal and Gastric Tumo~s 

Introduction - The E3ophagus 

Histological Classification of Esophageal 

I-II 

Tumors 4 

Fibrolipoma, Esophagus 

Primary Malignant Melanoma, Esophagus 

Introduction - TUmors of the Stomach 

Histological Classi.'"t.cation of Gastric 
Ttunors 

Pseudopolyposis, Stomach, Acsuired~ Cystic 

Hyperplasia, Lymphoid Tissue, Stomach, 
Intramucosal (Pseudolymphoma) 

Lymphosarcoma, Stomach, Histiocytic Type 

Carcinoma, Stomach, Diffuse, Superficial 
Spreading Type 

Carcinoid Tumor, Stomach 

Bizarre Atypical Leiomyoblastoma, Stomach 

Glomangioma, Stomach 
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20727 Hamartoma, Small Intestine, Peutz-Jeghers 
Type 

20904 Reticulum Cell Sarcoma , Proximal Jejunum 
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Introduction - Colorectum 

Carcinoma, Colon (Transverse), Squamous Cell 

43-44 

45-46 
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59-61 

62-63 

66-72 

Type ~oderately Differentiated) 73-74 

20870 Adenocarcinoma of Rectosigmoid Consistent 
With Origin From Endometriosis 75-76 

20884 Colitis Cystica Profunda, Localized,Secondary 
To Ureterosigmoid Anastomosis 77-79 

19580 Neurilemmoma, Malignant Q1alignant Schwannoma), 
Rectum,. Recurrent (Anorectal Margin) 80-81 

19316 Carcinoma of Anus, Basaloid 82-84 

9818 110leoma, 11 Mesentery 85-86 
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TURKU FINLAND 
(SEPTEMBER 13, 1974) 

To Turku we had come to stay 
Prof. Oota's group, six nights five dayE 

To deal with tumours, all of us 
Both stomach and esophagus. 

Prof. Jarvi welcomed us as host 
He raised his glass and made a toast, 

To happy health and all success 
Then down to work to try out best. 

Esophagus has lining squamous 
So we 1re clear what tumour's name is; 

However when their shape is spindle 
Confidence begins to dwindle. 

Such tumours grow quite polypoid 
But same of us cannot avoid 

That they are really carcinomas 
Masquerading as sarcomas. 

Stomach's structure's more complex 
So to us its tumours vex; 

Tubular and papillary 
But it may be necessary 

To make stains that show up mucin 
So we know what cells producing; 

This an often needed thing 
When the cells are signet-ring. 

When we class our carcinomas 
It's by cells not by the stromas. 

Intestinal or just diffuse 
Some say this has a special use. 

Carcinoids in stomach rare 
When to gut we do compare. 

Cells in ribbons, glands and nests 
May not pass the silver testso 

An important diagnosis 
Because of its improved prognosis. 

Lymphomas grow by infiltration 
Damaging by separation 

Of the muscles and the glands 
Into isolated bands. 
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Also in the stomach found 
Muscle tumours growing round; 

May have nuclei shaped queer 
With a cytoplasm clear. 

Despite appearances bizarre 
Might not spread so very far. 

Some say you can tell prognosis 
By a count of their mitosis. 

Friday comes, the work is done 
Not only ~ork, twas also fun. 

Now we have a classification 
Ready for its ~ublication. 

L. H. Sobin 
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HISTOLOGICAL TYPING OF ESOPHAGEAL, AND GASTRIC TUMORS 

WHO 

INTRODUCTION 

This classification is based primarily on the microscopic character
istics of the tumors and therefore is concerned with morphologically 
identifiable cell types and histological patterns as seen with conven
tional light microscopy. 

Grading o_f certain types of malignant tumors by the use of a modifying 
phrase to indicate the degree of their differentiation is widely practiced. 
Although it has been considered to be of prognostic significance in certain 
cases, it may be of doubtful value in others. It deserves continuing 
investigation in relation to all types. The general approach that has been 
adopted in this volume, particularly in respect of carcinomas, is to grade 
them into three categories in the following manner: 

Well differentiated - a carcinoma with histological and cellular 
features that closely resemble normal epithelium 
of similar type; 

Moderately differentiated - a carcinoma intermediate between well 
differentiated and poorly differentiated; 

Poorly differentiated - a carcinoma with histological and cellular 
features which only barely resemble normal 
epithelitnn of similar type., 

A malignant t~or may contain areas with different degrees of differ
entiation. Because it has been postulated that the biological behavior of 
such a ttimor will be a reflection of its most poorly differentiated compo
nent, it should be graded on this basis. Grading should not be made, however, 
at the growing edges of the tumor or at the portions directly adjacent to 
ulcerative or inflammatory processes. 

It must be emphasized that factors other than the histological types 
and grades have important influences on the behavior of tumors and prognosis. 
Special consideration should be given to the extent of tumor spread at the 
time of diagnosis. It is recommended that a statement as to the deepest 
anatomical layer of the wall, e.g., mucosal, submucosal, muscular and serosal, 
reached by the tumor follow the typing and grading.-

Among other microscopic features that might be related to tumor behavior 
are vascul ar invasion, demarcation, cellul ar reaction, inflammatory infiltra
tion and desmoplasia. 
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Malignant tumors, especially carcinomas of the stomach, may contain 
areas with different histological types, as well as with different degrees 
of differentiation. It is recommended to categorize such tumors first by 
the predominant features (type and differentiation) and then to add notes 
ind:i.cating the presence of other histological types and degrees of differ
entiation. It should be recognized that in some cases it may be impossible 
to tell whether a variation in type has developed or whether a tumor is 
composed of two independent pr:imary· tumors, i.e., collision , tumors. If 
different tumors are present in the same specimen a diagnosis should be 
given to each and they should be separately categorized. 

Electron microscopy and histochemistry may be of great value for 
investigations on the nature of certain tumors. However, in most instances 
diagnosis of esophageal and gastric tumors can be made by conventional 
light microscopy using routine staining methods. In most cases hematoxylin 
eosin staining is sufficient for diagnostic purposes. However, special 
stains may be necessary for fuller evaluation, The use of methods to 
identify mucins (neutral, acid and sulfated) is of particular value in 
distinguishing varieties of gastric carcinomas. 
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THE ESOPHAGUS 

INTRODUCTION 

The esophagus, stomach and respiratory systems all develop from the endo
dermal layer in the form of a hollow muscular tube. They are all at first 
lined with a single layer of low columnar epithelium~ and later as the separa
tion of the various organs take place. the lining of the esophagus and the 
respiratory system is transformed into ciliated epithelium. Later goblet 
cells appear in the ciliated columnar epithelium of the esophagus. The mucosa 
is subsequently converted to squamous epithelium and only part of the ciliated 
epithelium remains. Finally, the latter is completely desquamated so ulti
mately the esophagus is lined by squamous epithelium. In addition to the 
common heterotopic gastric mucosa, located in no one particular site, the 
esophagus contains two types of glands: the esophageal glands located in the 
submucosa and the superfi.cial glands ("cardiac gland") fotmd in the lami.na 
propria. The submucosal glands are mucus producing and occur at all levels of 
the esophagus and vary in number and distribution. They may give rise to 
epi.thelial cysts. The so-called "cardiac glandsu are named because of their 
resemblance to the glands in the cardia of the stomach. The terminal portions 
have branched and curled tubules containing columnar or cuboidal cella which 
give a mucin reaction. The excretory ducts are li.ned by tall columnarcells 
similar to the mucous epithelial cells of the gastric foveolae. The surface 
epithelium. immediately adjacent to the esophagus in the stomach is oftentimes 
squamous in type. Intestinal type metaplasia may occur in these heterotopias 
of the esophagus. 

The esophagus is approximately 25 em. in length and i.s constricted at 
four points. The upper constriction is caused by the projection backward of 
the cricoid cartilage. The second constriction corresponds to the arch of the 
aorta and is found behind the junction of the first and second parts of the 
sternum at the level of the 4th thoracic vertebra. The third constriction is 
caused by the crossing of the left bronchus in the front of the esophagus at 
the level of the 5th thoracic vertebra, and the lower constriction by the 
encircling fibers of the diaphragm. There are numerous lymphatics in the 
submucosa of the esophagus which accounts for the extension of carcinomas far 
above or below grossly visible tumors. The lack of a serosa accounts for the 
extensive infiltration into continuous structures. Therefore, the surgical 
1rcure" rate for esophageal cancers are poor. 
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HISTOLOGICAL CLASSIFICATION OF ESOPHAGEAL TUMORS 

I. Epithelial Tumors 

A. Benign 

1. Squamous cell papilloma 

B. Malignant 

1. Squamous cell carcinoma 
2. Adenocarcinoma 
3. Adenoid cystic carcinoma 
4. Mucoepidermoid carcinoma 
5. Adenosquamous carcinoma 
6, Undifferentiated carcinoma 

II. Non-epithelial Tumors 

A. Benign 

1. Leiomyoma 
2. Others 

B , Malignant 

1. Leiomyosarcoma 
2. Others 

III. Miscellaneous Tumors 

A. Carcinosarcoma 

B. Others 

IV. Secondary Tumors 

V. Unclassified Tumors 

VI. Tumor-like Lesions 

A. Heterotopias 

B. Congenital cysts 

C, Fibrovascular polypoid lesions (fib rom 



l 

) 

') 

l 

J ) 

) 

) 

(5) 

DECEMBER 1974 ~ CASE NO. 1 

ACCESSION NO. 8149 

MODERATOR'S DIAGNOSIS: FIBROLIPOMA, ESOPHAGUS 

CLINICAL ABSTRACT: 

This 11Jane Doe, 11 60 year old female, was autopsied by order of the 
coroner for unknown reasons, 

MICROSOCPIC DESCRIPTION: 

The polypoid lesion - readily apparent on the microslide - is covered 
with nonstratified squamous epithelium beneath which is a narrow zone of 
loosely cellular fibro•areolar tissue. This is rich in large, thin-walled 
end~thelial lined vascular spaces and medium-sized arterioles. Comprising 
the central portion of the mass is lobulated adult adipose connective 
tissue. This is penetrated by slender strands of fibrous tissue extending 
into it from the overlying submucosa, thus conferring a lobulated appearance 
to its architecture. 

DISCUSS ION : 

Benign tumors of the esophagus are usually small and asymptomatic. 
The clinically manifest lesions are rare. Si·Chung Ming quotes several 
authors on the incidence of benign tumors of the esophagus. The incidence 
at autopsy is around 0~5% and constitute about 15% of esophageal tumors. 
When symptomatic the same reference lists 15 in 11~000 patients and in a 
surgical series less than 10% were benign. 

These tumors no matter what the histologic structural characteristics 
are may be on gross examination classified as either intraluminal, intramural. 
or extramural. The majority of the tumors are intramural, but the polypoid 
lesions are~ of course, intraluminal. Radiographically these tumors are 
sharply outlined as oval, round, or lobulated filling defects. Esophagoscopy 
serves two purposes, diagnosis and treatment~ but most necessitate a thora
cotomy for removaL Rarely, an associated carcinoma is present •. 

A true squamous papilloma is among the debatable tumors occurring in 
the esophagus. Totten, Stout, Humphreys, and Morre believed, that a 
squamous papilloma did not occur in the human esophagus. Wakeley (quoted 
by Adler) defined papilloma as a ttbranching or lobulated benign tumor 
derived from epithelium." Those reported instances purported to be epithe
lial "papillomas 11 were all in the distal esophagus associated with an 
obstruction or narrowing to a variable degree of the esophagus distal to 
the papilloma," In many reported instances, usually accompanied by in~ 
complete clinical and pathologic description make the incidence of this 
tumor difficult to determine. 
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~here is an e~tremely rare hereditary condition of multiple papillomas 
of the esophagus in association with hyperkeratosis on the palms and soles. 
Esophageal carcinoma frequently occurs in these individuals (Howell-Evans)., 
All polypoid esophageal lesions are difficult to assess if proper histologic 
material is not obtained for study. 

Tables l and II summari~e the types and location of the benign tumors 
of the esophagus. 

TABLE 1 

BENIGN TUMORS OF ESOPHAGUS 

Leiomyoma 
Polyp 
Cyst 
Fibroma 
Papilloma 
Lipoma 
Angioma 
Adenoma 
Neurofibroma 
Miscellaneous 

Total 

TABLE II 

Number 

283 
110 

59 
17 
14 
11 
10 
5 
4 
9 

522 

REPORTED LOCATIONS OF BENIGN TUMORS OF ESOPHAGUS 

~ Upper Middle Lower 

Leiomyoma 37 61 97 
Polyp 5 9 18 
Cyst 2 3 7 
Lipoma 3 2 2 
Bemgangioma 2 4 1 
Fibroma 3 1 2 
Papilloma 1 1 1 
Adenoma 0 1 2 
Neurofibroma 0 1 2 
Others 0 2 4 

Total 53 85 136 

Total 

195 
32 
12 

7 
7 
6 
3 
3 
3 
6 

274 
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DECEMBER 1974 - CASE NO. 2 

ACCESSION NO. 11196 

N:ODERATOR 'S DIAGNOSIS: PRlliARY MALIGNANT MELANCMA, ESOPHAGUS 

CLINICAL ABSTRACT: 

Five weeks prior to admission this 47 year old male Caucasian developed 
dysphagia and sharp substernal pain when swallowing solid foods. 

MICROSCOPIC DESCRIPTION: 

Stratified nonkeratinized squamous mucous membrane becomes interrupted and 
ultimately replaced by cellular tumor. Predominantly, it consists of medium~ 
sized polygonal cells with a moderate amount of cytoplasm. Mitosis is occasion
al. Some tumor cells of irregular distribution contain granular brown pigment 
in the cytoplasm. A few cells are slightly fusiform especially those toward 
the base of the tumor. TOIN'ard the tumor edge intramucosal invasion of' the 
squamous mucous membrane is praminent and associated with residua] junctional 
changesl, melanocytes and pigment-laden tumor cells being readily identified. 
At still greater distance from the tumor margin melanocytes are present in the 
superficial submucosa. Nearby are several submucosal esophageal glands and 
their excretory ducts. At the tumor base its margins are quite sharply circum
scribed, the tumor invading on a broad front. From it occasional slender 
strands of tumor cells extend irregularly into the. muscularis. 

DISCUSSION: 

The overwheLming majority of malignant tumors are carcinomas and 98% of 
these are squamous cell carcinomas. They have a predilection for the lower 
three points of normal anatomical narrowing. The majority are located in the 
lower and middle thirds. In those occurring in postcorroBiVe strictures (lye) 
the carcinoma usually develops at the site of the lye stricture, but in 
achalasia stricture the carcinoma develops in the epithelium above the scar. 
Some are associated with hiatal hernias and pharyngeal diverticula. 

Many of the squamous cell carcinomas have an associated adjacent 
carcinomas in situ. but the majority usually have adjacent nondyskeratotic 
atrophic epithelium. Intraepithelial carcinomas have been reported, some 
extensive, but there still remain some unanswered questions, such as: the 
duration of this stage preceding invasive carcinoma, whether the in situ 
carcinoma is abrupt or progressi've, and. whether there is an inevitable 
progression or possibly regression. The distal three points of. narrowing 
often have a thickening of the epithelium,. submucosal round cell infiltra
tion, and proliferation of the basal cell layer. When these changes are 
accompanied by hyper- and parakeratosis, whf.ch ist not unconnnon, they 
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usually lack the dyskeratosis so commonly found in the oral cavity. It 
is much more common to have squamous carcinomas arise in atrophic epithelium. 
Steiner reported nine small preclinical carcinomas of the esophagus that 
were discovered incidentally at autopsy. Eight appeared to have originated 
de novo in epithelium that appeared to show no "unrest." The adjacent 
epithelium was, however, atrophic, not thickened. 

Most squamous carcinomas of the esophagus present as fungating, peduncu
lated or papillary carcinomas but small carcinomas may be nodular, warty, or 
ulcerating. They are usually poorly differentiated, but it is the extent of 
the disease not the grade that determines the biologic behavior. This has 
also been found to be true in carcinomas of the stomach. Carcinomas at the 
esophagogastric junction may arise' either in the esophagus or sto'lllach, and this 
area offers no barrier to extension from either site. It may be difficult or 
impossible to tell whether an adenocarcinoma found in the lower end of the 
esophagus is the result of spread from a tumor in the stomach or is a true 
primary growth of the esophagus. Extremely rare malignant epithelial tumors 
include adenoid cystic carci~oma (cylindroma), mucoepidermoid carcinoma, 
verrucous carcinoma of Ackerman, adenosquamous carcinoma and undifferentiated 
carcinoma. The latter may take the form of s.o-called oat cell carcinoma. 
Others includ~ carcinosarcoma, carcinoid tumor, choriocarcinoma, and melanom~ 

There is less circumferential than longitudinal extension of the carci
noma and a long segment of the esophagus is usually involved at the time of 
diagnosis. Multiple carcinomas are not infrequent and some of these have 
been described associated with widespread multicentric carcinoma in situ. 

Cancer of the, esophagus is also known to be associated with cancers of 
the mouth, larynx, salivary gland, skin and many other organs. 

Stout and Satter (AFIP Atlas, 1957) were skeptical that pure adenocarci
nomas arose in other than the lower part of the esophagus. 

Goldfarb has reported what he considered to be the first case of an 
indisputable adenocarcinoma arising in esophageal glands in the midportion of 
the esophagus. Others have reported adenocarcinoma arising in heterotopic 
gastric mucosa and these may occur in any segment of the esophagus. However, 
they are more common in the lower portion. 

Malignant mesenchymal tumors are extremely uncommon in the esophagus; of 
these myosarcomas are the most common. 

Primacy malignant melanomas of the esophagus have provoked considerable 
amounts of rhetoric regarding their origin at this site. ~owever, with the 
demonstration o{ melanoblasts in the esophagus (De La Pava) and in spite of 
the fact that nevi have not been reported, it is now generally accepted that 
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they can andl do occur in the esophagus. While a number of malignant 
melanotic tumors have sporadically been reported, it was not until Fowler and 
Southerland (quoted in reference #7) reported the first such case to meet the 
criteria of Allen and Spitz.. This was followed by another instance by 
Garfinkle and and Cahan who thought that their's was the first. This was 
followed by a case reported by Bullock and Thompson. In the meantime 20 
other acceptable primary melanomas were reported and Waken and Bullock 
reported what they considered to be the 24th case. Since than a few others 
have been reported, one of which in an 11 year old child. While this case did 
not meet the criteria of Allen and Spitz that junctional changes must be 
identified and it was not polypoid, it nevertheless should be considered as 
such because of the thoroughness of the clinical, surgical and autopsy study. 

In the Waken and Bullock case that we have to consider, there were pig
mentary deposits not only in the tumor but also in melanocytes in areas away 
from the tumor. It meets the criteria of Allen and Spitz as a primary malig
nant melanoma. 
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TUMORS OF THE STOMACH 

INTRODUCTION 

GENERAL: 

We are aware that there is no clinical syndrome characteristic of tumors, 
of the stomach. In fact some carcinomas invade and grow insiduously without 
any symptoms. The development of symptoms, however, can be a late sign and 
most often determined by the size, position, ulceration, bleeding and perfor
ation. Large tumors indicate their presence by the mechanical affects of 
pressure, causing a sensation of fullness and distention and such variable 
symptoms as distress after meals with heart burn and nausea. Sessile or 
pedunculated tumors situated near the pylorus may produce intermittent 
pyloric obstruction with episodes of pain, nausea and vomiting; complete 
pyloric obstruction may develop. Bleeding, particularly severe, is more apt 
to be from a peptic ulcer, a leiomyoma, a pedunculated adenoma than a 
carcinoma. Occasionally carcinomas are multiple. An estimated 20,0001 patieru 
will develop carcinoma of the stomach in the Unites States this year and 85% 
will eventually die. 

Epithelial neoplasms which give rise to clinical manifestations are far 
more common than mesenchymal tumors. However, the most common tumor of the 
stomach is a small incidental leiomyoma (16·40%), and only occasionally do 
these become large enough to produce symptoms. The lymphomas and leiomyo~ 
sarcomas are the two most common malignant mesenchymal tumors of the stomach 
as well as of the remainder of the gastrointestinal tract. There is often 
little to distinguish their clinical behavior from the epithelial neoplasm. 
The exception to this is the sudden bleeding episode without previous ulcer 
symptoms. However, pa~ients with either lymphomas or leiomyosarcomas usuallJ 
maintain a fairly good weight. Anemia of any degree is not often present in 
the patients with either of these tumors. Be that as it may, the final 
diagnosis usually depends upon the microscopic study obtained in one way or 
another. Many of these carcinomas were the kind Borrmann classified in 1901. 

Borrmann's Classification: 

I. Sharply demarcated polyp,aid carcinomas 

II. Sharply demarcated ulcerated carcinomas 

III. Partly infiltrating carcinomas 

IV. Diffusely infiltrating, carcinomas 

He combined I and II as, "limited.11 and III and IV as "infiltrative. n 
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His classification has undergone modification but usually such 
carcinomas are in patients who have prolonged symptoms before the diagnosis: 
is made. The Japanese were the first to define a gross classifi~ation of 
early gastric cancer. They developed the fiberscope after they classified 
early gastric cancer. They then used all the means available to diagnose 
early cancer, i.e., xray, fiberoptics, gastric camera, etc,~ and gastric 
biopsy. Murakami defines the gross classification of early gastric cancer. 
He used Borrmann' s, as a refereace and the Japan's Society for Gastroentero,
logical Endoscopy Classification. 

Po'lYPoid Lesions: 

I 

II. 

a. Elevated 

b. Flat typ 

c. 

Ulcerative Lesions: 

III. Excavated type 

The Japanese believe that early gastric cancer should be judged solely 
from its gross appearance irrespective of its histological development. 
Complex types can be expressed as IIa + lie or IIc + III~ etc. Histologically 
early gastric cancers are confined to the mucosa or submucosa irrespective 
of lymph node metastasis. 
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In correlating the gros~ with the microscopic findings Mochizuki 
points out that Chiefly type Ilc (depressed lesions) originate from cancer 
inside the mucosa that has become eroded. This is often observ~d in the 
mucocellular type of adenocarcinoma. 

Type I or IIa lesions usually are from a differentiated proliferating 
carcinoma forming tubules resulting in a protruding type I or IIa lesion. 

The Japanese prefer "mucosal'' and "intramucosal carcinoma'' to in situ 
carcinoma. They consider - "intramucosal" as invasive and confined above the 
muscularis mucosa. In situ carcinoma is confined to the glands. 

They define as small gastric . cancer those less than 1 em. in diameter 
and minute cancers those less than 5 mm. in diameter. These latter are 
usually mucosal cancers and are not as a rule found singly but in association 
with another carcinoma. 

Stomach carcinoma may develop from zones of, intestinal metaplasia 
·accompanying atrophic gastritis. Guiss and Stewart oppose the view that 
atrophic gastritis is a frequent precancerous condition. Sasano and his 
co-workers in their histochemical studies showed almost all gastric carci
nomas have metaplastic intestinal epithelial components. Jarvi using special 
stains demonstrated intestinal metaplasia in 25 - 53% of all cases of gastric 
cancer and has observed that it is more frequent ·about the cancer. Mulligan 
and Rember in 1954 and Mulligan again, in 1970 described and named these 
carcinomas according to the cellular structural characteristics: 1) Mucous 
gland cell (includes signet ring cells), 2) pylocardiac gland cell, and 3) 
intestinal metaplasia cell type •. 

ABO blood groups1: Some believe that there is a greater risk to cancer 
in the phenotype A person than in the other subgroups {Aird). Hirayama 
showed in his study of a large group of patients with stomach cancer nno 
significant difference in blood groups distribution between total cases and 
stomach cancer." 

Peptic ulcer and its relationship to cancer of the stomach remains 
unsettled. Sano, in his study of early carcinoma of the stomach with u l cer
ation concluded that some gastric carcinomas arise from pre-existing peptic 
ulcers. In these cases the carcinoma arises from the mucosa marginal to the 
ulcer, which has been altered by advanced zonal gastritis (and not by cancer
ization of regenerating epithelium in ulcer scars). However, Okabe. states: 
'~ malignant change in the original benign ulcer seems to be quite rare 
clinically from the results obtained by retrospective follow-up for several 
years." 
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Sakita et al gives a sharp warning about the traditional thinking that 
"benign ulcers of the stomach can be expected to heal within a reasonably 
short period of time but that malignant ulcers rarely show significant 
healing. 111 They document many instances of complete healing of malignant 
ulcers. 

Gastric Benign Polypoid Epithelial Lesions: These are an uncommon 
lesion of the stomach and even if they were ~11 considered to be precancerous 
could only account for an occasional carcinoma. Whether they are tubular, 
papillary or papilla-tubular adenomas are precancerous or not is being 
debated. Berg accepts them as precancerous; Ackerman does not. 

Adenomas of the stomach are also characterized by cellular type as 
follows:. those composed entirely of intestinal epithelium; those composed 
entirely of superficial gastric epithelium, i.e., foveolar; and those 
composed of a mixture of these epithelial cells. Dysplastic changes may be 
encountered in any of these cellular types. Mitotic figures are often 
increased and are uniformly distributed (see discussion of carcinoma in situ). 
Familial adenomatosis similar to that seen in the large intestine does not 
occur in the stomach. Gastric adenomas may be multiple, but when numerous 
these are usually considered hyperplastic rather than neoplastic. Also 
adenomas of the stomach do not as a rule have a prominent stalk. 

In Berg•s study of 45 patients with 106 gastric adenomas thirteen per 
cent showed transition to invasive carcinoma, and 65% contained some degree 
of cel lular atypia. "Ninety five1 percent showed more than one focus of 
proliferation in the stomach: They either had multiple neoplasms or other 
foci of epithelial hyperplasia." The latter are usually small and often 
multiple and some have associated these not with malignant potential but 
place emphasis more on the abl,lormal intervening gastric mucosa (Fingertz). 
However, Ming and Goldman do not believe the regenerative polyp or the inter
vening mucosa to be significant and agree with Berg that gastric polypoid 
adenomas are frequently associated with malignancy. 

Postgastrectom~zed Patients: There is disagreement in the literature 
as to whether a previous gastri c operation predisposes to the development of 
cancer in the gastric remnant. Stalsberg and Taksdal analyzed a large 
number of autopsy cases. In this study there was a greatly increased risk of 
gastric cancer for· 15 years or more after either a partial gastric resection 
with a Billroth II procedure or a gastroenterostomy alone for a peptic ulcer. 
Furthermore, their study shO"Wed a step-like increase of gastric cancer risk 
of operated patients with increasing time since the operation. This 
suggested a continous carcinogenic influence rather than a single assault. 
The resulting gastritis and reflux of bile, intestinal and, pancreatic juices 
were related to the development of cancer of the stomach in these patients. 
The same authors in a later paper compared gastric cancers in patients who 
had no previous surgery. They concluded that "intestinalization and gastritis 
were no more prominent :in sections from the primary resectates fro m 16 
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patients who later developed gastric cancet: than in controls." They did find. 
that leucocytic infiltrate was more common in carcinomas in those patients 
who had had a previous gastric resection than in the unoperated .patients. 
Thus, they concluded that "the lack of association between histologic changes 
in the gastric mucosa of the primary resections and the later development of 
gastric cancer fits well with the hypothesis that the postoperative gastric 
cancer is primarily an effect of the surgical intervention as such, and not 
of the disease for which the operation was pet:formed. 

Some other lesions complicating gastroenteric anastomoses are: Sutu1:e 
granulomas, stomai ulcers, benign and malignant tumors, prolapse of the 
gastric mucosa and the 1:are lesion in Case 3 of this seminar. 

Etiolo~ - unknown. Many factors have been suggested. Gastric cancer 
has been shown to be more common in the lower socioeconomic population. 
Steiner as well as other investigators have found the incidence to be much 
greater in Japanese than among Caucasians. Epidemiological factors such as 
dietary differences are suggested and may account for this variation in 
incidence. Co~sumption of rice coated with asbestos-contaminated talc has 
been suggested as the cause of the high incidence of gastric cancer among 
Japanese. 

Natural history: There are apparent differences in histological types 
of ca1:cinomas of the stomach, those arising in the mucosa with intestinal 
metaplasia and those arising at sites where intestinalization is not present. 
The former is considered to be more dependent up~n environmental factors, and 
the carcinomas arising in the absence of intestinalization (diffuse type) are 
considered to be more genetically determined. 

In either event certain predisposing factors are generally considered to 
be present in the stomach when carcinoma develops. The most important is 
either gastric atrophy or atrophic gastritis. The ability of the parietal 
cell to secrete hydrochloric acid and intrinsic factor and the chief cell to 
secrete pepsinogen are reduced as atrophy progresses (Whitehead). There are 
indications that chronic iron deficiency anemia is the result and not the 
cause of chronic atrophic gastritis. The loss of iron can be accounted for 
by both blood loss and the markedly increased rate of gland cell turnover in 
atrophic gastritis. Atrophic gastritis, depending upon the type and place of 
the inflammatory cells, the loss of tubules, the amount of fatty infiltration 
of the lamina propria can be subdivided into mild, moderate and severe. The 
latter is often classified as gastric mucosal atrophy. Atrophic gastritis 
and/or atrophy are invariably present in patients with pernicious anemia, 
The parietal cell secretes both the intrinsic factor and acid. The ability 
of the parietal cell to produce the intrinsic factor rematns after the ability 
to secrete acid is lost. Intestinal type cells may be present in normal 
gastric mucosa at the bottom of the tubules. Intestinal metaplasia, however, 
may occur in the superficial epithelium but is more often in the deeper 
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portions of the gastric pits when transformation of normal gastric glands 
occur in the mucosa by chronic gastritis. 

There is no concensus regarding the relation of intestinal metaplasia 
to adenocarcinoma. 

Sirtori in his ultrastructure study of human. gastric adenomas :f.ncluded 
what he. believed to be a careful investigation of inteStinal metaplasia. He 
hypothesizes that the transformation of gastric mucosal glands is "the 
result from a backflow of intestinal content into the stomach . • • • • • • 
Under this continuous backflow the stomach is forced to adjust - to 'intesti
nalize' itself, becoming more and more absorbent, like intestinal cells, as 
opposed to digestant; so it may absorb undigested, toxic, carcinogenic and 
irritant sUbstances. Thus is born gastric carcinoma~ in the variety 
currently known as 'intestinal type.'" 

Throughout our discussion of adenomatous polypoid lesions of the. gastro
intestinal tract ' we will use the proposed WHO terminology. 

1. Adenoma: A benign tumor of glandular epithelium having varying 
degrees of cellular atypia and showing papillary and/or tubular 
structures. 

a. Papillary (villous): An adenoma composed of pointed or blunt 
finger-like processes with cores derived from the lamina 
propria. 

b. Tubular: An adenoma composed predominantly of branching tubules 
embedded in or surrounded by lamina propria. 

In flat, tubular adenomas, the abnormal epithelium can occupy 
the upper portion of the mucosa while the subjacent part of the 
mucosa may remain unchanged or show cystic dilatation of glands. 
Mucus secretion is diminished in tubular adenomas. This has 
also been called adenomatous polyp. 

c. Papillotubular: An adenoma which has both papillary and tubular 
patterns or a pattern which appears to be intermediate between 
papillary and tubular. 

This has been known as tubulovillous or villoglandular adenoma. 

2. Adenocarcinoma: 

a. Papillary adenocarcinoma 

b. Tubular adenocarcinoma 
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c. Mucinous adenocarcinoma (mucoid, mucous, colloid muconodular 
and mucocellular adenocarcinoma) 

d. Signet ring cell carcinoma 

Adenocarcinoma of the stomach can be graded in the following 
manner: 

a. Well differentiated - an adenocarcinoma with a glan
dular and cellular structure which in most cases 
closely resembles metaplastic intestinal epithelium 

b. MOderately differentiated - an adenocarcino~ inter
mediate between well differentiated and poorly 
differentiated 

c. Poorly differentiated - an adenocarcinoma which has a 
glandular and cellular structure which can be r-ecog
nized only with difficulty 

3. Others (discussed in subseque~t cases). 

SUMMARY : 

I can do no better than quote Rirayama (p. 18): urn summary, although 
many factors have been suspected and studied, it is difficult to select out 
a single factor of essential and etiological importance for the disease. At 
this moment one must recognize that dietary and nutritional influence is1 
apparently the most important factor in cancer of the stomach. The possibi
lity of chemical carcinogenesis is high but the possibility of viral carcino
genesis should also be vigorously studied by appropriate laboratory means •11 

REFERENCES : 

1. Guiss, L. W. and Stewart, F. w.: Distribution of Gastric Changes 
Accompanying Gastric Cancer in Various Locations. Arch. Surg. 57:624, 
1948. 

2. Morsont B. C.: Carcinoma Arising from Areas of Intestinal Metaplasia in 
the Gastric Mucosa. Brit. J. Cancer 9:377, 1955. 

3. Mulligan, R. M., and Rember, R. R. : Histogenesis and Biological Behavior 
of Gastric Carcinoma. Study of One-Hundred and Thirty~Eight Cases. Arch. 
Path. 58:1, 1954. 



(19) 

4. Sasano, N. et al: Ultrastructural Cell Patterns in Human Gastric 
Carcinoma Co~ared with Non-Neoplastic Gastric Mucosa - Histogenetic 
Analysis of Carcinoma by Mucin Histochemistry; J. Nat. Cancer . Inst. 43: 
783-802' 1969. 

5. Whitehead, R., Imelove, S. C. and Gear, M. W.: The Histological Diagnosis 
of Chronic Gastritis in Fiberoptic Gastroscope Specimens. J. Clin. Path. 
25:1-11, 1972. 

6. Aird, I. et al: ABO Blood Group and Gastrointestinal Disease. Modern 
Trends and Gastroenterology, Washington D. c., edited by w. I. Card, 
Vol. 3, Chapter 3, pg. 49-63, 1961. 

7. Matsuda. H., Hodgkin, N. M., and Tanaka, A.: Japanese Gastric Cancer. 
Potentially Carcinogenic Silicates {Talc) From Rice. Arch. Path. 97: 
366-368, June 1974. 

8. Hirayama, T.: Epidemiology of Stomach Cancer. Gann Monograph on Cancer 
Research 11:17, 1971. 

9. Sano, R.: Pathological Analysis of 300 Cases of Early Gastric Cancer 
with Special Reference to Cancer Associated with Ulcers. Gann Monograph 
on Cancer Research 11:89, 1971. 

10. Okabe, H.: Growth of Early Gastric Cancer. Clinical Study of Growth and 
Invasion Patterns of Early Gastric Cancer: Its Position in the Natural 
History of Gastric Cancer. Gann Monograph on Cancer Research 11;78, 1971. 

11. Berg, J. W.: Histological Aspects of the Relation Between Gastric 
Adenomatous Polyps and Gastric Cancer. Cancer 11:1149-1155, 1958. 

12. Fingertz, N.: The Pathology of Gastric Cancer and Its Relationship to 
Gastritis, Polyps and Ulcer. Acta Unio Internat. Contra Cancrum 17:289-
295,, 1961. 

13. Ming, Si-Chung and Goldman, H.: Gastric Polyps- A Histogenetic Classi
fication. and Its Relation to Carcinoma. Cancer 18:721-726, 1965. 

14. Sirtori, C.: Ultrastructure of Human Gastric Polyps and Cancers in 
Relation to Carcinoembryonic Antigens and the So-Called Gastric Clear 
Cells. Abstract. Year Book of Cancer p. 265, 1973. 

15. Stalsberg, H. and Taksdal, S.: Stomach Cancer Following Gastric Surgery 
for Benign Conditions. 'Lancet 2:1171-1175, 1971. 

16. Taksda1, S. and Stalsberg, H.: Histology of Gastric Carcinoma Occurring 
after Gastric Surgery for Benign Conditions. Cancer 32:162-166, 1973. 

17. Kennedy, B. J.: INM Classification for Stomach Cancer. Cancer 26:971-
983, 1970. 



) 

') 

) 

(20) 

18. Graham, S. et al: Alimentary Factors in the Epidemiology of Gastric 
Cancer. Cancer 30:927-938, 1972. 

19. Steiner, P.: Etiologic Complications of the Racial Incidence of 
Gastric Cancer. J. Nat'l Cancer Inst. 10:429-437, 1949. 

20. El~ter, K.: Classification of Gastric Polyps. Endoscopy 6:44-47, 
February 1974 . 

21. Sakita, T, et al: Observations on the Healing of Ulcerations in Early 
Gastric Cancer. The Life Cycle of the Malignant Ulcer. Gastroentero
logy 60:835-844, 1971 

22 • . Jarvi, D. and Lauren, P.: On the Role of Heterotopias of the Intestinal 
Epithelium in the Pathogenesis of Gastric Cancer. Acta. Path. Microbial. 
Scand. 29:26-44, 1951. 

23. Matsuda, Hitoshi, Hodgkin, Norman M., and Tanaka, Akira: Japanese 
Gastric Cancer. Arch. Path. 97:366-368, June 1974. 

24. Murakami, Tadashige: Pathomorphological Diagnosis. Definition and 
Gross Classification of Early Gast"ric Cancer.; GANN Monograph on Cancer 
Research 11:53-55, 1971 

25. Mochizuki, Takanori: Method For Histopathological Examination of Early · 
Gastric Cancer. GANN Monograph on Cancer Research 11:57-65, 1971. 



) 

) 

(21) 

HISTOLOGICAL CLASSIFICATION OF GASTRIC TUMORS 

I. Epithelial Tumors 

A. Benign 

1. Adenoma 

a. papillary (villous) 
b. tubular 
c. papillotubular 

B. Malignant 

1. Adenocarcinoma * 
a. papillary 
b. tubular 
c. mucinous 
d. signet ring cell carcinoma 

2., Adenosquamous carcinoma 

3. Squamous cell carcinoma 

4. Undifferentiated carcinoma 

5. Unclassified carcinoma 

II. Carcinoid Tumors 

III. Non-epithelial Tumors 

A. Smooth muscle tumors 

1. Leiomyoma 

2. Leiomyoblastoma 

3. Leiomyosarcoma 

B. Others 

* For classification of carcinomas into uintestinal" and "diffuseu types~ 
see page 14. 
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DECEMBER 1974 - CASE NO. 3 

ACCESSION NO. 20464 

MODERATOR'S DIAGNOSIS: PSEUDOPOLYPOSIS, STOMACH, ACQUIRED, CYSTIC 

CLINICAL ABSTRACT: 

This 44 year old Caucasian male presented in September 1973 with a 2 
months' history of epigastric pain relieved by meals. 

MlCROSCOP!C DESCRIPTION: 

Beneath a slightly widened mucosa. and extending downward between bundles 
of fhe muscularis mucosae are benign glandular structures,some of which are 
greatly dilated and cystic. Not infrequently their supporting stroma 
contains smooth muscle eells. These glandular masses impinge upon but do not 
invade the muscularis propria. Note: In view of the presumption that a 
lesion of this type did not exist or was not apparent in 1951 at the time of 
the 80% gastric resection with a Billroth II reconstruction, it would. seem 
unlikely that the present lesion is "hamartomatous. t• 

DISCUSSION: 

Menetrier (1888) according to Kenny, Dockerty, and Waugh described two 
types of glandular hypertrophy of the gastric mucosa. The diffuse type he . 
called "polyad~nomes en nappe" and the other as, "polyad~nomes polypeux. "' The 
first type is ua confluency of many adenomas that are flat" and the second 
type means "many. adenomas in the shape of polyps,." The latter are numerous 
discrete polypoid epithelial lesions, with independent attachment. The inter
vening uninvolved ,mucosa is usually normal. The rren nappe11 type may invo,lve 
a localized area of the mucosa of the stomach or a large area usually the. 
entire fundus, with the greater curvature being the most common site of 
either the localized or large area involvement type. The submucosa is not 
involved. One of the outstanding histological alterations in giant rugal 
hyp~rtrophy is a loss or diminution of the parietal cell mass. However, free 
HCl is usually present. 

In the case today the mucosal · surface was stated to be utmremarkable" 
until sections were made when ninnumerable cystic spaces" above the muscularis 
propria were revealed. In reviewing the case it is apparent that the resident 
who processed the specimen might have been unfamiliar with this type of lesion. 
The appearance of the stomach when seen by others was that of markedly hyper
trophied gastric mucosal.rugae. 



't 

) 

) 

, ) 

) 

' 

) 

(24) 

This patient had a subtotal gastrectomy for "ulcer" disease in 1951 when 
a Billroth II surgical procedure was performed. Twenty two (22) years later 
he has had a gastric resection with a Billroth I. It is not known what his 
pathology was in 1951 but on this occasion he has developed in the remaining 
stomach multiple polypoid lesions. They differ from a gastric adenoma in 
that they do involve the subm~cosa. How this can be differentiated from the 
11polyadt!nomea polypeux" I cannot say. However, Griffel et al have described 
such a lesion as ours in a patient who had had a gastroenteric anastomosis 
26 years previously. His description and photographs are stmilar to our case. 
They do not mention Menetrier•s disease as a differential diagnosis. However, 
they do propose the possibility of the lesion arising in a prolapsed gastric 
mucosa with subsequent proliferative and cystic changes. In any event their 
case was the first multiple form to be reported in a patient with a gastro
intestinal stoma. One other case of a solitary type had previously been 
reported by Littles and Gleiberman (quoted in Refer~nce 3). 
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Gastric Mucosa. Cancer 7: No. 4, July 1954. 

2. Dockerty, M. B.: Addenda- Case 8, California Tumor Tissue Registry Slide 
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DECEMBER 1974 - CASE NO. 4 

ACCESSION NO, 20894 

MODERATOR'S DIAGNOSIS: HYPERPLASIA, LYMPHOID TISSUE', STOMACH, INTRAHUCOSAL 
(PSEUDOLYMPHOMA) 

CLINICAL ABSTRACT: 

This 70 year old Caucasian male presented with a two year history of 
duodenal ulcer disease. An upper G. I. series revealed a markedly deformed 
gastric antrum and gastric outlet but no obstruction. An upper G. I. series 
two years earlier had revealed deformity of the gastric antrum and atrophic 
mucosa. An antrectomy with a Billroth II anastomosis and a vagotomy were 
performed. 

MICROSCOPIC DESCRIPTION: 

Uniformly widening the mucosa is a marked hyperplasia of lymphoid tissue. 
It is adult in type and shows no atypia. Except for a very occasional 
follicle it is sharply circumscribed by the muscularis mucosav . Mucosal 
glands are greatly reduced in number., are shortened, widely separated from 
one another and frequently distorted by the prominent degree of lymphoid 
hyperplasia present. Continuity of the mucosa is interrupted in one area 
by superficial ulceration. The submucosa is loosely cellular and, except 
for one follicle contiguous to the muscularis mucosa, is strikingly free 
of lymphoid infiltrate. Likewise the muscularis propria is free except for 
two tiny perivascular aggregates and a slightly larger area1 about a plexus 
of Meissner. The latter contains an occasional eosinophilic leukocyte. 

DISCUSS ION: 

The lymphoid lesions of the stomach account for probably 25% of the 
clinically apparent mesenchymal tumors of the stomach. They are reported 
anywhere from 1 to 5% of all gastric neoplasms. How many of these are 
regarded as true localized malignant lymphomas vs. pseudolymphomas is not 
known. 

The lesion may be diffuse or localized and can be polypoid with 
infiltration by a mixture of lymphocytes, histiocytes and plasma cells in 
the mucosa and submucosa. Lymphoid follicles with germinal centers are 
typically present. There may be associated ulceration and fibrosis. 
Absence of atypia of the lymphoid cells and presence of well defined 
follicles indicate the . benign reactive nature of the lesion. Lymph nodes 
show a benign pattern. In general, the malignant lymphomas and pseudo
lymphomas can only be diagnosed by a careful microscopic study of adequate 
tissue. The anatomical extent of the disease may be similar in the two 
conditions~ . 



l 

) 
., 

) 

, ) 

) 

) 

, 

) 

) 

) 

It is well 
or radiographic 
Neither can the 
be insufficient 

REFERENCES: 

(26) 

known that carcinoma of the stomach either on the clinical 
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DECEMBER 1974 - CASE NO. 5 

ACCESSION NO. 20312 

MODERATOR'S DIAGNOSIS: LYMPHOSARCOMA~ STOMACHt HISTIOCYTIC TYPE, 

CLINICAL ABSTRACT: 

This 78 year old Caucasian female presented with a 2 weeks' history of 
dizzinesst weakness and epigastric pain. A rectal examination. revealed 
dark stool which was positive for occult blood. An upper G. I. series 
revealed a 7 x 6 em. ulcer in the posterior wall of the stomach in the 
prepyloric and antral areas with a thi Ck collar of irregular tissue. A 
blood count revealed 6, 400 white cells with a normal differential. A serum 
protein electrophoresis was normal. A gastric resection was performed. The 
surgeon reported that all other abdominal organs appeared normal. 

MICROSCOPIC DESCRIPTION: 

The submucosa is markedly thickened by a fairly monotonous sheet of 
lymphocytes. The mucosa is ulcerated but there is very scant infiltration 
of adjacent lamina propria. There are no follicular centers present. It is 
composed of large lymphocytes, a few histiocytes, no• plasma cells or other 
recognizable cells. The lymphocytic nuclei are large, pale with prominent 
chromatin clumps and frequent nucleol i. The presence of two nucleoli 
attached to the nuclear membrane indicates that these cell s may be immune
blasts. Mitotic figures are particularly striking and unusual in lymphomas. 
There is abundant acidophilic stroma. The reticulum stain shows a moderate 
amount of supporting network around some elements. 

DISCUSSION: 

Extranodal lymphomas that occur in the stomach are usually either a 
lymphosarcoma, a reticulum cell sarcoma or Hodgkin's disease. The latter is 
rare at this site as is giant follicular lymphoma. It is conceded that the 
terminology is undergoing a seemingly constant change ·as more knowledge is 
gained from studies of the immune system. The distinction between poorly 
differentiated histiocytic lymphomas and undifferentiated carcinomas may on 
occasion be most difficult as was: the case in our present seminar (Case #12). 
Freeman, Berg and Cutler reported the End Results Group of Cancer Registries 
in the years 1950 - 1964. There were 1467 Caucasian patients with lymphomas 
excluding Hodgkin's disease. They separated this group into localized (633) 
and regional (834) defining the regional as 11pat:ients with regional lymph 
nodes or neighboring organs, or tissues .•••••••• • but also included 
the group of patients with an unknown extent of diseases (188). Three hundred · 
and forty six (346) of the extranodal lymphomas occurred in the stomach which 
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was the most common site in this series. Thirty seven percent (37%) were 
localized. Forty one percent (41%) were diagnosed as lymphosarcomas~ and 48% 
as reticulum cell sarcomas while 11% were listed as others." This latter 
group was not further defined. 

The relative survival rates for 346 gastric lymphomas for 5 and 10 years 
were 39% and 32%. If localized the 5-year survival rate was 59% compared to 
27% for those with regional node involvement. In this study~ unlike some of 
those reviewed from the literature, late recurrences were uncommon. The 
lymphosarcomas had a 15% better 5-year survival than reticulum cell sarcoma 
(45% vs. 30%), and women had a better 5-year survival than men (46% vs. 33%). 
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DECEMBER 1974 - CASE NO. 6 

ACCESSION NO, 20883 

MODERATOR'S DIAGNOSIS: CARCIN(l.{A, STOMACH, DIFFUSE, SUPERFICIAL SPREADING 
TYPE 

CLINICAL ABSTRACT: 

This 39 year old diabetic Mexican-American presented with a 40 pound 
weight loss, 2 months of post prandial epigastric pain, 1 month of epigastric 
pain at night and two weeks of black stools. Fiberoptic gastroscopy revealed 
massively accentuated rugal folds which extended from the cardia to the end 
of the body of the stomach. Numerous exophytic masses bulged fran the mucosa. 
No ulcers were seen. An 80% gastrectomy was performed. Tumor implants were 
present on the peritoneal surfaces as well as in lymph nodes along the lesser 
curvature and in the celiac region. 

MICROSCOPIC DESCRIPTION: 

Diffusely infiltrating the mucosal stroma is a cellular neoplasm consist
ing of closely grouped solid strands of rather small rounded to polygonal 
epithel ial tumor cells. Superficially, some of the cells are larger., possess 
cytoplasmic mucus and occasionally show the. configuration of signet-ring- · 
cell type. Permeation of lymphatics in the submucosa. and muscularis propria 
is. prominent, many of the spaces being greatly dilated, Again, the tumor 
shows l:ittle if any tendency toward! glandular arrangements , Scattered small 
irregular groups of lymphocytes, p·lasma cells and eosinophilic V:i!ukocytes 
infiltrate the stroma in variable proportions. Although a few mucosal 
remnants show foci of in~estinal type metaplasia, I believe this is a gastric 
tumor of diffuse type. 

DISCUSSION: 

Because most carcinomas are adenocarcinomas they .have been variou~ly 
described as papillary, tubular, mucinous or signet-ring-cell carcinoma5 
(mucocellular). They may have varying degrees of combination of the above 
types and some such as the signet•ring-ce·ll type has predominantly indivi
dual cells with a prominent amount of mucin. They are of three ma!n cell 
types: 1) A cell with intracytoplasmic cyst filled with acid mucin accounting 
for the classic signet-ring-cell; 2) Goblet cell, whose cytoplasm is distended 
with secretory granules of acid mucin and 3) A cell with eccentric nucleus 
whose cytoplasm has eosinophilic granules containing neutral mucin. These 
three types are often seen together in varying numbers in the same carcinoma 
but many appear independently. This carcinoma tends to infiltrate diffusely 
with the production of fibrocytes particularly becoming "scirrhous" when 
there is minimal mucin production. The eo-called "leather bottle 11 or "linitis 
plastica" form · of gastric carcinoma corresponds to this type of tumor. The 
entire stomach is involved. Signet-ring-cell carcinoma is synonymous with 
the term mucocellulare carcinoma. 
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The Japanese believe that the first characteristic feature of stomach 
cancer infiltrating the mucosa is the lack of stromal reaction and secondly 
it can be divided into two histol ogical extremes: 1) Adenocarcinoma muco
cellulare in which the cells assume a trabecul ar ~ microtubular pattern 
and usually with a signet ring-cel l component; 2) Adenocarcinoma tubular in 
which distinct glandular ducts are formed - in other words a diffuse t;y;pe 
and an· intestinal t;y;pe. The majority of. carcinomas can be so sub-divided into 
diffuse and intestinal types: However, there is a gray zone where a few 
cannot be· so classified. These are placed in an indeterminate group. This 
group included carcinomas with mixtures of intestinal and diffuse character
istics and have a solid growth component. 

INTESTINAL ~·,t• ll::il:l 

Tubule s Well developed Poorly developed 

Mucus. + + 
. 

Pattern Welll demarcated margin Poorly demarcated margin 
Compact Dispersed 

Paneth r s1 cells and argentaffin cells as well as interstitial mucus may 
be present in both intestinal and diffuse types. 

The importance as to whether an adenocarcinoma is of the diffuse or 
intestinal type is that in the latter the carcinoma is usually well demarcated. 

One can further characterize these adenocarcinomas by their growth 
pattern: "Solid" - in this form the cells are usuall ly single,, closely packed 
and have a "pushing" border. They often stain blue with the he~toxylin and 
eosin stain and may be difficult or impossible to differentiate from some 
histiocytic lymphomas. Steiner called these the ''blue tumors" and held that 
because of their circumscription, their prognosis was much better than other 
types of stomach carcinomas. "Intra-mucosalu - the Japanese as pointed out in 
the introduction define what many call in-situ carcinoma as 11intramucosal. 11 

This category is limited to the mucosa and is above the muscularis mucosa. 
This is truly an infiltrating carcinoma as it has broken out of the tubules . 
and diffusely involves the mucosa. The histology can be any type and grossly 
conform to type 1-l i, page 13. 

Scirrhous: Here the carcinoma -cells are. few; the productive fibrosis 
prominent. It may take AMP or PAS with diastase d"i.gestion to identify the 
tumor cells. 
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Superficial Spreading: This is an extension of intramucosal carcinoma 
with greater lateral spread and may superficially involve the submucosa. 

In-Situ Carcinoma: This is an exceedingly rare category of gastric 
cancer where the malignant cells are confined to the glands, having not 
infiltrated the lamina propria. 

Occasional one sees an adenosquamous carcinoma, pure squamous carcinoma 
or an unclassifiable carcinoma. 

REFERENCES: 

See those following Introduction to Tumors of the Stomach. 
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DECEMBER 1974 R CASE NO. 7 

ACCESSION NO. 20824 

MOBERATOR 'S DIAGNOSIS: CARCINOID TUMOR, ST<l1ACH 

CLINICAL ABSTRACT: 

This 58 year old Caucasian male p:resented with upper G. I. hemorrhage 
and a four day history of nausea, bloody vomitus, retrosternal discomfort 
and tarry stools. The symptoms were unrelated to eating. He had been a 
known diabetic for two years. Gastroscopic examination on the day of~adm~asion 
revealed a solitary large polypoid lesion in the gastric antrum. A polypec
tomy was performed via a 6 em. longitudinal incision in the anterior wall of 
the stomach •. All othet: abdominal viscera appeared normal. 

MICROSCOPIC DESCRIPTION: 

A fairly well circumscribed but nonencapsulated tumor is situated predomi
nantly in the submucosa. Along one area, however, it is intramucosal with 
only the superficial epithelial layer remaining. (The sectiOn. having been 
taken at right angle to the longitudinal plane of the polypoid mass, it is 
not possible to judge possible involvement of the muscularis propria). 

Comprising most of the tumor are small cells with uniform round nuclei 
waich are arranged in closely packed cords and solid masses between which 
the strema is delicate and scant. Some clusters show peripheral palisading. 
Very occasionally acinar arrangements and rosettes are observed. In other 
areas there are tall columnar cells arranged in closely packed whOrls that 
resemble some. configurations seen in islet cell ttmors. Mitosis is rare. 
Medium sized scattered spaces containing red blood corpuscles are bounded 
by tumor cellS'. 

Although the. few groupings resemble pancreatic islet cells, it does. not 
convince me that this is a mixed carcinoid-islet cell .tumor as described by 
Weichert et al (1971). Special stains by Fontana and Bodian techniques were 
negative for the argentaffin and argyrophilic granules. E~ studies for 
granules of delta. cell type such as are found in cells of the normal Islets 
of Langerhans would help in determining whether this is a mixture of carcinoid 
and islet cell tumor. 

DISCUSSION; 

Carcinoid tumors in the stomach are ~are and arise from enterochromaffin 
cells. They form 0.02% of gastric tumors and 2 to 33% of gastrointestinal 
carcinoids (1,2,3). Most cases are discovered in adults over 50 years but 
there is one reported in a 15 year old patient. These tumors are usually 
small, single, circumscribed and not ulcerated. Multiple carcinoid tumors 
have been reported (6 of 90 cases in one review). 
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By routin~ light microscopy, the gastric carcinoid resembles those in 
the intestine ~1 >. The tumor cells are round or polygonal and form solid 
nests: or trabeculae. In the field showing glandular formation the nuclei 
are at the base of the cellsQ The. degree of stroma is variable. Division 
into several categories (A,B,C,D,E) according to the formation of nests, 
trabeculae, and degree of differentiation was tabulated by Soga and Tazawa. 
Histo~hemical staining was used as a means to classify these tumors. Carci
noids in the foregut, midgut, and hindgut have fairly distinctive histologic, 
histochemical, biochemical, ultrastructural and clinical patterns. Gastric 
carcinoids tend to have a trabecular pattern rather than solid nests. They 
are argyrophilic (30%) or nonreactive (70%) and are not usually argentaffinic 
(i.e., they cannot reduce silver without adding a reducing agent). Also, the 
uniformly, round, variably dense, secretory granules' contain a precursor of 
serotonin. The clinical pattern of the flushing and pallor is seen in some 
patients with carcinoids in the foregut but not those loc~ted in the hindgut. 
Recent evidence indicated that vasoactive peptides such as bradykinin rather 
than serotonin alone are responsible for the carcinoid syndrome. 

Despite the typical histologic featuresr described, some cases are 
difficult to classify and seem to be composed of carcinoid and adenocarci
noma (5) ~ In the duodenum, an islet cell-carcinoid admixture may be found 
(6). 

The biologic behavior of the carcinoid tumor has been a controversial 
subject. For a long period of time it was considered benign. Pearson and 
Fitzgerald (1949) reported a series of metastasizing carcinoids. Hajdu et 
al proposed a simplified classification that allowed separation of carcinoid 
tumors likely to metastasize. A carcinoid associated with metastasis was 
deeply invasive and extended more than halfway through the wall of the organ 
involved or was larger than 2.5 em. in diameter. In the cases reviewed by 
~j~u~ only one appendiceal carcinoid was deeply invasive whereas 5/10 of 
gastric carcinoids were deeply invasive. The anatomic distribution of 4 
cases of metastatic gastric carcinoids was liver (2), regional lymph nodes 
(1), and bone (1). In general., if the primary tumor was invasive, 85% of 
them metastasized and 65% of the patients died of the disease. 

The most common clinical manifestations of the gastrointestinal 
carcinoids included diarrhea, abdominal pain and bleeding. Treatment accord
ing to Hajdu is determined by the size of the tumor and extent of invasion. 
Wide local excision of smaU superficially invasive carcinoids is sa.fe· and 
adequate, · and radical surgery is preferred for deeply invasive tumors. It 
will be of interest to follow this seminar case because the tumor was more 
than 2.5 em. in diameter which indicates its potential biologic behavior; 
however, tgY. tumor was a polyp and few polypoid carcinoids have been 
reported 
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DECEMBER 1974 - CASE NO. 8 

ACCESSION NO. 20690 

MODERATOR'S DIAGNOSIS: BIZARRE ATYPICAL LEIOMYOBLASTOMA, STOMACH 

CLINICA~ ABSTRACT: 

This 57 year old Caucasian male presented with a three months' history 
of a feeling uf fullness in the upper abdomen as well as considerable epi
gastric pain at nights which was relieved to some extent by antacids. Phy
sical examination revealed a large mass1 in the midline of the upper abdomen. 
An upper G. I. series revealed no mucosal abnormalities although there was 
some 11fixation" of the lesser curvature. Ultrasound examination revealed a 
large cystic mass which corresponded to the palpable tumor. An exploratory 
laparotomy was performed. 

MICROSCOPIC DESCRIPTION: 

A nonencapsulated but circumscribed pseudolobulated tumor situated in 
the muscularis propria with slight extension into the submucosa. Predomi
nantly comprising the tumor are rounded to polygonal cells of medium size 
with a finely granular abundant cytoplasm. About many of the nuclei clear 
cytoplasmic spaces are evident. In the submucosa the cells become enlangated 
and a few possess slender oval nuclei with, blunt ends , No myofibrillae are 
identified in the H & E stained cells. The tumor is quite vascular with 
many .narrow vascular spaces lined by endothelium and filled with red blood 
cells. Mitosis is extremely infrequent . 

DISCUSSION: 

Bizarre leiomyoblastoma was the name proposed in 1962 by Arthur Purdy 
Stout in his review of 69 cases o£ this distinctive smooth muscle tumor (1): 
This name was chosen because the histologic pattern is bizarre for smooth 
muscle cells and the tumor should be separated from the conventional leiomyoma 
and leiomyosarcoma. Pathologists have confused these · tumors with lei.ornyo
sarcoma, liposarcoma, fibrosarcoma, lipoma and hemangioendothelioma~ In fact, 
Stout. found 108 different names applied to the leiomyoblastorna. Two ,¥ears 
earlier, Martin reported the histologic criteria confirmed by Stout ~). 
These criteria are: (1) rounded cells with cytoplasm that is frequently 
eosinophilic and with central or eccentric nuclei; (2) prominent perinuclear 
clear spaces that do· not stain for fat or mucin.. Some areas in the tumor 
contain more typical smooth muscle cells with elongated nuclei, thus 
indicating the probable cell of origin. 
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The perinuclear haloes may be a fixation artefact because rapid fixation 
(in glutaraldehyde), rapid frozen sect:l!.on~ and ultrastructural studies fail 
to show these clear spaces., In tissue that is allowed to fix "routinelyn 
and slowly, the haloes are more apparent (3,4). 

The histologic differential diagnoses is aided by special stains to 
distinguish these tumors from adenocarcinomas. These .also have mucosal 
involvement whereas the leiomyoblastoma usually does not. Unfortunately 
as pointed out by Cornog, some fields of leiomyoma and leiomyosarcoma will 
show vacuolated round (epithelioid) cells. And similarly, leiomyoblastoma 
may have fields SUnilar to leiomyoma and leiomyosarcoma. The ultrastructural 
studies indicate that these rounded cells and the transition forms are 
smooth muscle cells with varying degrees of differentiation (4,5). However, 
it is uncertain whether these arise from the smooth muscle of the intestinal 
wall or blood vessels. 

The gross features of the tumor are variable. The size range is from 
0.5 em. to more than 35 em. in diameter. Some are solid whereas others 
are cystic, hemorrhagic, and may be ulcerated. TWo reported cases were 
multicentric. If less than 10 em. diameter they are usually located intra
morally (6) • 

The sex distribution slightly favors1 men and the majority of tumors are 
found in adults over 40 years of age. The clinical presentation of gastric 
leiomyoblastoma include: (6) 

(1) Bleeding 8 
(2) Mass 4 
(3) G. I. upset 3 
(4) Epigastric pain J 

In the series by Lavin et al, the tumors associated with symptoms 
for more than 3 years were fatal in all 4 patients. One very large tumor 
produced a hemoperitoneum (3: liters) (7). The biologic behavior is difficult 
to predict. Metastases were found in peritoneum and omentum (10), liver 
(8), and lungs (3). Mitotic, counts are suggested for predicting the 
prognosis. Stout had two examples with metastases and both had high mitotic 
counts, (13 and 19 per 50 HPF). Smithwick reported a case with 41 mitoses 
per 50 HPF and no metastases were found at autopsy. Usually very few to 
no mitoses were noted (1)., Prognostic factors listed by Lavin and Hajdu are: 

Feature 
Gastric tumor 
Extragastric tumor 
Symptoms > 6 months 
Size> 10 em. 
Metastasis 
Mitosis ( ) 1 HPF) 

Died 
38% ' 
55% 
69% 
80% 
95% 
31% 
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Leiomyoblastoma was originally considered to have a relatively good 
prognosis,, the early reports showing 80% survival ~5 year) after removal of 
the tumor. As longer periods of follow-up have been available, survival rates 
are down to 62%, indicative of generally poorer prognosis for this group of 
tumors. 

L~iomyoblastomas have been found in extragastric locations. These sites 
include~ Neck (1), esophagus (1), duodenum (1), jejunum (2), ileum (2)~ 
colon (2), rectum (1), retroperitoneum (1), uterus (6) ,, and vulva (1) (6J. 
Case 10 in this seminar series was considered a leiomyosarcoma at first and 
upon review as a duodenal 1eiomyoblastoma. Treatment of these tumors are 
surgical. 
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DECEMuER 1974 - CASE NO. 9 

ACCESSION NO. 20567 

MODERATOR'S DIAGNOSIS: GLCMANGIOMA, STOMACH 

CLINICAL ABSTRACT: 

This 60 year old Caucasian male presented with congestive heart failure 
due to arteriosclerotic and rheumatic heart disease. Because his admitting 
blood count revealed a hypochromic, microcytic anemia, studies were done to 
determine the etiol~gy. A barium enema showed a large obstructing lesion of 
the upper sigmoid colon. An upper G~. I. series showed a mass' impressing the 
lesser curvature of the stomach. The obstructing lesion of the colon was 
resected via a partial colectomy. An incidental tumor of the stomach wall 
measuring up to 3 em. in greatest d~ension was also resected. It was 
partially within the muscle wall, and also partially external, to it, was a 
fairly well circumscribed nodule which measured 3 x 2.5 x 2.2 em. Upon 
"bisection the ttllllor was lobular and tan-yellow with focal hemorrhage and 
occasional fibrous' bands. The lesion elevated the mucosa but did not 
penetrate it. The mucosa slid relatively easily over the tumor. 

MICROSCOPIC DESCRIPTION: 

Scatte~ed endothelial-lined spaces of various size and configurations 
are quite widely separated fran one another in an irregular honeycombed 
pattern by solid strands and 11sheets 11 of rounded to polygonal cells of 
uniform staining characteristics. These occasionally show a paranuclear 
clear space. Mitosis is not observed. These cells are characteristic of 
the glomus tumors classically found beneath finger nails and other sites. 
Nonmyelinated nerve fibers - rich in such tumors - are not demonstrable in 
the absence of special stains. Of interest is the fact that most finger 
nail bed tumors occur in females, those in other sites are more common in 
males, such as in this case. 

DISCDSSION: 

Glomus tumors have been described in many locations since their firstand 
reported location in the subcutaneous tissue. Historically according to 
Mullis, Wood et al (1812) first described painful subcutaneous nodules 
which Grosser (1902) related to normal glomus. Masson (1924) traced the 
glomus tumor origin and its histologic appearance to the glomus body. 
Popoff (1934) delineated the classic glomu~J untt· The glomus tmn.or is un
common and their distribution diversified t5,8 • Its nature remained 
obscure until Murray and Stout (1942) using a tissue culture technique iden
tified the cell of origin of the glomus tumor as the pericyte has been shown 



l 

l 

l 

) 

) ) 

) 

) 

) 

(39) 

to be present in many parts of the body. Murray and Stout named the glomus 
tumor "hemangiopericytoma. 11 This name did not win many friends. However, 
he later did apply it to another soft tissue tumor which added to his many 
firsts. Because of the multip,licity of the structural components of the tumor 
of the neuromyoarterial forms some prefer to call the lesion a hamartoma. 

One wonders where this glomus tumor of the stomach hid for it was not 
well described until Kay, et a1 (including Stout) reported three instances of 
glomus tumors involving the stomach in 1951. By 1969 Appelman and Helwig 
reviewed 29 cases recorded in the literature but failed to add a case report 

· of Fieber and Schafer, and another by Weitzner making a total of 31. The 
ages ranged from 29' to 89 years if Fieber and Schafer's case is. included, 
There were 19 males and 11 females. Again their males to females do not 
compare with Fieber and Schafer's review. The symptoms ranged from none to 
low grade nausea and vomiting, pain of ulcerJ gastric obstruction or ulcera
tion with seven instances of massive gastrointestinal bleeding. In two of 
Fieber and Schafer's patients the tumor became palpable due to hemorrhage and 
constipation. Anemia was present, the result of bleeding. All. other clinical 
laboratory findings were unremarkable. Radiographically (3) in 16 of these 
patients there was· a "gastric tumoru in 14~ a duodenal ulcer in 1, and normal 
findings were suggested in 1. Mullis e.t al added a case who presented with 
massive gastrointestinal bleeding. It was 4 em. in size and in the distal 
stomach. ' 

The glo1111s tumors have always been thought of as a benign lesion. How
ever, there are reports that came to light while preparing this addenda. One 
appeared in the British Medical Journal in a letter to the editor. It appears 
to be from the photomicrograph a true glomus tumor. This was on the dorsum of 
the foot and the patient died with numerous metastases. In this letter other 
cases are cited (b). Another reference in German was reported to be a malig
nant glomus tumor of the stomach (7). 

Surgical Findings: The tumors had a predilection for the antrum or 
pylorus (distal stomach). A few were in the fundus. The curvatures and walls 
were probably equally involved. 

Gross Pathology: The majority of the tumors were described as soft, 
rubbery~gray-brown, slightly lobular, pseudoencapsulated and mobile. They 
varied in size from 1 - 4 em. in greatest diameter, and about equally sub
mucosa but many extended into muscle. The mucosa was ulcerated or 11eroded" in 
four of the tumors. In a case submitted to the Registry by Livia Ross the 
tumor was very vascular and grossly hemorrhagic in appearance. 

Microscopic: Masson's original four basic types of ,glomus tumor 
described in the subcutaneous tissue are: 1) epithelioid, 2) angiomatous, 
3) neuromatous and 4) degenerative. They most often appear surrounded by . a 
compressed fibrous wall, but some are infiltrative and not localized. In the 
stomach there is usually a combination of the above types • 
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TUMORS OF THE SMALL INTESTT~ 

INTRODUCTION 

Although the small bowel is 75% of the length and has over 90% of the 
mucosa~. surface area of the gastrointestinal tract it harbors only 5% of 
all primary gastrointestinal neoplasms(l}. Some 5% of' its tumors are 
metastatic. In general, 40%. qj the small intestine primary tumors are 
benign and 60% are malignant~>. The malignant tumors are slightly more 
conmon in men than in women and the peak age incidence is in the fifth to 
sixth decade (2). Unfortunately, clinical recognition and expeditious 
treatment is uncommon because of the vague and nonspecific symptoms these 
tumors produce. Ninety percent of the, malignant tumors of the small intestine 
are symptomatic and 75% of symptomatic. small intestine tumors are malignant (2 ). 
Regardless of histological type, the symptoms are similar. Intermittent 
periumbilical or epigastric paint intestinal bleeding~, and bowel obstruction 
are the most common symptoms. A palpable abdominal mass is found in 40% 
of malignant tumors and this finding in a symptomatic patienf indicates a 
malignant neoplasm (2). Interestingly, intussusception is more common with 
benign than with malignant tumor. 

The histologic tyEes of the benign and .malignant tumors found by Weibel 
et al are shown below (3). Also listed are the morphologic types listed in 
the autopsy files at LAC-USC Medical Center (1949-1969). 

TABLE 
Craig, J. R. 

BENIGN Weibel,_ L. et al (Unpublished) 

Adenomatous polyps 23 62 

Leiomyoma a 18 72 

Neurofibromas 7 0 

Lipomas 3 58 

Fibromas 3 0 

Hemangiomas ? 74 

MALIGNANT 

Adenocarcinoma 51· * 
Carcinoid (without metastasis.) 9 148 
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Craig, J. R. 
MALIGNANT (Cont.) Weibel, L. et al ~unpublished) 

Carcinoid (with metastasis) 8 16 

Leiomyosarcoma 12 12 

Reticulum cell sarcoma 'l 5 

~ymphocytic lymphosarcoma 16 3 

Sarcoma (other) 3 2 

*The small bowel adenocarcinomas were coded in many locations and time did 
not permit accurate retrieval. 

REFERENCES : 

1. Silberman, Howard, Crichlow, Robert W., Caplan, HowardS,: Neoplasms 
of the Small Bowel. Ann. Surg. 180:157-161, 1974. 

2. Kyriakos, Michael: Malignant Tumors of the Small Intestine. JAMA, 229: 
700-702, 1974. 

3. Weibel, Laurel A., Joergenson, E. J. and Keasbey, Louisa E.: A Clinical 
Study of Small Bowel Tumors. Amer. J. of Gastro 21:466-477, 1954. 

4. Craig, J. R.: Morphologic Types, Autopsy Retrieval, Period 1949~1969, 
Los Angeles County - University Southern California Medical Center, 1974. 



) 

) 

) 

) 

(43) 

DECEMBER 1974 - CASE NO. 10 

ACCESSION NO. 14922 

MODERATOR'S DIAGNOSIS: LEIOMYOBLASTOMA~ DUODENUM (WITH COEXISTENT MYASTHENIA 
GRAVIS) 

CLINICAL ABSTRACT: 

This 45 year old Negro female was admitted to the hospital in March 
1966 with ~ six months' history of weakness and dizziness, Four days prior 
to admission she had been admitted to another hospital in an unconscious 
state. A complete blood count revealed a hemoglobin level of 2.5 gms. She 
was transfused with 5 units of blood but left the hospital against the advice 
of her physician as soon as she was feeling better. Later upon her return an 
upper G, I. and angiogram revealed a tumor in the 2nd and 3rd portions of the 
duod~num in pancreatic head. The distal stomach, the head of the pancreas 
and 16 em, of duodenum was resected. 

MICROSCOPIC DESCRIPTION: 

Arising in the outer portion of the muscularis propria is a circumscribed 
but nonencapsulated tumor with many of the histologic features noted in the 
tumor of the stomach (Case 8) with more areas consisting of elongated cells 
with oval nuclei and blunt ends. The tumor cells are quite uniform in size 
and in some areas tend to occur in interwoven bundles. An occasional nucleus 
is hyperchromatic. Mitosis is rare. Slight palisading of nuclei is focal. 
Endothelial-lined vascular spaces are obscured by contiguous tumor. Some 
spaces contain red blood corpuscles and in places irregular extravasations 
into the tumor are noted. Longitudinal myofibrillae are not identified. Again, 
we are faced with the problem as to whether we are dealing with a benign or 
malignant smooth muscle tumor. I cannot exclude the possibility of it being 
malignant. 

DISCUSSION: 

Smooth muscle tumors are about evenly divided into malignant and benign 
types (1). Data on these tumors may be unreliable because of the difficulty 
in distinguishing morphologically the smooth muscle tumors from the tumors 
of nerve origin. These tumors may arise from either layer of the muscularis 
propria or even from the muscularis mucosa. The distribution of smooth muscle 
tumors reported by Golden and Stout in 1941 is shown in the table below: 

Site Number of Cases % 

Stomach 629 61.5 
Duodenum 51 5.0 
Jejunum, Ileum, Appendix ~7 19.0 
Colon 29 3.0 
Rectum 69 7.0 
Retroperitoneum 43 4.5 

1018 100.0 
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It is apparent that the frequency of smooth muscle tumors declines in 
relation to distance from the stomach. These tumors of the small bowel have 
four gross patterns: (1) extralUIIdnal (66%), (2) intramural (16%), (3) 
extramural (11%) and (4) intraluminal (8%). The e4traluminal tumors are the 
largest of· these tumors and the central portions may be necrotic and even 
cystic. The intraluminal tumors have a wide base and may cause intussuscep
tion. The extra-intraluminal growths have an "hour-glass" shape, and the 
intramural tumors are usually small (less than 1.0 em. diameter). The benign 
tumors tend to be larger than the malignant ones. However, some large histo
logically benign tumors are aggressive and thus it is important to study many 
sections of the tumor to search for malignant areas. 

In smooth muscle tumors, the mitotic activity seems to be the most 
reliable criterion of malignancy. Whether this numerical criterion used in 
smooth muscle tumors of the uterus is applicable to those tumors, in the small 
bowel remains to be established. Unfortunately, well differentiated tumors 
have been noted to metastasize and poorly differentiated tumors may remain 
localized • 

. The leiomyosarcomas metastasize via hematogenous invasion and conse
quently, the tumor metastases are seen in the liver rather than in lymph 
nodes. Metastases are usually late and generalized metastases are rare. 
Survival of 50% at 5 years has been reported (3). 

Recently three cases of leiomyosarcoma of the duodenum have been reported 
in patients with myasthenia gravis. The eldest patient (69 years) was hospi
talized for weight loss and had marked muscular weakness and easy fatigabilit~ 
The other two patients had symptoms and signs of myasthenia gravis following 
surgical resection for the tumor. Our Case 10 is the youngest of those so far 
reported (4). 
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DECEMBER 1974 ~ CASE NO. 11. 

ACCESSION NO. 20727 

MODERATOR 18 DIAGNOSIS: H.AMARTCMA, SMALL INTESTINE, PEUTZ-JEGHERS TYPE 

CLINICAL ABSTRACT: 

This 18 year old Caucasian female entered the hospital for an unrelated 
problem where an upper G. I. series revealed numerous polyps in the duodenum 
and jejunum. A barium enema revealed 2. polyps in the midsigmoid colon. Her 
past history included two• separate episodes of intussusception at 3 and 12 
years of age. She had an older brother and sister who were in good health. 
Her mother was reported to have intestinal polyposis. Physical examination 
revealed brownish pigmentation of and around the lips. 

MICROSCOPIC DESCRIPTION: 

Sections reveal a hamartoma of the typical Peutz-Jeghers type, composed 
of branching bands of smooth muscle, derived from the muscularis mucosa, 
covered by abundant glandular mucosa in which goblet cells are prominent. 
Although there is some glandular hyperplasia, no atypia or dysplasia of the 
epithelium is noted. Paneth cells are prominent in some of the glands. 

DISCUSSION: 

Three important features of the Peutz-Jeghers (:I?'J) syndrome are:. 
mucocutaneous melanin pigmentation~ hamartomatous intestinal polyposis, and 
autosomal dominant i~eritance. This condition is rare and Dozois et al 
found only 326 cases up to 1969. The melanin pigmentation is located around 
the orfices of the face that are usually not involved with freckles (2). 
The pigment is also seen in the buccal mucosa and on the fingers but not the 
tongue. The first clinical manifestation of intestinal. polyposis occurs 
duxing childhood and adolescence with attacks of recurrent colic due to 
intussusception or hemorrhage with subsequent anemia (3). The sex incidence 
is equal but the onset varies and not all of the features occu~ concurrently. 
Circumoral pigmentation may or may not always be present and polyps may occur· 
in either. Polyps may be absent in some patients with circ~~jal pigmentation. 
Polyps, however, usually are. subsequent to the pigmentation • 

The sites at which the hamartomatous polypoid lesions occur are, in order 
of decreasing frequency: jejunum, ileum, colon 1 rectum, stomach,duodenum and 
appendix (4). Grossly, the PJ' polypoid lesions appear as true adenoma. 
Microscopically, the presence of' normal muco~a on many filaments of muscularis 
mucosa indicate that the PJ lesion is a hamartoma. The mucosal covering is 
characteristic for the site of the lesions. Thus the small intestinal PJ 
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lesion has abundant goblet and Paneth cells and the gastric PJ lesion has 
peptic and chief cells. Interestingly, some glands may be located within the 
intestinal wall and may suggest invasion and possibly lead to an erroneous 
diagnosis of malignancy. Dozois. et al reviewed the literature in PJ syndrome 
and found 11 cases with carcinoma. The distributions of these carcinomatous 
PJ polypoid lesions were: stomach 4~ duodenum 3, colon and rect~ 3, ileum 1 
(1). Eight cases had metastases: (Thus a 2.4% carcinoma rate (S ). Reid 
found evidence 'for 14 cases of PJ polyp, a carcinomatous PJ polypoid lesion. 
The differential d:iagnosis of intestinal polypoid lesions includes: juvenile 
polyposi coli, familial polyposis coli, Gardner syndrome, Turcot syndrome~ 
multiple polyposis of the entire G. I. tract, solitary polypoid lesion. These 
conditions ~re discussed by Wennstrom et al. 

The treatment of the PJ lesion is surgical polypectomy. Some advise 
intestinal resection but in time considerable intestine may be removed as 
more hamartomas develop and later surgeries are required. 
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DECEM~ER 1974 - CASE NO. 12 

ACCESSION NO. 20904 

MODERATOR'S DIAGNOSIS : RETICULUM CELL SARCCMA , PROXIMAL JE.TI.JNUM 

CLINICAL ABSTRACT: 

This 70 year old Black female presented with nausea and vomiting of six 
days' dtiratioo. She also complained of abdominal distention and 20 pound 
weight loss. The hemoglobin was 6.3 grams and the hematocrit was 19%. The 
white cell count was 11,700 with 51 polys, 301 band forms, 16 lymphs, 2 mono
cytes -and 1 eosinophil. 

MICROSCOPIC DESCRIPTION: 

The small bowel is markedly thickened by diffuse infiltration with a 
pleamorphic tumor. The malignant cells are abundant, have replaced some areas 
of mucosa with the villous pattern obliterated. The lamina propria to the 
serosa is extensively infiltrated by the tumor. Vascular invasion is not 
noted. The tumor cells are rounded to polygonal with irregular borders and 
scanty pale cytoplasm. The cells are extremely variable in size, shape and 
staining characteristics. The nuclei are hyperchromatic, have many clefts, 
frequent and abnormal mitotic figures. There are multinucleated giant cells, 
but none appeared to meet the criteria ~or a Reed-Steinberg cell. There is 
abundant loose stroma surrounding the tumor cells. Nucleoli are present in 
some cells. The histologic differential diagnosis includea poorly differen
tia ted carcinoma,. malignant lymphoma and Hodgkin's disease (lymphocytic 
depletion type). 

The lack of clear cut traceability to mucosa and the rarity of carcinoma 
of the jejunum makes this diagnosis less likely. Involvement of lymph nodes 
could prove helpful in establishing a diagnosis of malignant lymphoma. 

DISCUSSION: 

Primary malignant lymphoma may constitute 1-4% of malignant neoplasms 
of the G., I. tract., The stomach is the most co!I!llon site but about 25% occur 
in the small bowel (1). In one series of 57 cases of G. I. malignant lymphomas 
reported from South Africa, the small bowel was the most common site in 34. 
These. tumors in this series occurred only in 110n-whites (2). The age range 
was 2~79 years with an average of 36-42 years. The usual clinical Sy~ptom 
was abdominal pain, 19/25 and was present for days to several months. Vomiting 
and weight loss was· noted in one-half and an abdominal mass was palpated in 
one-fourth. In the series1 by Fu, 18/26 went to surgery because of intestinal 
obstruction. Feces were positive for occult blood in one-half and one-quarter 
were anemic. In 30% a correct radiographic diagnosis was made. 
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The gross pathology of malignant lymphoma of ::he small bowel may have 
one of four patterns: (1) aneurysmal with diffuse thickening of the entire 
circumference and sometimes with multiple sites with focal dilatation (SO%); 
(2) polypoid with a localized tumor (2~0 to 15 em. in diameter) with mucosal 
ulaeration (35%); (3) discrete ulceration (15%) either single or multiple and 
(4) consttiction (rare) (4). Malabsorption is often associated with the 
diffuse infiltrating type. The localized polypoid tumor was more typical of 
the childhood tumors. 

The microscopic classification of small bowel lymphomas has undergone 
histologic cycles over the years and one of the most recent classification 
is that of Lukes and Collins. 

The distribution of the more conventional microscopic types of lymphoma 
in the series by Kahn is given below. 

LYJilphocytic 

Well differentiated 
Poorly differentiated 
Reticulum cell 
Mixed 
Hodgkin's 

1 
JL5 

9 
4 
5 

In the series by Kahn, undifferentiated carcinoma was not a histological 
problem in the small bewel tumors, but was in 3 cases in the stomach. The 
mucicarmine stain was negative in the gastric lymphoma but in 2 of 3 there 
was a weakly positive PAS staining. 

Recently a clinical variant of malignant lymphoma of the upper small 
intestine (mid-jejunum! was described in Arabs and Jews living in the 
Mediterranean region ( ) • Others have called this the alpha chain disease 
because some patients have e~cessive amounts of IgA heavy chains in the blood, 
urine~ and intestinal secretions. This disease occurs primarily in Arabs and 
Jews but has been seen in North American and affects middl~~aged and elderly 
patients. In the series from Israel (Rappaport et al) 11 of 14 patients with 
malignant lymphoma were interpreted as histiocytic, and in 1/14 the, tumor 
was limited to the abdominal cavity. Also in 7/10 the mesenteric lymph nodes 
were involved with the same type of lymphoma. Those patients with a malab
sorption syndrome had a diffuse pattern similar to those reported by Kahn. 
Diffuse plasma cell infiltration was prominent in the cases from Israel~ and 
were considered to be the cause of malabsorption rather than the lymphoma. 
The plasma cells were not cytologically malignant and considered as possibly 
unrelated to the malignant lymphoma. 

The prognosis of malignant lymphoma in the small bowel is worse than 
for those of the stomach (5-year survival is 6% vs. 29%) (2). These tumors 
spread by direct extension~ hematogenous and lymphatic routes (4). The 
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preferred treatment according to Fu is wide se~ntQl resection of the lesion 
and adjacent bowel with mesenteric lymph nodes (3), Radiation therapy was 
reconnnended if there was lymph node involvement, tumor at surgical margins,, 
perforations, fistulas or multicentric tumor. 
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DECEMBER 1974 - CASE NO. 13 

ACCESSION NO. 19715 

MODERATOR'S DIAGNOSIS: HYPERPLASIA LYMPHOID TISSUE, NODULAR, SMALL INTESTINE 
AND HYPERPLASIA, LYMPH NODES,, MESENTERIC 

CLINICAL ABSTRACT: 

This 15 year old female was found to have a periumbilical abdominal mass 
in January 1972. Barium enema 7 IVP and sigmoidoscopy were reported normal. 
No ~unoglobulin test was done. Physical examination was otherwise negative 
and the blood count was normal. 

MICROSCOPIC DESCRIPTION: 

Benign reactive lymphoid hyperplasia is recognized by intact normal 
epithelium~ pronounced follicular hyperplasia of germinal centers with promi
nent mitotic activity and surrounding cuffs of mature lymphocyteS!. The latter 
are more prominent towards the lumen 'of the bowel and overlying, these the 
villi are obliterated or blunted. 

DISCUSSION: 

In 1966 Hermans et al described 8 patients with 1) dysgammaglobulinemia, 
2) unusual susceptibility to infections, 3) diarrhea (with steatorrhea), 
4) Giardia lamblia in the stool, and 5) nodular lymphoid hyperplasia. These 
features separated this condition fran gluten sensitive idiopathic sprue .• 
The dysgammaglobulinemia consists of the absence of serum IgA and IgM with 
moderate decrease in IgG. There was, no sex. difference. The unusual suscepti
bility to infection (recurrent pneumonia) was noted at ages 19 years to 29 
years. Diarrhea was the second most common complaint. This is also common in 
malignant lymphoma which is the major histological and clinical differential 
in the diagnosis. Steatorrhea with malabsorption is characteristic of benign 
lymphoid hyperplasia. The radiographs of the small bowel in benign lymphoid 
hyperplasia had multiple mucosal nodules (1-5 mm. in diameter) located thro~gh
out the entire length o£ the small bowel. Peroral capsule biopsy revealed 
microscopically enlarged lymphoid follicles within the lamina propria and the 
overlying mucosa lacked the normal villous pattern. The enlarged reactive 
germinal center lymphocytes predominated with infrequent plasma cells. The 
etiology of this condition is unknown. Other patients with hypogammaglobu
linemia did not show the same nodular lymphoid aggregates. Three of nine 
patients reported by the group at Mayo Clinic developed adenocarcinoma in 
another gastrointestinal site. Some patients have had less infections whileaa 
tetracycline but the serum Unmunoglobulins remained diminished. 
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The microscopic differential diagnosis includes malignant lymphoma which 
may present as primarily polypoi.~ nodules in the s~all intestine, with or 
without hypergammaglobulinemia ( ). The gastrointestinal tract is secondarily 
involved in 10 - 20% of malignant nodal lymphomas. Primary malignant lymphoma 
of the small bowel usually presents as a single discrete tumor. However, as 
noted above, G. I. lymphomas may occur as multiple polypoid lesions (lymphoma
tous polyposis) and up to 1971, thirty three (33) cases had been reported (2). 
Sheahan speculated that multiple lymphomatous polyposis of the gastrointes
tinal tract may represent the malignant counterpart in the h~oral Unmune 
system to the malignant thymoma in the cellular immune system. The, patient 
reported by Sheahan had protein losing enteropathy but normal levels of serum 
tmmuno$lobulins. At autopsy. the mucosa of the small and large intestine 
showed a myriad of flat, discoid to polypoid lesions extending from the 
pylor~s to the rectum and raised from a few millimeters to 1.5 em. above the 
adjacent mucosa. Microscopic sections revealed diffuse monotonous infiltra
tion by sheets of small lymphocytes mainly confined to the lamina propria 
extending from the cardia to the rectum. Plasma cells were found only in 
the uninvolved areas. The mesenteric· lymph nodes were completely replaced 
by the lymphocytic infiltrate. 

The histologic differentiation of benign lymphoid hyperplasia from malig
nant lymphoma in the small intestine may .be very difficult. In the case 
report of Sheahan, the first gastric and small bowel biopsies failed to, show 
lymphocytic infiltration. A subsequent jejunal biopsy showed dense lympho
cytic infiltrate in deeper portions of the lamina propria with loss of villous 
pattern and loss of goblet cells over the lymphocytic infiltration. Even 
though there was spread of disease at the time of autopsy there were areas· of 
uninvolved small b~rel. Therefore, multiple biopsies may be necessary to 
distinguish benign lymphoid hyperplasia from polypoid lymphomatosis. 
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DECE:.;..SER 197 4 - CASE NO. 14 

ACCESSION NO. 20889 

MODERATOR'S DIAGNOSIS: KAPOSI 1 S DISEASE, SMALL INTESTINE, FOCAL (ANGIOSARCOMA, 
KAPOSI TYPE) 

CLINICAL ABSTRACT~ 

This 34 year old American-Indian male presented with jaundice and 
confusion. He had a past history of alcoholic liver disease and iron 
deficiency anemia. Physical examination revealed icterus~ multiple 
angiomata of the chest, enlarged liver, and multiple superficial ulcerations 
of the extremities. A chest film was normal. 

Gross Patholo&Y: (Autopsy) The liver showed Laennecs cirrhosis. The 
entire small intestine showed solid pea-sized submucosal reddish nodules, 
both singly and in small clusters. 

MICROSCOPIC DESCRIPTION: 

Situated in the submucosa from the muscularis mucosa outward through the 
circular layer of the muscularis propria is l-.on-c~pAulatcd. C;'\llu1ar tULuor 
interspersed in which are blood-filled vasettlar spaces of variable size and 
appearance. Actually, the tumor is comprised of irregular fascicles of inter
twining spindle cells between which hyperemic vascular "slits 11 are prominent. 
Often, the cell outline is poorly defined; nuclei being fusiform, oval or 
round. Varying mild degrees of focal hemorrhage, mononuclear and phagocytic 
infiltration and 11fibroblastic 11 prolife.ration ate present. Search reveals an 
infrequent mitosis . One small space contains fiErinous thrombotic material. 
The numerous endothelial lined blood vessels have a normal appearance. 

DISCUSSION,: 

Angiosarcomas are rarely found in the intestines; however, Kaposi's 
sarcoma may simultaneously involve the in~stines, lung, lymph nodes, spleen, 
and liver. The skin ulcers on the legs of this patient must be assumed to 
be Kaposi's and the intestinal lesions a part of the generalized disease 
process. However, it has been rarely reported. to occur in the intestines 
without skin involvement (2). Certainly, it may be difficult to decide 
if these lesions are multicentric or metastatic. In Cox and Helwig series 
of 45· patients, most were above the· 6th decade and if seen in younger years 
the prognosis was more unfavorable. Twelve of their cases were autopsied 
and 7 had involvement of the G. I. tract. The lesions were usually nodula~ 
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multiple, arising in the submucosa arid extending into the mucosa. The small 
intestine was usually involved~ but nodules were ~ )und in the esophagus, 
stomach and colon. One patient died of extensive hemorrhage. 

The histopathologic features that substantiate a diagnosis of Kaposi's 
sarcoma are irregular fascicles of intertwining spindle cell with hyperemic 
"vascular slits. 11 The cell outline is poorly defined and the nuclei are fusi
form, round or oval. There is no identifiable endothelium lining the blood 
filled spaces. Varying degrees of focal hemorrhage, capillary dilation, mono
nuclear cell infiltration and hemosiderin deposition are present. Although 
the basic lesion·· of spindle cells with "vascular sl,its" was not considered 
pre-malignan~some areas showed obvious malignant sarcomatous transformation 
of the spindle cells with such areas noted in metastases or with undifferen
tiated tumor cells in 5 of 14 cases at autopsy (1). 

In a review of women in Uganda with Kaposi•s sarcoma, Templeton found 
G. I. tract involvement in 22 of 34 cases (Ugandans) and 28 of.47 white 
patients had G. I. tract involvement (2). Five of the patients died because 
of G. I. tract disease. The type of skin lesions seems to influence survival 
and nodular lesions have a more favorable prognosis. The survival of the 
patients with nodular type disease when involving the skin was 5-8 years 
whereas the survival with generalized skin form was 7-19 months. However, 
application of this pattern to the G. I. tract is more difficult. Gastro
intestinal involvement was nodular in 7 and generalized in 15. There was 
a 5:1 male predominance. Also, there were several cases noted by Templeton 
of visceral involvement without cutaneous lesions. About 1/3 of the cases 
in the Uganda series had Kaposi's sarcoma as an incidental finding at aut6psy 
as in this patient for the conference. 
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DECEMBER iJt4 - CASE NO. 15 

ACCESSION NO. 19989 

MODERATOR'S DIAGNOSIS: INFLAMMATORY FIBROID POLYP, ILEUM 

CLINICAL ABSTRACT: 

This 58 year old female presented with a 5 days 1 history of nausea and 
vague cramping abdominal pain. A flat plate radiograph of the abdomen 
revealed a pattern consistent with small bowel obstruction. 

MICROSCOPIC DESCRIPTION: 

A dome-shaped mass is partially covered by ileal type mucosa showing 
focal areas of marked hyperemia. Immediately beneath a narrow zone of fibrous 
tissue next to the muscularis mucosa is a loosely cellular structure composed 
of fibroblasts, histiocytes and thin-walled vascular spaces. Some are ectatic~ 
occasionally ffiled with blood and others with pale coagulum. Eosinophilic 
leukocytes are prominent in areas. Loosely arranged fibrocytes surrounding, 
blood vessels vaguely attempt to form an 11onion-skin11 pattern. Over the 
convexity the mucosa is interrupted in its continuity. 

DISCUSSION: 

This polypoid tumor· of the ileum is known by a number of names reflecting, 
its location and histologic features: inflammatory fibroid polyp~ eosino~ 
philic gastroenteritis,, eosinophilic granuloma and inflammatory pseudotumor. 
The term inflammatory fibroid polyp is the popular designation. It is charac
terized as a circumscribed lesion in a polypoid form composed of a background 
of fibroblasts, histiocytes and blood vessels infiltrated by a variable number 
of, but sometimes numerous~ eosinophil leukocytes. The blood vessels are 
usually typically surrounded by spindle cells arranged in an "onion-ski!}" 
pattern. This has prompted s~e to consider this of neurogenic origin t3). 

Usually this lesion is well demarcated and found mairily in the submucosa 
and involves the basal portion of the mucosa and parts of the muscularis 
mucosa. Subsequent ulceration often occurs in the overlying mucosa. 

Etiology: The etiology remains unkn~7n with the more common theories of 
origin being; foreign body reaction and local inflammatory reaction to 
parasites, fungi or bacteria. Experimentally, injection of gastric iuice into 
the stomach wall of the rat produces similar granulomatous lesions (1). One 
case report was called a hemangioendothelioma, but Helwig considers the inter
pretation incorrect. The concentric layer of connective tissue simulated a 
neoplasm but Helwig states the frayed fibers of the muscularis mucosa indic~te 
an inffammatory process because a tumor would push the muscle fibers apart l2)0 
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Goldman and Friedman considered this lesion to be of neural origin. Some 
patients have peripheral eosinophilia and an allergy history, and allergy to 
an unknown substance has been implicated as a cause. 

Classification: Ureles et al proposed a classification of inflammatory 
fibroid polyps based on the pathologic arid clinical picture. 

Class I - D"iffuse Eosinophilic. Gastroenteritis 

A. Polyenteric (Stomach, Duodenum & Jejunum) 
B. Monoenteric (Ex-stomach only) 
c. Regional (Usually Stomach only) 

Class II - Circumscribed Eosinophilic - infiltrated. granuloma 

A. Regional (located anywhere) 
B~ Polypoid 

Patients in Class I were in the 2nd to 5th decade, seen for longstanding 
G. I. disturbances such as severe nausea, or diarrhea. An allergy history was 
present in about one-half. Peripheral eosinophilia (21 - 59%) was character
istic and the WBC was usually elevated (7-24~000). Patients in Class II were 
in the 4th to 6th decade~ G. I. complaints were uncommon and peripheral 
eosinophilia was unusual. Treatment for Class I may be lifesaving and 
recurrences were frequent whereas in Class II, surgery was definitive and no 
recurrences notedo These patients may be seen because of severe G. I. hemor
rhage and bowel obstruction due to intussusception. The present case belongs 
in Class IIB. 

Ihere are few reports of inflammatory fibroid polyps in the ileum, 
McGee reported two examples, one in the ileum and one in the cecum. Ramirez 
et al reported 3 cases from the Mayo Clinic and fOund 8 other cases previously 
reported. The clinical features of these 11 cases indicate: 

(1) Sex: Males - 4; females - 7 
(2) Ages1: 14, 29, 45, 53, 54, 56, 57, 59, 60, 66, 74 
(3) Location: Generally terminal ileum if stated. 
(4) Presenting complaint: Colicky, abdominal pain. 
(S) Intussusception occurred in 8 to 11 cases. 

The pathologic features of the polyps in the ileum are: 

(1) 
(2) 
(3) 

Size: 
Shape: 
Mucosa: 

0.8 em~ to 4.0 em. 
Broad base polyp. 
Intact except for 2 cases. 

The treatment was segmental bowel resection except in one case in which 
the polyp was excised. There were no recurrences . 
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DECEMBER 1974 - CASE NO. 16 

ACCESSION NO. 19668 

}10DERATOR 1 8 DIAGNOSIS: MESOTHELICMA, PERITONEUM 

CLINICAL ABSTRACT: 

This 57 year old Caucasian male presented with flu-like symptoms " A 
left inguinal hernia was also noted. The patient worked as a brake repair 
man at an auto shop and was also a heavy cigarette smoker. During the repair 
of the inguinal hernia the peritoneum was exposed. Numerous tumor nodules 
were located ·along the peritoneal surface. Two of the nodules were excised 
for diagnostic purposes. Due to a limited incision further exploration of 
the abdomen was not attempted. 

MICROSCOPIC DESCRIPTION: 

Comprising the tumor is an. admixture of medium sized polygonal cells 
and slender, loosely arranged elongated narrow spindle cells. The former 
show varied arrangements1 ranging from pseudoacinar groupings to small bud 
like aggregates.to papillations. The polygonal cell aggregates, predominates, 
and often are closely grouped. Fine cytoplasmic vacuoles are observed in 
many of the polygonal cells. AMP stains (digested and nondigested) show 
distinctive staining characteristics of mesenchymal mucopolysaccharides 
seen in tissue of ~esothelial origin. Often the spindle cell component and 
supporting stroma is loosely cellular and infiltrated by scattered lymphocytes, 
eosinophile and mononuclear phagocytes. Mitosis, is infrequent. Tumor margins 
(toward the contiguous adipose tissue) are quite sharply circumscribed. No 
ferruginous or asbestos bodies are identified. 

DISCUSSION: 

Mesotheliomas, whether solitary or diffuse are much more frequently 
reported to arise in the pleura than in the peritoneum or other mesothelial 
surfaces. While there may remain a few who will not accept the existence 
of such neoplasms the majority believe them to be a distinct entity. There 
is now sufficient evidence through the use of tissue culture, electron
microscopy and histochemistry to establish these as t~ neoplasms arising 
from 1nesotheliana (1, 2, 3) • 

Asbestosis has been incriminated both for those in the pleural and 
peritoneal cavity (4). While it is unusual to be able to identify asbestos 
in these tumors under light microscopy they can often be found by the extrac~ 
tion technique of Smith and Naylor. 
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It is not unusual for mesothelioma of the dL fuse type to spread not 
only to other cavitary surfaces but to metastasize to: lymph nodes1 and distant 
organs. Benign solitary mesotheliomas may recur. 

The mesotheliomas may be designated as a solitary or diffuse fibrous 
neoplasm by the light microscopist. However, when such lesional tissue is 
subjected to tissue culture of electromicroscopy epithelioid cells and 
microtubular structures can be identified. Many of the diffuse neoplasms 
have by light microscopy such recognizable structures as wel~ as papillary· 
growth patterns. 

Godwin believes that all mesotheliomas start out as localized epithelioid 
neoplasms that have o~igin in the mesothelial epithelial cells. These cells 
proliferate first as epithelioid cells, which soon form delicate, fibrils 
becoming progressively thicker and more numerous. They soon take on elongated 
spindle shapes until they ultimately appear fibr?blastic. At this stage of 
development they are quite comparable to the malignant fibrous and papillary 
mesothelioma. The spread of malignant diffuse mesotheliomas was demonstrated 
by Godwin's study to be by (1) gr<Mth over surfaces; (2) erosion in to tissues 
and organs; (3) drop metastases; (4) lymphatic extension and metastasis; (5) 
blood vascular metastases to distant sites and (6) various combinations of 
any or all of these methods. 
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DECEVBER 1974 - CASE NO. 17 

ACCESSION NO. 12631 

MODERATOR'S DIAGNOSIS: CARCINOID TUMOR OF APPENDIX, GOBLET CELL TYPE 

CUNICA.L ABSTRACT: 

This 43 year old female presented with a one month history of nausea, 
vomiting and abdominal pain. Physical examination revealed tenderness in 
the right lower quadrant. 

MICROSCOPIC DESCRIPTION: 

Microscopic sections reveal an unusual epitbPtial tumor involving the 
basal part of the mucosa (in places) and all laye~- of the wall (submucosa, 
muscularis propria and subserosa). Comprising it are discrete nests of 
medium sized polygonal to rounded cells with abundant finely vacuolated 
cytoplasm and fairly distinct cell borders., Frequently, nuclei are situated 
at the periphery of the cells, sornet~es to such an extent by the cytoplasmic 
vacuoles as to result in the configuration of a "signet-ring-cell." Generally, 
nuclei are small and ovoid with small nucleoli. Mitosis is extremely infre
quent. In one area a lymph vessel in the contiguous peri-appendiceal adipose 
tissue is permeated with tumor. AMP stains (undigested and digested) reveal 
much acid mucus in the tumor cells and extruded mucous. In a few of the 
goblet cells one can see bright fine eosinophilic argentaffin granulea be~een 
the nucleus and basement membrane. These are in contrast to larger granules 
of Paneth cells that lie between the nucleus and the lumen of the crypt. 
These can be confirmed by the Fontana silver method. 

DISCUSSION: 

Epithelial tumors of the appendix are of 3 types: adenocarcinoma (the 
rarest), carcinoid, and the "mucocele." The seminar case is considered to 
be a goblet cell carcinoma derived from a carcinoid. This type has only 
recently been described as a mucous secreting carcinoid (2,4). The carcinoid 
tumor accounted for 50% of appendiceal tumors seen at the Mayo Clinic 1945 -
1965 (3). Carcinoids are usually discovered incidentally following appendec
tomy. The mean age in the Mayo series was 41 years, although many of the 
patients were young. These tumors were small (70% below 1 em. diameter),, 
located at the tip (in 70%) and only 6 of 90 had appendicitis. Histologically 
all cases in the Mayo Clinic series showed muscular and lymphatic invasion 
and two-thirds had peritoneal invasion. Deviation from the typical carcinoid 
pattern that occurs in the bronchial carcinoids (e.g., oat cell carcinoma) . 
is, not present either in the appendix or those seen in the rest . of the G. I. 
tract. However, in the bronchus there has been described a carcinoid pattern 
showing mucus and illustrates the potential of the carcinoid to produce mucin 
(1) ., In a series of goblet cell carcinoids of the appendix (4); the tumor 
cells were in the submucosa, arranged in small clumps without a distinct 



l 

) 

') 

) ) 

' 

) 

(60) 

lumen. The cytoplasm was distended with mucin ana the nuclei were 
crescentic. The cells resembled goblet cells or signet-ring-cells. In 
two cases there was extracellular mucin. (This finding had been noted 
previously by Horn). Mitotic figrues were difficult to find. Clumps of 
the tumor cells were present in the muscle layers and serosa. Argentaffin 
cells were found in small numbers in 7 . cases and Paneth cells were seen in 
5 cases ., There was continuity of tumor cells in the submucosa with the 
basiglandular cells of the crypts in the mucous membrane. Appendectomy 
was the primary treatment and all were small tumorrs. One pat.ient developed 
metastases but most other patients were free of disease 5 years later. 

The ·hormonal aspect of bronchial carcinoids has been weH emphasized. 
The appendix was not left out and in 1971, Johnston and Waisman reported 
an appendiceal carcinoid with Cushing's Syndrome. The tumor contained 
ACTH and was the usual solid carcinoid pattern. Some authors state that 
while some ectopic hormone secreting tumors are ·derived from neuroectodermal 
cells, others may be made of hybrid cells originating from the fusion of 
malignant non-neuroectodermal cells and normal neuroectodermal cells (6). 
It remains to be proven whether these other morphologic variants of the 
carcinoid have any specialized hormonal function. Their biologic behavior 
is no different than the usual carcinoid. 

Case 1 in the California 'fumor Tissue Registry Conference of Robert 
Huntington, M.D. (Fall 1970) was a carcinoid presenting as a colloid carcinoma 
and it was traceable to a goblet cell carcinoma. I am unaware of other G. I. 
tract carcinoid tumors 1;-vith the s~me histological features of either the. 
goblet cell or colloid carcinoma . The Registry has a number of the goblet 
cell carcinoids and have used them in several conferences, but just called 
them variants of carcinoid;. 

Recently, there is experimental evidence demonstrating carcinoid trans
formation to a signet-ring form (6). Goldenburg and Fisher transplanted 
into the cheek-pouch of a hamster a human colonic carcinoid of the classic 
type. No mucin secreting cells were detected in the donor colonic carcinoid, 
but the cheek-pouch transplant exclusively exhibited mucin-secreting tumor 
cells of a signet-ring type consistent with adenocarcinoma. No metastases 
have occurred from these tumors growing in the hamster cheek-pouch during 
the four year period of propagation. 
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DECEl JER 1974 - CASE NO. 18 

ACCESSION NO. 20799 

MODERATOR'S DIAGNOSIS: ADENOHA, PAPILLARY (VILLOUS), APPENDIX 

CLINICAL ABSTRACT: 

This 66 year old Caucasian reti.red salesman presented with intermittent 
claudication of his lower extremities. Aortography revealed marked narrowing 
of the aorto-iliac.and femoral vessels. Serum electrolytes were normal. A 
laparotomy was performed for purposes of an aorto-iliac endarterectomy. The 
appendix appeared abnormal and was resected. 

MICROSCOPIC DESCRIPTION: 

The microscopic sections reveal a papillary neoplasm completely circum
ferential and in some segments occluding the lumen. In some areas the tips 
of the hyperplastic papillae are capped with slender, tall columnar cells 
with nuclei resting or partially located above the basement membrane. The 
cytoplasm is pink. The nuclei are1 slender and cigar-shaped. In other areas 
the entire crypt is replaced by s~ilar epithelium while some contain thicker 
areas due to stratification of nuclei. Papillary tufting or. glands within 
glands are not noted. Loss of polarity is not present. These tumors begin 
as is seen from the edge of the well developed portion as surface and neck of 
gland epithelial proliferations. In some areas the crypts are spared. In 
another area of the tumor the epithelium has became flattened against the 
luminal wall but still retains the tall columnar cells of' the surface epithe
lium. No tubular component is present. The nuclear irregularity and enlarge
ment are without hyperchromaticity and loss of polarity that one finds in 
carcinomatous areas developing in these tumors is not present. 

DISCUSS ION: 

Most papillary (villous) tumors of the large bowel occur in the left 
colon and rectum (1); the cecum and right colon are the site of about 8%, 
and the appendix is rarely involved. The sex incidence is equal and the 
average age when diagnosed is 45 years. In about 75% of the reported cases 
of appendiceal papillary adenomas, a localized area is the origin but in 
25% a wider area of mucosa is involved. Papillary tumors in the appendix 
are s~ilar to those in the rest of the large bowel with some having varying 
proportions of papillary and tubular components. Presumably~ because of 
the smaller lumen size, the secretion of mucus may distort the microscopic 
pattern. However, in the series of' mucinous appendiceal tumors classified 
as mucosal hyperplasia by Riga, Rosai et al, only 2 of 16 cases had obstruc-
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tion of the proximal lumen. They believe that th~ dilation of the appendix 
is part of the primary proliferative process and the proximal lumen may be 
secondarily obstructedt Furthermore, they speculate if the lumen is 
obstructed, then the high pre~sure of mucin would cause appendiceal ectasia 
with flattening of the lining epithelium rather than proliferation of the 
lining, Most papillary tumors are non-~vasive; some may develop or be co
existent with a carcinoma. 

REFERENCES: 

See Case 19 references. 
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DECEMBER 1974 - CASE NO. 19 

ACCESSION NO. 20586 

MODERATOR'S DIAGNOSIS: ADENOCARCINOMA, APPENDIX VEBMIFORMIS, MUCINOUS 

CLINICAL AB8TRACT': 

This 57 year old Caucasian male presented with a 3 months' history of 
crampy abdominal pain and a 3 weeks' history of nausea and vomiting. By 
physical examination a right lower quadrant mass was palpated. There was a 
1 em. diameter nodule in the same area. 

MICROSCOFIC DESCRIPTION: 

Microscopic sections reveal the classical so-called "colloid" carcinoma 
that is not uncommonly seen in the rest of the intestinal tract. In some 
areas the mucous is without epithelial remnants, while in other areas accumu
lations are pushing to the, serosal surface encompassing aggregates, of malig
nant cells. These cells have a "bubbly" cytoplasm that is pushing the nucleus 
to, one side and in some to such an exte·nt that they have become 11Signe t-ring
type" cells. The nucleus varies from large, round, hyperchromatic to indented 
11signet-ring-type." In these latter the cytoplasm is no, longer "bubbly" but 
is like that in the larger pools of mucin. These as well as the pools of:mue!n·,;. 
contain a large amount of acid mucin. This is verified by subjecting the 
sections to the AMP Rinehardt-Abul-Haj stain with and without hyaluronidase. 
'!'he latter does not remove the blue stain proving it to be epithelial and not 
mesenchymal mucopolysaccharidew A lumen cannot be identified. 

DISCUSSION: 

Mucinous tumors of the appendix have a variety of ~~m~~ and have recently 
been reclassified by 2 separate groups of pathologists ' • The classifica
tion of mucous producing lesions of appendix vermiforms by Riga and Roeai 
et al is: 

1. Mucosal hyperplasia (focal or diffuse 
2. Mucinous cystadenoma 
3, Mucinous cystadenocarcinoma 

No. of Cases 
18 
46 

9 

In the first group, mucosal hyp~rplasia is recognized in incidentally 
removed appendices. Female predominant (13 to 5) and in 5 cases, co
existing colonic adenocarcinoma was present. Microscopically these tumors 
resembled the hyperplastic polyp with saw-tooth glands with amount of mucous 
increasing from base to apex of cell, the latter being well differentiated. 
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In the second group, the mucinous cystadenoma, a female predominance 
also was noted (31 to 15). In 12 patients, abdominal surgery was perfo~ed 
because of right lower quadrant symptoms. During surgery, mucin was noted 
on the serosa in 10/46 patients., Grossly, the appendix was dilated, some 
reaching the largest, 6 em. in diameter. Microscopically, the lumen was lined 
by cuboidal to cylindrical mucin-secreting epithelium, arranged in variable 
patterns including a papillary form. Most cells had basally located nuclei 
but pseudostratification, variable degrees to cytologic atypia and mitotic 
activity were present. In 7 cases, mucous and inflammatory cells penetrated 
the appendiceal wall and extended into the peritoneal cavity. The perito
neal mucous lacked epithelial cells. These 7 cases were followed for 3 - 6 
years and no symptoms developed following appendectomy. Some cases probably 
arose from papillary tumors and 'because of excessive growth may have caused 
lwninal obstruction and subsequent cystic dilatation. HO'Wever, if the mucous 
on the peritoneum had identifiable epithelial cells~ then it was classified as 
an adenocarcinoma. In the third group, mucinous cystadenocarcinoma, there was 
no gross feature that distinguished them from the cytoadenoma. Microscopi
cally, cytologic atypia was not a reliable criterion of malignancy. Invasion 
of the appendiceal wall by neoplastic glands and epithelial cells in peritone& 
mucus implants were reliable criteria. Four of nine patients died due to the 
appendiceal tumor, whereas one patient .was alive after 19 years. The _authors 
recommend that the tenn mucocele not be used because it does not separate the 
cystadenoma from cystadenocarcinoma,_

3
)others state that the term pseudomyxoma 

pet:itonei should also be discarded \, • 
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COLO RECTUM 

INTRODUCTION 

During the year of 1973 carcinoma of the large intestine was newly 
diagnosed in 79,000 citizens of the USA and 47,000 died of their disease. 
The incidence and mortality have not had a significant change in over 20 
years. Ninety-eight percent of colon cancers are carcinomas and the great 
majority of these -are adenocarcinoma. 

The following table is taken from the AFIP Atlas of Tumor Pathology. 
1967. 

Rectum 
Sigmoid 
Rectosigmoid 
Cecum 
Descending colon 
Ascending colon, 
Hepatic flexure 
Splenic flexure 

% 

49.0 
14.0 
12.0 
6.5 
5.5 
3.9 
2.5 
1.9 

Almost half the cancers were in the rectum. For orientation as to sites 
of colon cancer the following diagram may be helpful : 

H£f'~-r,c.. 
f1..€:'x'URte. 

SHIFT TO RIGHT (2 and 21) 
(2) 

Site Distribution of 17,642 Cancers of Colon (Excluding the Rectum) 
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There has been since the early 1960's a notab]e shift to the right in 
the site of adenoc~rcinoma of the colon. This together with the predicted 
increase over that of lung or breast cancer in the number of patients who 
will develop colorectal carcinomas has prompted the activation of the National 
Large Bowel Cancer Project, an organ site program at the M. D. Anderson 
Hospital supported by the Division of Cancer Grants, NCI. The major objective 
of this project is centered on analysis of abnormalities in proliferation and 
differentiation of colonic cells in man and experimental animals during the 
development of benign and malignant neoplastic lesions. 

Epidemiologic evidence strongly suggests that large bowel cancer is an 
environmental disease; that the disease is not genetically mediated excepting 
in those patients with both familial polyposis and related syndromes. 
Migrants from regions with low incidence assume the same risks as the popula
tion groups residing in an environment associated with high risk population 
to which they have migrated. 

Inhaled asbestos fibers are well known to cause pulmonary fibrosis, 
mesotheliomas, pleural plaques and that the encrusted iron-protein complex 
known as "ferruginous bodies" are nniversally present in the lungs. Rosen 
et al speculate that these bodies may play a part in intestinal neoplasia. 

There are well known predisposing factors such as: familial polyposis 
(including Gardner's and Turcot's Syndrome). familial single carcinomas, 
familial carcinomas of colon and endometrium, and long standing ulcerative 
colitis. There are many carcinogens of one type or another that have been or 
will be implicated. The National Large Bowel Cancer Project will support a 
number of investigators in various parts of the u.s.A. and undertake a long 
term study of all facets of carcinoma of the large bowel. 

World wide statistics indicate that males are more commonly affected 
than women but in a number of reports this distribution of the tumors differ 
in women from those of males. These reports indicate a sign{~ycantly greater 
rate of cancer in women in the right and transverse colons • 

Regarding polypoid lesions, nearly everyone agrees that the villous 
adenoma (papillary) is premalignant, but the status of the tubular type of 
adenoma in this regard is still unsettled. However, one should remember that 
80-90% of papillary adenomas are in the rectum and lesions above this level 
are more likely to be tubular than papillary. Sixty-five percent of all 
polypoid lesions are in reaCh of the proctosigmoidoscope. Just because most 
papillary adenomas are sessile must not lull one into complacency when a stalk 
is present. Pure papillary adenomas can have a stalk alld many have both 
papillary and tubular components. It is most likely that it is the papillary 
component in those with a stalk and tubular portion that is the culprit when 
malignancy occurs. Morson calls these the "papillotubular adenoma." 



) 
) 

} 

l 

) 

) ) 

} 

) 

) 

) 

J 

) 

(68) 

Horn studied 2000 polypoid lesions of the colon and rectum over a 5-
year period over half of which were diagnosed as rradenomatous po,lyps" 
(tubular adenomas). He concluded as have many others that little evidence 
was found to, support the contention that any of the "adenomatous ~ hyper
plastic or inflammatory polyps predispose to or develop cancer to any signi
ficant degree." In this study it was thought that most carcinomas were 
carcinomas from their inception (de novo). 

One interesting correlation between adenomatous lesions and carcinoma 
of the colon was reported by Arminski and McLean in a study of 100 patients 
surgically treated for carcinoma of the colon. The carcinomas in this group 
were papillary (49%) and nonpapillary (51%). The two types were similar in 
distribution in both age groups and each were associated with adenomas in 
the same frequency. The papillary carcinomas were associated with papillary 
adenomas twice as often as in the nonpapillary group, and usually with much 
larger lesions. 

One of the interesting findingsr was that 23% of the patients with 
carcinoma had no coexistent adenomas. If this occurred in the papillary 
carcinoma patients~ metastases occurred with the same frequency as in those 
who had synchronous adenomas. This was in marked contrast to the nonpapil
lary carcinoma patients who behaved th~ same as those having a papillary 
carcinoma if coexisting adenomas were present, but were decidedly worse if 
such lesions were ~·sent. Thus, in the primary nonpapillary carcinoma group 
the number of 5-year survivors was 1/28, when an adenoma was present, and 
11/21 when no adenoma ~as present. 

There may be other factors than extent of disease in prognosis, but at 
the time of treatment, the extent of disease is definitely related to 
prognosis. According to Axtell~ Cutler and Myers 72% are either localized or 
remain regionally and 41% remain localized. I have summarized the types of 
extension and spread of carcinoma as follows: 

I. Direct extension 

Intraluminal 
Intramural 
Extramural to continuous structures such as the vagina, the 
uterus, and the uterine appendages. 

II. Spread (continuity and discontinuity) 

Vascular system (venous) 

Portal circulation 
Systemic circulatio~ 
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Lymphatic system 

Permeation 
Embolism 

Peritoneum 

Local 
Gravitational 
Ovarian 
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III. Implantation in the line of bowel resection, the peritoneum and 
the abdominal wall . 

Dukes in 1928 introduced the now much used staging system for rectal 
carcinomas which was based upon the surgical as well as pathologic extent. of 
disease. There have been modifications from the simple: 

A. Confined to mucosa and muscularis mucosa 
B. Through muscularis propria but not serosa and without lymph node 

metastasis 
C. Lymph node metastases 

I have used the modification of Astler & Coller: 

!I Patients 

1 
48 

164 

14 

125 

352 

THE PROGNOSTIC SIGNIFICANCE OF DIRECT EXTENSION OF 
CARCINOMA OF THE COLON A..~D RECTUM 

% Cases 

0.28 
13.64 

46.59 

3.98 

33.51 

100 

Type 

A 
Bl 

BZ 

Cl 

C2 

% 5-Yr. Survival 

100 
66.6 

53.9 

42.8 

22.4 

44.1 

Extent· of Spread 

Limited to mucosa 
Extending into muscularis 
propria (but not penetrating 
through it) with uninvolved 
nodes 
Through entire wall with 
uninvolved nodes 
Limited to the wall with 
involved nodes 
Through all layers of the wall 
with involved nodes 

The characteristic gross appearance of carcinoma of the colorectum may 
be categorzied as 4 types: 1) Polypoid 2) Constrictive 3) Partially 
infiltrative and 4) Diffusely infiltrative. Rectal carcinomas and cecal 
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carcinomas tend to be polypoid and ulcerated. The constricting napkin-ring 
type is more commo~ in the sigmoid and transverse colon but is not uncommon 
in the ascending colon. The infiltrative type occurs most commonly on the 
left. Other carcinomas such as signet ring cell and "colloid" carcinomas 
occur in 10 to 15% of colorectal carcinomas, being far less common in the 
rectum than colon. 

Like the stomech, the large polypoid carcinoma of the colon grow slowly 
protruding into the lumen, metastasize late and have 50% better survival than 
the other· types of carcinoma. Unlike the stomach polypoid carcinomas, the 
mucosal spread is far less in extent. The stenosing type and those resulting 
in obstruction to bowel function give the worst prognosis. The extent of 
disease has to do with the type of the proliferating margin and one would 
expect a frontal attack by a pushing margin to be better than an infiltrating 
margin. This has been noted not.only for colon but also stomach. 

Precise information on rapidity of growth and encirclement of the 
carcinoma of the colon is inadequate. There appears however to be an inverse 
relationship between the extent of encirclement and survival, but one must 
not lose sight of the fact that small poorly differentiated carcinomas tend 
to' infiltrate more frequently, metastasize to lymph nodes more frequently, 
and result in a poorer prognosis. · 

Histologic and nuclear: Grading system of colorectal carcinomas as well 
as carcinomas in general are many and varied and for the most part quite 
subjective. Most of them are modification of Broder's and either use 3 or 
4 histologic grades. Some substitute Low, Average, and High. At any rate 
the more poorly differentiated the tumor cells the poorer the survival. 

The number of lymph nodes with metastases is inversely related to 
survival. Some report as low as 24% 5-year survival where up to five lymph 
nodes are involved and down to 9% with more than five lymph nodes involved. 
Some reports are better with the same lymph node involvement but one thing 
for sure, without lymph node metastases the prognosis is much better (60%). 
Extramural venous invasion, liver metastases and peritoneal spread are all 
bad prognostic indicators. 

During surgery circulating tumor cells in venous blood have been. 
reported to occur in mesenteric veins in as many as 57% of patients, and in 
the peripheral blood from 28% to 50%. The lower figure was obtained during 
induction of anesthesia and the higher figure during surgery. There was no 
clear prognostic significance in the 5-year survival (Psolald,dis). 

REFERENCES; 
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DECEMBER 1974 • CASE NO. 20 

ACCESSiON NO. 20761 

MODERATOR'S DIAGNOSIS : CARCINOMA, COLON (TRANSVERSE) , SQUAMOUS CELL TYPE 
(MODERATELY DIFFERENTIATED) 

CLINICAL ABSTRACT: 

This 84 year old diabetic Caucasian female presented with a four week 
history of fever and left l ower quadrant pain. There was no history of 
hematemesis, melena or diarrhea, but constipation had been .noted. A resection 
of the transverse colon 't-7aS performed. 

MICROSCOPIC DESCRIPTION: 

Iqterrupting continuity of the mucosa is tumor which presents the pattern 
of a squamous cell carcinoma with intercellular bridges and a mild but vari
able attempt to pearl formation and keratinization. Mitoses, some bizzare, 
are quite abundant. Occasional pleomorphic epithelial tumor cells are 
cuboidal to columnar and sb~ abortive · attempts1 at acinar arrangement. This 
feature is not sufficiently prominent as to warrant the classification of 
uadenosquamous 11 type or adenoacanthoma. Tumor infiltrates all layers of the 
muscularis propia and extends into the mesocolic adipose tissue. Along the 
rather broad margins of tumor circumscription scattered lymphocytes and eosin
ophiles infiltrate the stroma which for the most part is loosely cellular and 
slightly edematous. 

DISCUSSION: 

This is a rare lesion. In a review from the~ayo Clinic during a perio~ 
of 60 years (1907-1966) only 8 patients with squamous cell carcinoma were 
reported in the colon and upper rectum. The age and sex were similar to those 
reported for adenocarcinoma of the colon. One of these was located in the 
transverse colon and one patient had two squamous cell carcinomas in addition 
to an adenocarcinoma. There were no grossly distinguishing features that one 
could separate them from other carcinomas~ . They presented with rmmded edges, 
were elevated, ulcerated or polypoid. Microscopically no adenocarcinoma was 
detected and only Broder's classification was given. One photomicrograph 
depicting a keratinizing squamous carcinoma, grade III, corresponds to our 
seminar case. In numerous sections both by the contributor and the Registry 
staff no adenocarcinoma was identified. Dockerty states that the cause of 
squamous carcinoma is not known but utbe most logical explanation is that the 
glandul ar epithelium is destroyed by deleterious influences and, is replaced 
by proliferation of basal cells which, with repeated destruction, undergo 
anaplasia and losa of ability to redifferentiate normally." 
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With the presentation of this tumor as a solitary lesion and without 
clinical or other evidence to support another source for the lesion, it is 
concluded ~ithout benefit, of autopsy) that it w-ould be most unlikely for this 
squamous cell carcinoma to be secondary. 

The prognosis given in the review included 12 adenoacanthomas with the 
5-year survival being 30%. 

REFERENCES: 
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2. Wood, D. A.: Tumors of the Intestines. AFIP Atlas of Tumor Pathology·, 
Section VI, Fascicle 22, pg. 189, 1967. 
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DECW.BER 1974 - CASE NO. 21 

ACCESSION NO. 20870 

MGDERATOR 'S DIAGNOSIS: ADENOCARGINCMA OF RECTOSI~Oin CONSISTENT WITH ORIGIN 
FROM ENDOMETRIOSIS 

CLINICAL ABSTRACT: 

This 48 year old female presented with bright red rectal bleeding and 
abdominal pain. A rectal examination revealed a hard tender mass which could 
be just barely .palpated by the end of the fingertip. A barium enema showed a 
filling defect in the colon at about 15 - 18 em. Past history revealed, a 
total abdominal hysterectomy with bilateral salpingo-oophorectomy for 
endometriosis 7 years prev~ously. 

MICROSCOPIC DESCRIPTION: 

This is a rare. lesion. There is residual endometriosis! to which one can 
trace an adenocarcinoma. In few other areas only pure endometriosis is present 
while other areas are adenocarcinoma. · The latte~ is papillary with large vesi~ 
euler nuclei with a dense r~ of nuclear cytoplasm and little stainable 
chromatin. The cytoplasm varies in amount with the cuboidal or columnar confi
guration of the cell. Occasionally clear cells are noted. In areas there is 
lack of polarity but for the most part polarity is maintained. Tubular forma
tion is minimal, mitotic activity is lacking and one notes stratification of 
nuclei. Many of the luminal structures contain degenerating blood cells, · . · 
homogeneous staining secretions, while others contain degenerating "skip-typeu 
cells. Otherwise, if you don't know what they are 11skip-it. n 

DISCUSSION: 

The extrauterine location of endometrial tissue have been reported as 
implants in the pelvis, ovaries, mesentery, omentum, peritoneum, large and 
small bowel, appendix, umbilicus and lymph nodes to mention the more common 
sites. 

The patient with endometriosis of the colon and rectum as well as othe~ 
sites usually have a history of decreased reproductive activity, dysmenorrhea, 
menstrual irregularities, cyclic pelvic and rectal pain and dyspareunia as 
common symptoms. In endometriosis of the colon, and rectum, particularly of 
the sigmoid, if obstruction results the pain together with alternating consti
pation and diarrhea are aggravated at the time of menses. Obstruction may 
result from a decidual reaction due to hormonal therapy. (See Case 4. Tumors· 
of General Pathology • California Tumor Tissue Registry Semi-annual Slide 
Seminar, December 9. 1962)~ ~ 
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Adenocarcinoma secondary to e~.dometriosis may rarely develop at the 
site of a pre-existing focus of endometriosis in the colorectum. Approxi
mately 12 instances have been reported in which microscopic examination was 
adequate (Wood; Bacon: Pangamibarn). Several of these originated from 
endometriosis in the rectovaginal septum. 

REFERENCES : 
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Section VI. Fascicle 22:238-239, Figs. 155·157, 1967. 
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Endometriosis of the Sigmoid). 
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DEC~R 1974 - CASE NO. 22 

ACCESSION NO. 20884 

MODERATOR'S DIAGNOSIS: COLITIS CYSTICA PROFUNDA, LOCALIZED SECONDARY TO 
URETEROSIGMOID ANASTOMOSIS 

CLINICAL ABSTRACT: 

This 28 year old Caucasian female with congenital exstrophy of the 
bladder and bilateral ureterosigmoid anastomosis had several episodes of 
rectal bleeding during a 6 week period. A barium enema showed a filling 
defect that resembled a, true polyp in the mid-descending colon. 

MICROSCOPIC DESCRIPTION: 

The numerous fragments of tissue are composed of gland! running the gamut 
from normal to hyperplastic to large cystic distended glands some with and 
without mucin. In some areas large naked pools of mucin are present while in 
otheDSnormal glands are encompassed by mucin. An unusual feature in the 
edematous stroma are the usual number of plasma cells, l~phocytes and eosin
ophiles noted in the normal mucosa of . the gut; whereas in this lesion many more 
inflammatory cella are present, A full thickness is not available but there 
is a markedly altered muscularis propria encompassing normal glands. In 
addition some muscle fibers, are interspersed with fibrous tissue. This 
alteration :l!.s interpreted as reaction to the ureteral transplant site as it 
made · its way through the muscle. The more altered mucosal histology lies 
above this muscle. In one locus on the surface, the cells of the superficial 
portion of a crypt are enlarged, cuboidal .lith a large vesicular nuclei. and 
mitoses. This is interpreted as marked atypia. There are other areas having 
a mild degree of atypia. 

DISCUSSION: 

It is stated that Stark first described submucosal cysts in the large 
bowel in a1 patient with dysentery (1766). Virchow (1863) and Woodward (1879) 
described similar submucosa cysts all in patients with dysentery. Go,odall 
and Sinclair (1957) reported the first case of colitis cystica profunda in 
the rectum. 

Wayte and Helwig reported the largest series and did so to emphasize 
11that the finding of glandular elements within the submucosa should not be 
regarded as being malignant invasion without confirmatory cytologic evidence." 
In this collection of cases there were two types of lesions: diffuse in five 
and localized in nineteen. Three of the diffuse types were associated with 
either an ulcerative colitis or' a salmonella dysentery. Two of the diffuse 
g,roup ·· were associated with multiple ulcerated polyps in the colon with no 
specific features. 
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The largest number were located in the rectum and considered localized. 
Their location interestingly enough was confined to within a distance of 5 
and 12 em. from tne anal margin. It is not clear whether all of these arose 
de novo or that some followed a, previous surgical procedure unrelated to the 
cysts. The localized form was described as a localized nodular lesion or 
plaque-like area up to 3 em. in size. Multiple clusters of nodules were 
present in some in which submucosal cysts were present. The rectal mucosal 
glands showed irregular distortion and were interspersed among normal glands. 
The lamina propria was variably fibrotic, and scarred and intimately asso
ciated with an inflammatory process. Numerous plasma cells, lymphocytes and 
eosinophile made up the exudate with few histiocytes. 'rttere were granulation 
tissue openings in the muscularis mucosa through which narrowed colonic 
glands extended into the submucosa. Upon entering the latter they became 
dilated and some retained a single layer of either tall columnar or low 
cuboidal colonic mucosal cells. Some cysts were without epithelium and were 
distended by mucus in which inflammatory cells in varying numbers were 
present. All the cystic spaces were surrounded by fibrous tissue and the 
muscularis propria was not involved. 

Buckwalter and Kent reported mature benign colonic glands in th~ sub
mucosa of a patient with diverticulosis. They considered that this might be 
the earliest phase of colitis cystica profunda. Unlike other reported 
instances of these lesions the deep proliferating colonic glands herniated 
through the muscularis mucosa which was considered to be in a 'vakened condi
tion.11 The diverticula associated with the cystic glands had no apparent 
connection,, but they considered the possihility that there might be a common 
predisposing factor. In this instance it was considered plausible that the 
condition was "arrested before they could develop into more striking sympto
matic cystic form." Lein reported bilateral nadenomatous polyps 11 and a case 
of adenocarcinoma of the sigmoid colon in patients with ureterosigmoidostomy 
and reviewed 30 lesions in the world literature at the mucosal site of the 
implanted ureters. These included carcinomas, "adenomatous polypsu (both 
juvenile and adult). No c9litis cystica profunda type lesion was described 
but a mucus secreting adenomatous polyp was reported. An "adenomatous polyp" 
with submucosal cysts has been reported recently (5). This resembled colitis 
cystica profunda. It was not associated with a transplanted ureter into the 
sigmoid. The present case is associated with previous colonic surgeri. The 
absence of inflammation around the mucous glands suggests that in the present 
case, this condition may be due to colonic mucosa being trapped beneath the 
surface with subsequent mucosal changes rather than to the urinary flow. 

The seminar case is of interest not only because of the rarity of asso
ciation with transplanted ureters but because focal areas of atypia and a 
small foci of a marked degree of atypia showed up in some of the sections. 
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DECEMBER 1974 - CASE NO. 23 

ACCESSION NO. 19580 

MODERATOR'S DIAGNOSIS: NEURILEMMOMA, MALIGNANT (MALIGNANT SCHWANNOMA), 
RECTUM, RECURRENT (ANORECTAL MARGIN) 

CLINICAL ABSTRACT: 

This 62 year old Caucasian male first presented in the late 1950's with 
a rectal mass. The lesion was locally resected and was inter~reted histolo
gically as a neurofibroma. Tl}e lesion recurred in 1964, 1968 and 1971 
necessitating re-excisions at those tLmea. The patient's general health 
remained good and there: was no, e.vidence of von Recklinghausen 's disease. 
Rectal examination (1971) revealed a stony hard, movable nodule situated in 
the anorectal area at approximately the dentate line in the left lateral 
aspect of the anus. The prostate was enlarged but t-here were no other 
abnormalities. A chest film was negative. 

MICROSCOPIC DESCRIPTIONt: 

Beneath glandular mucosa is tumor which is fairly we]l circumscribed 
but non-encapsulated. It is composed of interwoven bundles of narrow, pale 
staining spindle cells with oval nuclei. Some present paranuclear "halos. n 

A mild pallisading of nuclei is observed in places. Mitosis are infrequent. 
Irregular finger-like prolongations: of tumor cells extend into the con.tiguous 
submucosa and about a few striated muscle fibers. Tumor partially engulfs 
a slightly dilated atrophic anal gland due~. In contiguous tissue several 
small myelinated nerve bundles show thickening of the perineural sheaths by 
cells similar to those comprising the tumor while in other areas conspicuous 
enlarged nerves due to proliferation of the schWannian cells are present. 

DISCUSSION: 

The differential diagnosis of mesenchymal tumors·particularly those 
that form spindle cells is quite subjective when using the conventional 
stains and light microscope. 

From a cursory survey of the literature no malignant neu~al tumor of the 
rectum could be found. One, however, must admit that in the gastrointestinal 
tract most of us, unless there is an associated von Recklinghausen's neuro
fibromatosis, call these tumors myomatous. We are probably correct in making, 
this diagnosis in the great majority of case. 
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In the colon and rectum smoo~h muscle tumors either benign or malignant, 
are rare. Those reported as sarcomas have a bad biologic behavior. Some 
have been reported that recurred several times over a period of years before1 
metastasizing. That is often observed to be the case with the malignant 
neural tumors. 

There are several methods used to distinguish between muscle and neural 
tumors. If one can find an involved nerve adjacent to or in the tumor than 
one must assume it to, be of neural origin. 

While some do not believe that the identification of acid mucopoly
saccharide is helpful, the Registry staff', since Sam Abut Haj introduced his 
method, using the Rhinehardt-Abul Haj colloidal iron technique~ have found 
it most useful. In the first place muscle1 does not take up colloidal iron. 
Secondly if the neoplasm does stain and it is partially removed with hyaluron
idase and its H & E structural characteristics are those resembling a neural 
neoplasm and not a spindle cell melanoma then it is quite useful. Thirdly, 
the electronmicroscopist can tell muscle cells from Schwann cells. 

From those cases reported in the literature the tissue was not submitted 
in the majority of the cases to either .a method to demonstrate AMP or to 
electronmicroscopy. 

In the seminar case the AMP was quite positive, partially removed by 
hyaluronidase and on H&E quite compatible with a recurrent malignant 
neurilemmoma. 

REFERENCES: 
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2~ Bakran, Q., Musani, M. and Erlich, J.: Leiomyosarcoma Rectum. Excerpla. 
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Literature with Report of their Case) 
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DECEMBER 1974 - CASE NO . 24 

ACCESSION NO. 19316 

MODERATOR'S DIAGNOSIS: CARCINOMA OF ANUS, BASALOID 

CLINICAL ABSTRACT: 

This 61 year old Caucasian' female presented with painless, dark-red 
rectal bleeding of a few days' duration. She had not experienced any 
change of bowel habits or weight loss. 

MICROSCOPIC DESCRIPTION: 

Situated immediately beneath the anorectal squamocolumnar junction is 
tumor which is composed of solid irregular cord-like masses of small slightly 
elongated epithelial tumor cells. There is no attempt at whorl formation or 
keratinization. Peripherally~ the tumor cells show some palisading. Mitosis 
is fairly frequent. Some of the larger masses show central necrosis and the 
presence of nuclear debris and leukocytes. About the periphery, tumor 
infiltrates between cells and bundles of the sphincter muscle. The squamous 
segment of overlying mucosa is slightly hyperplastic and shows ·a mild degree 
of parakeratinization. In other sections there is a definite segment contain~ 
ing carcinoma in situ that resembles many of the carcinoma in situs seen in 
the cervix uteri. 

DISCUSSION: 

The junction of the anal canal with ~be rectum is quite readily seen 
as a rather transverse wrinkled membranous zone interposed between the anal 
mucosa and the· rectal mucosa which is known as the dentate line. This is 
ap?roxtmately 1 em. in width. The mucosa in this region is lined by either 
transitional or stratified columnar epithelium. The remainder of the anal 
canal (6 em.) is of squamous epithelium. Other structures of interest are 
the accessory anal ducts, which are long tubular structures with minimal 
branching that following a tortuous course, usually caudad but. may be 
cephalad, and ult~ately penetrate the internal anal spincter muscle. 
Accesso~y ducts are lined by transitional or stratified columnar epitf..elium 
and cylindrical mucous-producing. cells, and goblet cells are prominent~ 
The most frequent carcinoma of the anus and anal canal is an c.pidermoid 
carcinoma; however, adenocarcinomas can arise from the. ano-rectal junction 
as well as from the accessory anal ducts. Grinvalsky and Helwig have 
given a detailed histological-.. description of the ano-rectal junction and 
place particular emphasis on the cloacal origin of this region. They then 
give a unified concept of the various histologic types of carcinomas 
occasionally found in this area: basaloid carcinoma (including: those with 
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squamous features), epidermoid carcinomas, mucoepidermoid carcinomas, adenow 
acanthomas, and atypical adenocarcinoma. 

Wittoesch, Woolner and. Jackman separated the carcinomas of the anal 
canal into the basaloid small cell type, basaloid squamous cell type, and 
basal cell epithelioma. They pointed out that the bssaloid small cell tumor 
occurred at or near the dentate line and histologically only superficially 
resembled. the basal cell epithelioma. Most significantly there was greater 
nuclear anaplasia, cells were irregular in size and arrangement, and peripheral· 
palisading was lacking. The basaloid squamous and. the basal cell types had 
similar locations in the anal canal proper and skin margin. 

The reason of course for separating this lesion is because of the 
difference in prognosis. The. smaU cell basaloid type has proven to be a 
highly malignant carcinoma with a 5-year survival rate of 20% compared to 
50% for the entire series. 

The predominant carcinoma of the anal canal is .a . squamous cell without 
prickles (66%). Carcinomas with prickles and keratinization are rare (4%). 
Those, however, at the lower margin are similar to the squamous cell carcinomas 
involving skin and 65% have prickle cells. 

Clinical: Bleeding, pain and constipation are the major symptoms. 
Physical examination may reveal leukoplakia, fissures, hemorrhoids, mass or 
lym.phopathia venereum. Location: This is usually at the junction of the 
anal mucosa and the skin (anus) in men; while in women it usually arises in 
the anal canal. It is most frequently on the anterior wall, but any site 
may be involved. The carcinoma may be su~ ~rtmposed upon a chronic inflamma
tory process either specific or nonspecific, and if specific, lymphopathia 
venereum is the most frequent, The tumor may grow into the canal or into 
the anal skin,, Sex: More common in women than in men. ~: It occurs at 
the same age as cancer elsewhere in the colon except that when it is asso
ciated with lymphopathia venereum it occurs in a younger age group, 

Pathology,: Gross: Usually present as nodular, elevated ulcerative 
lesion with rolled edges. They vary in size from 1 to 10 em. Microscopic: 
Nowhere in the gastrointestinal tract is there such an array of histologic
ally different tumors. The epidermoid. carcinomas are usually poorly differ
entiated but may be well differentiated with squa100us features. The. 
basaloid and other cloacogenic carcinomas have features that resemble carcitoo: 
nomas of the basal cell type seen in the skin, the transitional cell type 
seen in the urinary tract, and mixtures of these components. The tumor 
arising from the anorectal junction may take on the histologic aspects of a 
tumor seen in the salivary glands and known as mucoepidermoid carcinoma. 
They may have both adeno- and epidermoid featureli;. There is a special 
variety of adenocarcinoma arising from the accessory and anal ducts (5) which 

. . 
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are indolent in growth and burrow their way to the outside where they produce 
a fistulous tract and have been called "fistulous tract-producing carcinoma." 
These are usually mucinous and simulate very closely those which develop in a 
long-standing anal fistula or sinus tract where the reverse name is given, 
i.e., "sinus tract adenocarcinoma." Metastasis in this latter group is 
uncommon and the prognosis is b~tter than that for the corresponding lesions 
of the anal canal or anorectal junction is not allowed to progress too far, 

Spread: Direct extension into the rectum, the anal sphincters,recto
vaginal septum, and rarely into the prostate. Lymphatic metastases occur to 
inguinal femoral, iliac, periaortic,mesocolic and other intra-abdominal nodes. 
Vein metastases are rare. 

In a lymphatic dye study in the female Block and Enquist mapped out the 
patmrays for the spread of cancer fran the anus and rectum. 
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MODERATOR'S DIAGNOSIS: 

CLINICAL ABSTRACT: 

!tOLEOMA, II MESENTERY 

DECEMBER . l974 -CASE NO. 25 

ACCESSION NO. 9818 

This 26 year old Negro female presented with chronic back pain and 
pelvic pain of five months' duration which was most severe during menses. 
A pelyic examination revealed a "frozen' pelvis with indistinct physical 
findings. Her past history included an appendectomy at 14 years of age. 
At that time. she took mineral oil 24 hours before she saw her physician to 
relieve the abdominal discomfort. She stated that e.ver since that operation 
she has taken one tablespoon of· mineral oil every two weeks on the recommen
dation of the surgeon who originally operated on her. She denied any old 
radiographic studies for sterility, mineral oil enemas or douches. 

MICROSCOPIC DESCRIPTION: 

Pseudol9bulated aggregates of rather uniform clear spaces each bounded! 
by narr~1 r~s of hyalinized fibrous tissue which for the most part is 
acellular. Search reveals a very occasional multinucleated giant cell push
ing into the space of the hyalinized tissue. Septal like fibrous tissue 
of variable thickness intervenes between ~he lobule-like aggregates. 

DISCUSSION: 

This is a rare condition and at first seemed unbelievable until John 
Tragerman came up with some references. This histology is classical for a 
paraffinoma, oleoma or eleoma whatever term you prefer. The history of 
taking mineral oil 24 hours before she saw her doctor who performed an 
appendectomy is interesting. The amount is not known and whether the appendix 
was perforated is not known. 

It is interesting to1 speculate since Dr. John Tragerman r s references came 
to light whether the surgeon used mineral oil instillation into the peritoneal 
cavity to "prevent" adhesions following a perforated appendicitis. From the 
massiveness of the oleorna it doesn't seem possible for an amount of mineral 
oil taken before the appendectomy to result in the production of this lesion. 

It was unknown to me that mineral oil was used intraperitoneally 
to prevent postoperative adhesions. Paraffin was commonly used in the 
1920's! for face and breast contouring. Hemorrhoids, hydroceles, hernias 
have, been injected with sclerosing oily solutions. Canplications, from 
intraperitoneal instillations of mineral oil or. "vaseline" prompted Campbell 
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and Henderson to state 11a practice we were optimistic enough in 1966 to 
described as discontinued.rr 

In some of these cases, the paraffin was identified by infra-red 
spectrograph or thin-layer chromatography. In this seminar case the 
mineral oil was identified by Hans Falk by infra-red spectrum analysis and 
reported that the spectrum was typical for mineral oil. 
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mE MUCOPO! -YSACCHARIDES 

In the conference reference was made to the use of the Rinehardt
Abul-Haj colloidal iron method in establishing certain differential points. 
It must be realized that they are useful only when the histology of the lesion 
is taken into account. 

Further it is pertinent to consider the need for p:roper preparation and 
processing of tissue before submitting it to histochemical investigation. 
Without going into further detail it is suffice to say that the _tissue must 
be fixed in neutral formalin or formol alcohol. 

' 

There are awo types of acid mucopolysaccharide: epithelial and mesen
chymal. They can be differentiated by pretreating one of the slide prepara
tions with hyaluronidase. In the epithelial AMP it will not be partially or 
completely removed (i.e. it will remain). In the mesenchymal type it will be 
partially to completely removed. 

In one of the examples used in this conference where it was needed to 
tell whether it was smooth muscle or Schwannian tissue the former does not 
stain, whereas the latter does, and is. partially removed by hyaluronidase. 

The accompanying chart may prove helpful along with the following 
references: 

1. Rinehardt, J. F. and Abul~Raj, S.: An Improved Method for Histologic 
Demonstrati~l of Acid Mucopolysaccharides in Tissues. A.M.A. Arch. Path. 
52:189-194, 1951. 

2. Hale, c. W.: Histochemical Demonstration of Acid Mucopolysaccharides in 
Animal Tissue. Nature 157:802, 1946. 

3. Bunting,, H.: The Distribution of Acid Mucopolysaccharides in Mammalian 
Tissues as Revealed by Histochemical Methods. Ann. N. Y. Acad. Sc. 52: 
977' 1950. 

4. Abul·Haj, S. K. : California Tumor Tissue Registry Monthly Conference on 
Soft Tissue Tumors and Tumor-like Condition. Their Histochemical Classi
fication Histochemical Identification Together with Procedures and 
Methods, September 1963. 
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COLLOIDAL 
TUMOR IR ON 

AMP AMP 'WITH 
J.WAT. 

Neurofibroma 
(Schwaanoma) 2~4+ decrease 

Neurogenic sarcoma 
(Malignant Schwannom.a) 

Leiomyosarcoma 0 
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Me so the lioma 2+ decrease 
...... 

) 



(89) 

'lllE DRUNKARD AND THE POL Y1? 

A polyp on a pedicle - just like a tiny tree 
W$:s 'P~.ooming in that shady nook where, in anatomy 
nw aigmoid ends and rectum bends acutely sacrally. 
It caused no symptoms -
No bleeding had it ever done, 
Or ever caused the bowels to run, 
For it was graded only ONE, 
Ox non -malignant ! -

Perhaps it was that hearty meal with much too much to drink 
That set the polyp 1 s overlord to vomit in the sink 
And started up that belly ache that set him first to think 
Of mild purgation. 
He swallowed eagerly a draught 
Of Senna tea - to gently waft 
His indiscretions all abaft 
For defecation. 

The polyp, lil~ a coracle, upon the fecal stream 
Was borne by peristaltic waves towards the drunkard's beam 
Midst froth of slimy mucus as thick as double cream 
And noisy festus. 
The sp~incter of the anus bowed 
To Nature's intimations loud 
And thereupon to pass allowed -
One loose motion. 

But for its stalk the polyp would have left the rectal chasm 
In fact it was this sturdy band that saved its protoplasm • 
The nerves were sympathetic too and organized a spasm 
C~lled Tenesmus. 
Caught thus within a grappling grip, 
A little piece broke off the tip 
Or near the polyp's nether lip 
And. started bleeding. 

Ncm blood upon the toilet seat, and blood upon his pants 
With pains across his belly that cut h~ like a lance. 
The sot called up his doctor like someone~ in a trance 
And saicl - 11Come quickly~ 
For I have got a hemorrhoid 
And so be earnestly empolyed 
To bring, your ointments - and avoid 
An operation. 11 
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The doctor passed his proctoscope as far as he could see 
And there he spied the polyp - just ·like a tiny tree 
He shook his head and then he said 11This looks too big to me 
For fulguration 
So if you' 11 kindly et a date 
I will arrange to operate 
Tho'not completely to ablate 
The whole rectum. 11 

From xiphoid to the pubis the belly wall was split 
The colon was palpated, with fingers, bit by bit 
Which, following a muscle band upon the polyp lit. 
It wasn't easy~ 
The growth was just too loW to fix 
Up to the skin like Mikulicz. 
They cut it out and drained with wicks 
Of rubber tubing. 

The polyp to the Oracle in Broker's Lab has gone 
To see if he would eat his words who had it graded ONE., 
They froze it - and they sliced it - and it was rather fun 
To watch the section. 
Though graded ONE - it was a growth 
With anaplastic eells - but both 
Pathologists were rather loa~ 
TO CALI. IT CANCER ~ , 

The polyp's now in formalin - all shrivelled up and firm! 
The drunkard's in his co~~in -For months he'd been infirm 
With Liver III, Ascites IV - They said it was a germ -
Of course it wasn't 
For polyps may metastasize 
By blood or lymph or otherwise 
Regardless of their iron form and size -
And there's the moral. 

MalcoLm B. Dockerty, M.D. 
California Tumor Tissue Slide 
Seminar April 14s 1962. 


