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CASE li!STORIES 

CASE I 1 (S84-6287) 
Contribute d by Ronald W. Oxe nhandlcr, M.D., Pathologist, Memorial 
Hospital, Chattanooga, Tennessee 

28 year old female developed left submandibular enlargement August
September, 1984. Remova_l of left gland performed elsewhere, same 
pathology. Now has removal~ right gland. R.O.S. negative; WBC 
J200; Hgb 13.3; RBC 3.83 x 10 ; 40 lymphs; ~· PMN; 9 mono; 7 EOS; 
PH. 426,000; LOH 172 (112-217l; AST 61 (0.42); total protein 9.1 (6.1-
8.1), /\lb. 3.9; Cho l. 123 (146-277). 

CASE 12 (024'.1-M) 
Contributed by Albert M. Abrams, D.D.S., M.S., School of Dentistry, 
University of Southern California, Los Angeles, California 

This 27 year old white male presented in March 1983 with right maxillary 
swelling and right nasal obsttuction. This was described as a bony 
tumor. Excision via a right latera l rh.inotomy was perrormed and a 
diagnosis of aggressive os-teobJastoma made at that time. The patient 
returned 1¢ months filter with recurrent sweUing and pain. The lesion 
was then re-exclsed and the slides represent sections from cha t specimen. 

CASE IJ (S-84-1450) 
Contributed by Steven D. Vincent, D.D.S., M.S. & Harold L. Hammond, 
O.EJ.S., M.S., f)epar tmen t of Oral Pathology <lc Diagnosis, College of 
Dendstry, University of Iowa, Iowa City, Iowa 

A 55 year old female of un.stated race pre$ents with a radiolucent lesion 
of the right posterior mandible (see radiograph). It is asymptomatic 
and of unknown duration. 

CASE #4 5-84-11023) 
Contributed by NoeL Weidner, M.D., Assistan t Professor of Pathology, 
Wake Forest University, Bowman Cray School of Medicine, Winston
Salem, North Carolina. 

5 2 year old white female pres~n ts with a lesion o"l the right sof t palate 

CASE '" (DS- 16~2) 
Contributed by James J. Sciubba, OMD, PhD, Long Island Jewish Hillside 
Medical Center, New Hyde Park, New York 

l9 year old white male relates the history of a slow growing lesion 
which has progrc$Sed steadily over the past seven years. ('Radiograph 
included). 
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CASE HISTORIES CONTINUED 

CASE U6 (84-1638) UMKC 
Contributed by Charles DunJa.p, D.D.S., University of Missouri-Kansas 
City, School of Dentistry, Kansas City, Mo. 

A 19 year old female had a 4 mm pigmented lesion o! the mucosa of 
the upper lip. 

CASE h1 (84-174S) UMKC 
Contributed by Charles Dunlap, D.D.S., Unlversi ty ol Missouri-Kansas 
City, School of Dentistry, Kansas City, Mo. 

An adult male had a lesion in the right lower buccal vestibule. It was 
described as an ulcer with surrounding redness and was known to have 
been pres.ent for one month. It did not respond to antibiotics and a 
biopsy was taken. 

CASE 18 (S-' 111-84) 
Contributed by lawrence J. Clowry, M.D., Milwaukee County Medical 
Complex, Milwaukee, Wisconsin 

22 year old Caucas.!an~Iemate •.11ho w:s 3dmitted to a hospital elsewhere 
b~cause of nasal obstruction of 3 toll months durat ion; a JesjOn was 
biopsied. She was then admHted to Milwaukee County Medical Complex 
where physical exarnjnation, roentgenograms ond other imaging techniques 
demons tra ted the presence of a large soft tissue mass in the left nasal 
cavi ty with peripheral enhancement. Getwcen the pterygojd bones 
there is calcHication. Thh; mass extended lnto tJ\e Jeft maxillary antrum, 
the sphenoid bones slightly higher level just be fore the orbit. The mass 
involved a posterior portjon of Ule right nasal cavity and extended 
posteriorly into the nasopharynx . No bony destrucdon wa.s noted. 
Representat ive CT•s as weU as representative slides .from the excision 
are Included. 

CASE 19 (U-S-10~6) 
Submitted by On. Kent MuUord and J.D. Morusco, Kirksville Osteopathic 
Health Center, Kirksville, Mo. 

A )I year oJd white female. This patient presented to the-I!NT department 
with a history ol a lump in the area of the right mandible for several 
years. Apparently, she and her private physician had considered this 
iln "inclusion cyst .. but, because of apparent enlargement, decided for 
surgical consultation. The patient does not report any significant exposure 
to toxins or excessive sun exposure . It is reported by the hospital staff 
that $he was of fair .skin. 
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Yale University 

Karch 21, 1985 

Dr. Carlos Mesa-Perez 
Departaent of Pathology 
Ellis Fischel State Cancer Hospital 
Coh-mia, Missouri 65201 

Dear Carlos: 

Coiltllf!lll aJktu · 
1u~HJI 

JI• Od:lt"~ 
Ttl,._ 
H,l 71S·~1Jt 

1 ~~as sorry to have missed you in Toronto. I would have liked to talk 
to you about my recent mve to Yale and other matters. 

These are my impressions on the cases you kindly sent me corresponding 
to Oral Pathology Seoinar 187: 

1) Typical benign lymphoepithelial les ion. The so-called 
epimyoeplthellal islands are particularly prominent. 

2) Osteosarcona. This Is not an aggressive osteoblastono, and 
probably never was. 

3) Granular cell ameloblastoma. 

4) Adenoid eystlc carcinoma, showing a combination of tubular 
and crl bri fom patterns. 

5) Osteosarcoma of predominantly fibroblastic type versus ben ign 
fibroosseous lesion. 1 favor the former because of the high cellularity 
and moderate atypia. 

6) Blue nevus. 

7) Papi l lomatosis with atypia, possibly virally-induced. 

8) Some sort of malignant odontogenic tumor . 

9) Acinic cell carc inoma. 

Best personal regards, 

~ 
Juan Rosa! , H.D. 
Professor of Pathology 
Di rector of Anatomic Pathology 
JR/les 



CASE #I 

-

ELUS FISCHEL STATE CANCER CENTER 
ORAL PATHOLOGY SEMINAR f&7(0PS»-12J) 

APRil. 30, 1'&5 

"'FFFClAI.." OIACNOSIS 

Benign JymphcH!pithelial lesion 
Contributed by Ronald W. Oxenhandler, 
Ho.s:pital, Chattanooga, Tennessee. 

M.D., Pathologist, Memorial 

With a few exceptions, benign Jympho-epithelial lesion was the favored 
diagnosis. A few comments from various consultants; · 
Azar from _Y.A. Hospital in Tampa: "Benign lympho-epithellal lesion or 
Mikullcz's disease. The patient has hypergammaglobullnemia and should 
be checked for auto- immune disease . There is abo the possibility of 
evolution into a 6-ceU lymphoma, hence marker studies are indicated." 
Tarpley and Corio from N.l.H.: "Atypical Jymphoproliferation with 
eplmyoepithelial islands, areas or proteinaceous debris coupled with the 
lab results would sugges1 a gammopathy. Rule out Waldstrom's 
macroglobulinemia.• 
Abnlms from U.S.C.: "Active and atypical" lympho-epithelial lesion, 
possibly assodated with an immunologic disorder.11 

Lumennan, Freedman, K~ and Phelan from Flushing, New York: 
"Benign lympho-epitheliallesion. In view of the patient history and her 
abnormal blood values, she should be evaluated to rule out a connective 
tissue dlsea.se such as Sjogren1S syndrome. Reticulo-endothelial disease 
should a lso be searched for." 
Hyams and Heffner from the A.F.I.P.: "Favor atypical but benign 
BLEL." 
Hansen and associates from San Francisco: "Benign Jympho-epithelial 
lesion. Wf! do not see any evidence of maUgnant transformation!' 
Cardona from Honduras, Pindborg from Denmark, Eusebl from Bologna 
also called "Benign lympho-epithelial lesion." 
Simon and residents from San Juan, Argentina: "Benign lymoho
epilhelial lesion. There are no atypical mitoses In either the epithelial 
sector or the lymphoid sector." 

A follow-up will be given in a few months. 

/ 
.• 



~ICI}lL DIAGNOSIS continued 

82 Osteoblastic osteosarcoma 
Contributed by Albert M. Abrams, D.D.S., M.S., Professor and 
Chairman, Pathology, U.S.C. School of Dentistry, Los Angeles, 
California. 

Osteosarc:<>ma was the diagnosis most commonly offered by the various 
consultants. 
1\zar from Tampa, Tarpley and Corio from N.I.H. suggested 
osteosarcoma , possibly arising in a background of osteobJastoma. 
Bat:sakls and Luna from M.D. Anderson call it osteoblastoma, epitheloid 
type. 
Marasco and Mulford from the Osteopathic Hospital in Kirksville and 
Sprague from Nebraska offer "osteoblastoma vs. osteosarcoma." 
Rowe., Ste'tlart• Regezl from Ann Arbor, Michigan, ''osteosarcoma, very 
vascular but not much mitotic activity. Could this be a malignant 
os-teoblastoma?" 
Gnepp !rom St. Louis University ofJered "osteoblastoma vs. 
osteosarcoma. X-rays might be helpful. Favor former diagnosis." 
Fay, Lynn, and Oyer .from Headquarters of the Tenth Medical laboratory 
ln the Army prefer "aggressive osteoblast'oma." 
Rosai from Yale commented: "Osteosarcoma. This is not an aggressive 
osteoblastoma and probably never was." 
Waldron and Santa Cruz f rom Washington UnJversity, Weidner from 
Bowman-Gray, Lily, Vincent, rmkelrtein, DenbOw and Hammond from 
Iowa, Heffner and Hyams frorn the A.F.J.P., Hanson from San Francisco, 
LeGal from Strasburg, Sdubba J rom Stony Brook, Dunlap and Barker 
from Kansas City, Missouri, Pindborg from Denmark, among others, 
preJer osteosarcoma; 
Toto frorn Loyola offered "Perioseal malignant osteoblastoma (sarcoma) 

CAS£ I 3 Granular cell ameloblastlc fibroma 
Contributed by Steven D. Vincent, D.D.S., M.S., and Harold L. 
Hammond, D.D.S., M.S., Department of Oral PMhology & Diagnosis, 
College of DentistryJ University of Jowa, Iowa City, Iowa.. 

This case provoked many interes·ting commentaries and thoughts. 

Hansen !rom San Francisco: "We believe this is typical of what has been 
described as a granular cell ameloblastic fibroma. One jn our group 
would prefer to deSignate it as a granular cell odontogenic fibroma." 
LeGal from Strasburg: "Epithelial odontogenic tumor, unclassi11ed, with 
"granular" phantom cells. They are obviously derived from trabecules 
of epithelial o<lontQgenJc remnants." 
Weidner from Wake Forrest oilers the following (abridged) commentary: 
"There are numerous granular cells which might be the same as those 
found in granular ceU myobJastoma!'...... "The surrounding stroma 
contains numerous epithelial clusters• .... "It i$ interesting to speculate 
that there may be a "proliferative epitheJial response" to a granular ceJl 
ameloblastoma, like the pseudoeplthelial response that occurs in the 
squamous epithelium over gr&nular cell tumors in mucosal locations. • 

Page2 



01'1FICIAL OlACNOSlS continued 

CASE I 4 

Class, Your>g. and Roll= !rom Oklahoma commented the loUowlng 
(abridged): "This represents a granular ceU tumor with associated 
odontogenic: rest proliferation. Granular ce:ll tumors are noted to ellicit 
pseudoepitheliomatous hyperplasia when they interphase witn the 
surface epithelium, so it would seem reasonable that they were, ln an 
odontogenic area, would have the same effect." 
Tarpley and Corio from N.I.H. offered: "Granular cell ameloblastic 
tlbroma as described by Chuck Waldron." During the discussion, we 
asked Dr. Waldron to make some commentaries concerning the lesion, 
and he graciously wrote the foJlowing "position" paper which contains, 
also, historical data which I have chosen to reproduce In Its entirety 
(see addendum). 

Tennlnal duct adenocarcinoma, low grade 
Contributed by Noel Weidner, M.D., Assistant Professor of Path<llogy, 
Wake Forest University, Bowman Gray School of Medicine, WiMton
Salem, North Carolina. 

Approximately half ol the consultants preferred the diagnosis of 
adenocystic carcinoma including Sprague !rom Nebraska, -Glass and 
usoclates !rom Okalhoma, Oxerl>andler from _Chattanooga, Rowe and 
his group trom Michigan, LeGal from Strasburg, Cardona Lopez from 
Honduras, Barker and Dunlap from Kansas City, Missouri, Santa Cruz 
!rom Washington University, Pindborg from Denmark, Eusebi from 
llolo~na. 
Rosa~. from Yale commented: ''Adenocystic caraclnoma, showing a 
combination of tubular and cribriform patterns." 
White and associates from Kentucky, Sciul>ba from Stony Brook, 
Hammond and associates from Iowa and Batsakis and Luna from Houston 
prefer terminal duct adenocarcinoma. Others prefer the term lobular 
carcinoma (polymorphous, low grade adenocarcinoma) including Abrams 
from U.S.C., Lumennan et al from Flushing, Heffner and Hyams from 
A.F.l. P., Gnepp from St. Louis University. A few prefer 
adenocarcinoma NOS. 
Waldron from Washington University commented: "Adenocarcinoma of 
salivary gland origin. lt has some 1eatures of adenocy$liC carcinoma, 
but I believe this Is better classified simply as an adenocarcinoma." 

REFERENCE: Batsakis, J.G., et al, General Laryngology and Otology 
'7:82,, 198)) 

., 
~ 



I } Ouifying llbroma 
Contributed by James J. Sciubba, D.M.D., Ph.D., Long Island Jewish 
Hillside Medical Center, New Hyde Park, New York. 

CASE 06 

The diagnosis of ossifying fibroma qualified as "active" and/or as 
"juvenile" was popular. Including, among others, White from Kentucky, 
Spra&UO from N"braska, Luna from M.D. And.,rson, Hanson from San 
Fraoci<co, Cardona Lopez from Honduras, Sark.s and Dunlap from 
Kansas City, Eusebi from Bologna, Hyams from the A.F .I.P. 
commented: "8eca.use of the Jong term h1story, fovor a benign 
diagnosis like a peculiar juvenile ossifying or nonossifying !Jbroma." 
Fibrous dysplasia was favored by some consultants, which include RO"IIe 
and his group from Michigan, Santa Cruz from Washington University, 
Simon from San Juan, Agrentina, 8atsakis from Houston, Oxenhandlet 
from Chattanooga. 
A minority preferred osteosarcoma; a few comments are included: 
luN from Tampa: "Osteosarcoma seemingly arising in a background of 
fibrous dysplasia;• Tarpley and Corio from N.I.H.: "Overall an 
aggressive ossifying fibroma (juvenile); however, foca l areas of the 
periphery have atypica cells Jormlng bone and would suggest that this is 
a low grade o.steosarcoma." 
Weidner from 6owman..Gray: "I favor osteogenic sarcoma.'' Heffner 
from A.F.I.P.: "Do not know the diagnosis, but wonder about a low 
grade sarcoma ." Rosai from Yah~1 "Osteosarcoma oJ predominantly 
fibroblastic type vs. benign fibro-osseous lesion. I favor the former 
because of the high cellularity and moderate atypia.'' 
Gl&ss and associates from Oklahoma: "We have several names for case 
n. Those names include: Hybrid fibro-osseous lesion, wierd ossifying
cementifying fibroma, osteos3rcoma, ex..oss!ylng ... cementiJying 
Jibroma. Suffice it to say, we are all worried about the malignant 
potential of this lesion." 

Blue nevus 
Contributed by Charles Dunlap, D.D.S .. , and Bruce a&rker, D.D.S., 
University of Missouri-Kansas City, School of Dentistry, Kansas City, 
Missouri. 

Unanimous and overwhelming agreement. A comment from Slmon, San 
JuooJ Argentina: 11Biue nevus VJ. amalgam granuloma. A resident 
diagnosed "pigmented fibroma .. • 

.· 



IFFICI}<L DIACNOSIS continu~ 

I 7 •Pre• papi.llaty carcinoma 
Contributed by Charles Dunlap, D.D.S. and Bruce Barker, D.D.S., 
University of Missouri-Kansas City, School of Dentistry, Kansas City, 
Missouri. 

CASE U 8 

Weidner prefers: 111 favor squamous carcinoma In situ. I .see no invasion 
in my slide." 
Hanson from San Francisco: "Superfidal papillary squamous cell 
carcinoma (in situ)." 
Sdubba from Stony Brook prefers carcinoma in situ with papillary 
fe-atures. 
Cnepp from St. Louis University offers: •well differentiated papillary 
epidermoid carcinoma." 
Class and associates from Oklahoma: "We do not have a good name for 
this condition; howeve.r. we see it a.11 the time in our practice. It is 
usually associated with snuff dippers and tobacco chewers and we 
oscillate with names like pseudo-glandular hyperplasia with severe 
dysplasia and dyskeratosio to snuff dippers carcinoma in situ to laterally 
spreading squamous cell carcinoma to c.ancer 10 be." 
Toto from Loyola: "Dyskeratosis-erythroplasia.• 
Pincfbor& from Copenhagen: "Severe epithelial dysplasia." 
A= from Tampa and Faye, Lynn, and Oyer from the Tenth Medical 
Laboratory Headquarters in Germany prefer jnverted squamous 
papilloma while Tarpley and Corio from N:T.H. commented: "benign 
epithelial lesion, probably with a specific name, but In deference to 
time and extenuating circumstances, will simply caJl it an inverted 
papUlary hyperplasia." 
Hori from West Virginia and Batsakis and Luna from M.D. Anderoon 
prefer verrucous hyperplasia. 
Rosai from Yale interprets the lesion as: "Papillomatosis with atypia, 
possibly virally induced." 
Abrams from U.S.C. offered: "papillary dysplasia with marked atypia; 
cannot quite make carcinoma out of it ... 

Craniopharyngioma ? Gorlln's cyst 1 
Contributed by Larry Clowry, M.D., Professor of Pathology, Milwaukee 
County Medical Complex, Milwaukee, Wisconsin. 

FoiJowtng ls a selection of some of the opinions. 

Waldron from Washington Uni,.ersity, St. Louis: "This is a most unusual 
lesion. If this were in the mouth, I beJieve it would be analogous to the 
neoplastic type (dentinogenic ghost cell tumor) variety of a calcllying 
odontogenic cysts (Praetorlus - Act. Odont. Scand. 39:227, 1981). II it 
were in the skin, it would be analogous to a Uorld, calcifying 
epithelioma of Malherbe. I don't know if anything like this has ever 
been reported in the nasal cavity. In any event, I believe it is benign 
and I wish I had a good name for it." 
Heffner and Hyams from A.F.l.P.: "favor a Gorlin's type neoplasm, 
probably of the type D. Dr. Helfner suggested to rule out a peculiar 
Pindborg tumor." 
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PPI::tAL DIAGNOSIS continued 

CASE I 9 

Batsalds and Lwa from M.D. Anderson call it Godin's tumor. 
"Caacifying, epithelial odontogenic tumor• was the diagnosis of 1\zar 
from Tampa, Weidner from Bowman-Gray, Morasco and Mulford from 
Kirksville, Oxenhandler from Chattanooga, Rowe and associates from 
Ann Arbor, LeGal from Strasburg, Santa Cruz from Washington 
Unjverslty, Cordona Lopez f rom Honduras among others. 
Pln<l>org from Denmark calls it calcifying epilllelloma of Malherbe. 
'l'hite lrom Kentucky: "fascinating case. 6elieve the basic le$ion is a 
cran1opharyngioma. However, because of the location, the designation 
of "tumor at Rathke's pouch" may be more Gpproprlate. Additionally, 
the cytologic atypia, the poorly delineated outline and the blending or 
basalold epithelial cells willl stromal cells are indicative of at least an 
aggressive process, if not malignant. I can't buy Corlin's cyst in this 
location." 
Abrams from u.s.c.: "What a easel 1 prefer teratoma, but it could be an 
ectopic c raniopharyngioma.•' 
Lumerman and associates fr0«1 Flushing, New York: "this lesion 
probably represents a craniopharyngioma, almough the exact site of 
origin of this tumor is hard to determine based on the history and CAT 
scans. Perhaps it is a hybrid between a calcilylns odontogenic cyst and 
a craniopharyngioma.." 
Lily, Vincent, Finkelstein, Oerlbow and Hammond from Iowa call it 
craniopharyngioma. • 
Glass and associates from Oklahoma: "we all feel this this is me largest 
craniopharyngioma that we have eve-r seen." 
Sciubba from Stony Brook also calls it craniopharyngioma, while Barker 
and Dunlap offer craniopharyngioma vs. calcifying odontogenic cyst. 

Follow-up from this case is forth coming. The paper of Bernstein and 
Buchino "The Histologic Similarity Between Graniopharyngioma and 
Odontogenic Lesions: A Reappraisal". Oral Surgery .56:~02, 1983; as 
suggested by Bruce Barker is very appropriate. 

Ac:lnlc cell carcinoma 
Contributed by Dr. Kent Mulford and Dr. J.D. 
Osteopathic Heal Ill Center, Kirksville, Missouri. 

Marasco, Kirksville 

There was almost total unanimity in interpreting the lesion as acinic 
cell adenocarcinoma. In some slides, there was a scanty amount of 
tumor while there was granulomatous inflammation. related, in the 
opinion of many, to extravasated $eCI'etions. A small minority were 
concerned about the possibility of metastases and another wondered 
about the relation between sun exposure and the development of this 
tumor. 
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May 2,1985 

Dr. Carlos Perez-Mesa 
Ellis Fischel State Hospital 
Columbia, Missouri 65201 

Dear Carlos: 

A$ you reqt~csted, Jam enclosing a few comments related to the terminology 
CO< case J3 In our semino.r last tuesday. •1'11is is a most unusual and apparently 
distinctive jaw lesion. It was li.rst described by Couch et al, Am. J .Clih.Path. 
17•398, 1962. lie reported two cases, one of which was my case which I 
bed sent to Bill Shafer for his consUltation. Or. Couch through Dr. Shafer 
requested usc ot this case in his report and I was pleased to let him have it. 
About a year later we hod wtother example or this lesion in our service nt 
Emory and l reported this cose together with additional details on our previous 
case which had been included in Dr. Couch's paper.(Waldron et at, Oral Surr. 
16:1202, 1963). 

At lhat Ume we thought U1is lesion represented an unusual form of ameloblastic 
fibroma end SPeculated that i~ might represent some type of degenerative 
or aging change in the mesodermal portion or the tumor. White ct aJ (Oral 
Surg 45:396, 1978) reported on four additional cases, one from Temple University 
and three from the AFIP. They suggested, and undoubtedly correcUy, thet 
there was no real evidence that this represented an aging change in an amel~ 
blastic fibroma ond suggested the term cen tral granular ceU tumor of the 
jaw. Although there is no proo! that th1s represents an odontoge.nle lesion, 
I believe there is decent circumstantial evidenc·e tor this. 

It is of interest that all seven reported cases have occurred in older patjents 
in contras t to the common age for patients with ame.lobla.stic fibromas. I 
believe th~re have been one or possibly two other reports or this lesion subsequent 
to 1978 but J can't seem to locate them at the moment . 

Doctors Dunlap and Barker suggested at the meeting that a better term might 
bo granular cell odontogenic fibroma (W 110 ·- type odontogenic f ibroma) and 
indeed this may be o valid tc.rm. In ony-event1 from the few cases on record, 
this seems to be a very slow growing, completely benign lesion which responds 
well to simple enucleation. l~e rcolly have no (>roof that it represents alteration 
of 8 pre-existing amcloblastic fibroma or or an odontogenic ribroma. of the 
II'HO type, although I suspect the latter is the more likely possibility. Possibly 
the non-committul term central (odontogenic) granular cell tumor i$ the best 
nome in view of the present state or knowledge. In any event, it Is not a 



May 2, 1985 
Dr. Carlos Perez- Mesa 
Page -2-

granular Ol\11 variant of the ameloblastoma end should be ole&rly separated 
from that lesion. 

With best regards, 

Charles A. Waldron, D.D.S.,M.S.D. 
Professor and Chairman 
Department of Diagnostic Services 

CAW{cn 


