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CONTRIBUTOR: Jay W. Carson, M. D. APRIL 1990 - CASE NO. 1 
Martinez, Californi a 

TISSUE FROM: Lung ACCESSION NO. 26661 

CLINICAL ABSTRACT: 

History: This 62-year-old male presented with complaint of productive 
cough of yellow sputum, malaise, low grade fever, and night sweats. He had 
a history of smoking 40-pack-year, as well as asbestos exposure from sheet 
rock work. 

Physical examination: Decrease breath sounds in the right lung field. 

Laboratory report: leukocytosis at 34,000 (It was felt that this was a 
react ive leukocytosis, not representing a leukemoid reaction) . 

Radiograph : Bone scan of rib and spine were negative as well as thoracic 
CT scan. 

SURGERY: (March 30, 1987) 

A right thoracotomy with right lower lobectomy was performed. The tumor 
grossly appeared metastatic with at tachments t o the right r i bs and vertebra as 
well as the spinal column. 

GROSS PATHOLOGY: 

The lung segment was received in torn state. The entire specimen measured 
25 x 15 x 10 ems. The pleural surface showed multiple white nodules throughout 
the majority of the pleural surface. The tumor was ragged and white with a huge 
area of central necrosis. The tumor itself, upon reconstruction, measured 
approximately 18 x 9 x 11 ems. 



CONTRIBUTOR: John Glassco, M. D. APRIL 1990 - CASE NO. 2 
Van Nuys, California 

TISSUE FROM: Lung ACCESSION NO. 25917 

CLINICAL ABSTRACT: 

History: This 65-year-old female was admit ted to the hospital with 
complaint of sore throat of 2 weeks' duration. She had a history of smoking 
one pack of cigarette a day for some 45 years. 

Physical examination: There was a nodule in the left cervical chain . 
Lung: Slight increase present in the inspiratory phase, with end inspiratory 
and expiratory rhonchi. 

She underwent a laryngoscopy and biopsy whi ch was later diagnosed as 
squamous carcinoma, base of tongue. A bronchoscopy was done because of t he 
radiographi c finding of a l eft lung nodule . 

SURGERY: (February 5, 1987) 

A left thoracotomy with left lower pulmonary lobectomy was performed. 
Findings: There was a mass 5 to 6 ems., in the lower lobe that had puckered 
the pleura. The hilar hymph nodes were small and benign looking . 

GROSS PATHOLOGY: 

The specimen consisted of the left lower lobe of lung, weighing 220 grams 
and measuring 16 x 7.5 x 7.5 ems. Along the anterior and lateral surfaces of 
the lower portion of the l obe, involving the posterior and lateral basal sements, 
was a crescent-shaped depression surrounded by an irregular, somewhat lobulated, 
well-defined area, having a bulging, gl is t ening, pink-purple appearance . The area 
had a firm to rubbery consistency and measured 10 x 4 ems. Section t hrough this 
area revealed a tumor, 6 x 6 x 5 em. , which had a bosselated , glistening, mucoid, 
gray-pink cut surface with a central granular area, yellow-tan and mottled black, 
containing many cystic spaces . Adj acent to t he ple~ral surface, corresponding 
with the crescentic-shaped depression, was a glistening, mil ky white scar 
surrounded by anthracotic pigment. The tumor did not appear grossly to violate 
the pleura. The t umor had scalloped, well-defined edges and was well -demarcated 
from t he surrounding lung panrechyma whi ch was pink-tan and showed foca l 
anthracotic pigmentation. 



CONTRIBUTOR: Henry Slosser, M. D. APRIL 1990 - CASE NO. 3 
Los Angeles, California 

TISSUE FROM: Lung ACCESSION NO. 26715 

CLINICAL ABSTRACT: 

History: This 69-year-old Cambodian female presented 3-4 weeks ago with 
complaint of small amount of hemoptysis, 3 months' duration. She denied fever, 
chills, weight loss or night sweats. 

Radiographs: Chest x-ray showed a poorly defined lesion in the area of 
the right cardiophrenic angle. CAT scan confirmed l esion in the right lower 
lobe as well as possible mediastinal node involvement. 

Mediastinoscopy and bronchoscopy were performed and reported as negative 
for rna 1 i gnancy. 

SURGERY: (February 28, 1990) 

Exploratory right thoratocomy with right lower lobectomy was performed . 
Findings: A large, 3 x 4 em. mass was present in the right lower lobe which 
was umbilicated and irregular in shape . 

GROSS PATHOLOGY: 

The specimen consisted of resected right lower lobe of lung, measuring 
17 x 11 x 9 ems. and weighing 148 grams. Pleural surfaces were generally smooth 
and glistening, ranged in coloration from light tan with a focal anthracotic 
stippling to deep red. Centrally, at the base of the resected lobe, was an 
area of pleural opacification and puckering measuring 1.5 x 1.5 ems. in maximal 
diameter. Immediately adjacent pulmonary parenchyma was firm, light-tan-fleshy 
with foca l anthracotic stippling. This measured 2. 7 x 1.8 x 1.9 em. and had 
smooth pushi ng margins. The mass was intimately associated with a smal l 
peripheral bronchus, but origin within the bronchus was not demonstrated. The 
bronchial tree which was open from the hilum of the resected lobe was 
unremarkab 1 e. 



CONTRIBUTOR: Jozef Kellin, M. D. APRIL 1990 - CASE NO. 4 
Long Beach, California 

TISSUE FROM: Lung ACCESSION NO. 25869 

CLINICAL ABSTRACT: 

History: This 50-year-old white male with long standing hypertension 
complained of left apical pain when he raised his shoulder. Past hi story 
indicated known left apical lung mass since 1g83 followed by periodic chest 
x-rays showing no significant change . He was diagnosed several years ago as 
small cell carcinoma , left upper lobe. 

Radiographs: CT scan in 4-86 did·not show intrapulmonary parenchymal 
lesion but it showed a left apical paraspinal process. CT of chest and abdomen 
on 9-16-86 showed a left apical paramediastinal mass, about 4 ems. in size. 
Abdominal CT was normal. 

Needle biopsy on 8-29-86 showed atypical cells suspici ous but not di agnostic 
of small cell carcinoma. On 9-23-86, a supraclavicular approach and biopsy of 
the mass was performed. A diagnosis of a neoplasm was made, the origin of which 
was uncertain, but lymphoma and small cell carcinoma was excluded. On the basis 
of suggested possible etiology of the tumor I-131-MIBG whole body scan was 
obtained showing focal uptake in the known primary lesi on in the left parapical 
location. 

SURGERY: (October 14, 1g86) 

Exploratory thoracotomy with subtotal removal of the parapical tumor was 
performed. 

GROSS PATHOLOGY: 

The specimen was received in fragments: "B" - Reddish-purple piece of 
viable tissue, 1.2 x 0.5 x 0.3 ems; "C" - Multiple fragments of red-purple soft 
friable tumor, 6.5 x 3 x 1.5 em; "D" - Sect ion of tumor with capsul e consisted 
of soft, friable, red-purple tissue, 2 x 1 x 0.5 ems. 



CONTRIBUTOR: Thomas J. Bassler, M. D. 
Inglewood, California 

TISSUE FROM: Pleura and lung (Case 5} 
Axilla (Case 6} 

CLINICAL ABSTRACT: 

APR IL 1990 - CASE 5 & 6 

ACCESS ION NO. 25509 

History: This 56-year-old white male was seen on July 15, 19B5 with 
complaint of tightness in the chest. He admitted to dai ly productive cough of 
a small amount of phlegm. He was exposed to asbestos for six month period at 
age 19 while doing industrial installation. He smoked on to two packs of 
cigarettes daily for 36 years . 

Skin testing for tuberculosis and co~i dioidomycosis were negative. An 
x-ray revealed a large mass in the anterior segment of the left upper lobe. A 
needle aspiration was done with the findings of a fibromatous lesion with chronic 
inflammatory cells, compatible with a pulmonary inflammatory pseudotumor. 

Repeat radiograph of chest reveal ed what appeared to be an extrapleural 
lesion in the region of the anterior superior chest wal l; CT scan on 7-30-85 
demonstrated a left apical extrapl eural mass with possible pleural plaques and 
diaphragmatic calcifications. 

SURGERY: (August 5, 19B5} - Case 5 

A left thoracotomy wi t h exc ision of chest wall tumor, left anterior chest 
and partial wedge resection of left upper lobe was performed. Findings: A 
mass was found in the area of the anterior second and third ribs which extended 
into the upper lobe of the lung. After removal of mass in the lung, it was 
found that there was extension of the tumor between the second and first ribs, 
extending like a sheet into t he apex, maki ng this portion of the tumor non
resectab 1 e. 

GROSS PATHOLOGY: (Case 5} 

The specimen recei ved were in two parts: "A" - the specimen consisted of 
one large and two smal l hard white tissue fragments. The specimen consisted 
of a rubbery glisteni ng gray, well circumscribed fibrotic mass with smal l amount 
of attached red lung parenchyma, 6 x 6 x 2 ems . in diameter and B4 grams in 
weight. The portion of the 1 ung measured 7 x 6 x 2 ems. "B" - the specimen 
consisted of a hard white tissue fragment, 3 x 1 em. The center was calcified. 

COURSE: 

Further evaluation failed to reveal a primary site outside of the chest · 
such as a malignant hypernephroma. Beacause of the surgical findings and his 
consti tut ional symptoms, local radiation therapy was recommended and he was 
treated initially with 5,040 rads and an ul timate dose of 6,300 rads to the 
area of tumor i nvolvement. Despite hi s radiation on March 4, 1986, he 
developed a mobile 4 ems. l eft axillary mass. 



SURGERY: {March 18, 1g86) - Case 6 

Resection of left axi llary lymph node, measuring 5 x 3 ems . was performed. 

GROSS PATHOLOGY: 

Despite resection of the axillary node a recurrence occurred, which was 
a fixed 4 ems. mass, wi th a new 3 ems. mobile subcutaneous mass beneath his 
left scapula. Multiple tumor nodules were noted in the chest x-ray. Because 
of the progressive nature of his disease, he was treated with Adriamycin , total 
dose of 170 mg. He subsequently developed stomatitis for which he was 
hospitalized as well as for severe leukopenia. The symptoms resolved and he 
received a second course of Adrimycin. Despite his chemotherapy, chest x-ray 
showed progression of disease and the left axillary mass continued to grow. 



CONTRIBUTOR: E. DuBose Dent , M. D. APRIL 1990 - CASE NO. 7 
Gl endale, Cal ifornia 

TISSUE FROM: Lung ACCESSION NO. 24546 

CLINICAL ABSTRACT: 

History : This 72-year-old Caucasian male was seen in November 1980 for 
an ill-defined mass, right upper lobe. Bronchoscopy was negative . In early 
1982 , the mass had become definitely, larger, and denser. He remained 
asymptomatic except for shortness of breath on exertion. He was admitted to 
the hospital on Aril 27, 1982 for surgical procedure . 

Radiograph of chest revealed a tumor in the right upper l obe of the right 
lung. 

SURGERY : (April 28, 1982) 

A right thoracotomy with upper lobectomy was performed. 

GROSS PATHOLOGY: 

The specimen consisted of the upper lobe of the right lung, 14 x 12 x 7 
ems. in dimension and 135 grams in weight . Al ong the anterior surface at a 
level that was approximately 5 ems. beneath the apical portion of the lung was 
a depressed area in the pleura that measured 2 ems . in greatest dimension. 
OiS'section of the lung rev.ealed in a primary branch of the upper lobe bronchus, 
at a level that was 2 ems . distal to t he margin of resection, an i rregular 
eroded area, 1.5 em i n greatest dimension. This proved to be overlying an 
irregular firm yellowish-white lesion, 3.5 ·ems. in greatest dimensions. 
Sections revealed the lesion to have a rather variegated appearance. The 
peripheral margin of the lesion extended to the pleural surface. 

Further dissection of the lung revealed the tissue to be pinki sh-white in 
color and to be normal ly crepitant. In the peribronchial area there were found 
o total of 8 small nodal structures, the largest of these 0.8 em. in size. 
These node were grayish-black in color, soft in consistency . 



CONTRIBUTOR: Peter L. Morris, M. 0. APRIL 1990 - CASE NO. 8 
Santa Barbara , California 

TISSUE FROM: Lung ACCESSION NO. 25635 

CLINICAL ABSTRACT: 

History: This 76-year-old white male underwent check-up examination 
between 11-15-85 and 11-19-85, during which time a routine chest x-ray revealed 
the presence of a right lower lobe mass, characterized as a "nodular l esion", 
which had not been observed at the time of prior radiologic studies (7-11-84). 
Needle aspiration biopsy was consistent wi th malignancy . 

SURGERY: (December 16, 1985) 

A thoracotomy with wedge excision of nodule, right lower lobe, was performed. 
Fingdings : The radiographically visualized nodule was seen to l ie on the pleural 
surface of the anterior basilar segment of the lower lobe. 

GROSS PATHOLOGY: 

The specimen consisted of partially expanded 10 gram wedge-shaped lung segment, 
7.0 x 5.5 x 2.5 em. in greatest dimensions. The transected margin was pink, with 
slightly anthracotic parenchyma and covered a distance of 5.5 x 2.2 em. The 
pleural surface was smooth and glistening except for a raised, firm gray nodule, 
2.0 ems. in diameter, which occurred 2.1 em. from the transected margi n. Sections 
through this nodule showed a glistening gray appearance and sharply separated 
from the surrounding parenchyma. It was 2.0 em. in diameter. Sections through 
the remainder of the lung showed a spongy pink parenchyma with a few areas of 
faint ill-defined nodularity but no discrete lesions. 



CONTRIBUTOR: David Hoblit, M. D. 
Norman Cadman, M. 0. 
Pomona, California 

TISSUE FROM: Lung 

CLINICAL ABSTRACT: 

APRIL 1990 - CASE NO. 9 

ACCESSION NO. 24914 

History: This 81-year-old male was admitted on March 20, 1983 with chief 
complaint of a coin lesion in the right lung. He had a recent hospitalization 
for congestive failure with pulmonary edema. As part of his evaluation, chest 
x-ray revealed a lesion, 2t ems., in the right lower lung field, that had not 
been present on chest film taken a year-prior. He had a sixty pack year 
sroking history. 

SURGERY: (March 21, 1983) 

A bronchoscopy with biopsy of right middle lobectomy was performed. 
Findings: At bronchoscopy the right upper lobe take-off had some reddening and 
some thickeni ng of the mucosa. At thoracotomy there was a 3 em. indentation of 
the visceral pleura in the lower portion of the right middle lobe. There were 
no apparent pathologically involved hilar or mediastinal lymph nodes. 

GROSS PATHOLOGY: 

The specimen received was a right middle lobe of lung, weigh ing 125 grams. 
Cut section through this lung showed a single discrete mass adjacent to the 
pleural surface measuring 2.4 x 2.1 x 1.9 ems. It was adherent to the pleural 
surface. In the area adjacent to the bronchus. There was an additional tumor 
which appeared to be large matted nodes, measuring upwards to 1.5 em. 
Additional sections of the peripherally located mass was taken with involved 
nodes, adjacent lung tissue, and bronchus. 



CONTRIBUTOR: D. R. Dickson, M. D. APRIL 1990- CASE NO. 10 
San~a Barbara, California 

TISSUE FROM: Pleura ACCESSION NO. 25010 

CLINICAL ABSTRACT: 

History: This 67-year-ol d white male was in "perfect" health until 8 
months ago when he developed a dy cough which became progressively worse. He 
was in the San Joaquin Valley where a chest x-ray showed a pleural effusion. 
This was aspirated on two occasions which was negative on culture and cytologic 
studies. 

Laboratory data: SMAC panel was within normal limits. The WBC was 8,500 
with 9% lymphocytes. Postoperative electrophoresis: Normal total protein with 
increased gamma globulin to 1.4 gms (24.1%) with pattern suggesting a monoclonal 
protein in the gamma region. Serum immunoelectrophoresis showed normal IGG, IGA 
with IGM decreased. Kappa and Lambda light chains were normal. 

Radiograph: A large right pleural effusion was noted. 

SURGERY: (August 20, 1g81) 

A right exploration revealed 1300 ml. of bloody turbid fluid. There were 
multiple palpable nodular opacities of pleura over the lower lobe and medial 
aspect of the middle lobe. A pleural peel debulked the major portion of the 
parietal pleura. A wedge-shaped portion of the middle lung was removed. 

GROSS PATHOLOGY: 

The specimen received was an 8.0 x 5.5 x 3.0 em. wad of pleural peel, 
consisting of four separate ragged strips, varying from 13.3 x 4.0 to 30.0 x 
5.5 ems. The pleural surface of each portion contained multiple soft, velvety, 
discrete, and confluent diffuse plaques up to 4.0 ems. in diameter and no more 
than 3 mm. in thickness. When sectioned the surfaces made were homogeneous, 
crisp-glistening tan. 

The second specimen received was an approximately 20 gm. wedge-shaped 
portion of lung, 7.0 x 1.7 ems. in greatest dimensions across the transection 
and up to 2.5 ems. in length. The pleural surface had discrete and confluent 
plaques of mossy finely papillary light pink-tan tissue, similar to that seen on 
the parietal pleura. The sectioned surfaces appeared to be up to 7 mm. and 
infiltrated the pulmonary parenchyma. A calcific irregular yellow nodule, 
g mm. in diameter, shelled out easily, leaving a mantle of neoplasm about the 
periphery. 



CONTRIBUTOR: Bill Pettross , M. D. APR IL 1990 - CASE NO. 11 
Los Angeles, California 

TISSUE FROM: Lung ACCESSION NO. 25643 

CLI NICAL ABSTRACT: 

History: This 8 month-old-male infant was seen on November 6, 1985 for 
upper respiratory infection symptoms and noted to have l eft lung density. He 
was treated with penicillin but one week later he sti ll presented with the mass . 
He was admitted to the hospital on December 2, 1985 for diagnostic work-up. 

Raiograph of chest revealed a 5 ~m. round mass in l eft mid chest. 

SURGERY: (December 4 , 1985) 

A left lower lobectomy was performed. 

GROSS PATHOLOGY: 

The specimen consisted of the left lobe weighing 50 grams. The entire 
specimen measured 4 x 6 x 8.5 ems. within the lung parenchyma, in mid posterior 
location, there was a light tan, firm nodule, measuring 3 x 3 x 4 ems. Gritty 
areas were noted centrally within the tumor. The tumor was not encapsulated 
but was well circumscribed and demarcated from the surrounding lung tissue and 
appeared to be easily shelled out. No involvement of the hil ar area or lymph 
nodes was noted. The tumor bulged on the pl eural surface. The pleural surface 
was uniformly dusky red. The cut surface of the lung was soft and red brown. 



CONTRIBUTOR: Steven B. Jobst, M. D. APRIL 199D - CASE NO. 12 
San luis Obispo, California 

TISSUE FROM: lung ACCESSION NO. 26473 

CLINICAL ABSTRACT: 

History: This 76-year-ol d white female was admitted to the hospital on 
January 17, 1989 for bilateral pneumonia. For many years she suffered with 
idiopathic lung disease, associated with pulmonary fibrosis and low pA02. She 
developed increased shortness of breath in the second week of December 1988 
due to an upper respiratory infection. At her office visit, an ABGs revealed, 
on room air, a p02 of 48, pC02 of 37 adn a pH of 7.47. Chest x-ray revealed 
diffuse bilateral infiltrates. Sputum culture was taken and patient was started 
on Cipro, 750 mg. po .bid. A week later sedimentation rate was 98. A repeat 
chest x-ray at patient's request was not done. She continued on medication. 

On 1-3-89, she returned complaining of burping up large amounts of dark 
sputum. Culture returned only normal flo~ra. Patient was on continuous 02 at 
home. A culture was taken and additional medication prescribed to be taken 
at home. 

She returned to the office because of a sudden increase in her shortness 
of breath . After chest x-ray revealed an extensive bilateral lower lobe 
pneumonia, she was admitted to the hospital . Patient was not a smoker or 
consumer of alcohol . 

Physical examination: lungs -markedly decreased breath sounds. There 
was decreased diaphragmatic excursion. There were fine rales at both bases. 

Flexible bronchoscopy was done on 1-18-89 and cultures obtained from pus 
out of the left lower lobe bronchus was submitted for sensitivity, routine acid 
fast bacilli, fungus, smears and cytology. Nocardia astrioides was positive. 

SURGERY: {January 20, 1989) 

A major left upper and lower pulmonary decortication with wedge resection 
of left lingula, upper and basilar lower lobes, drainage of lingular pulmonary 
abscess, and closed chest tube pleural drainage were performed. Findings: 
There were extensive empyema involving the left pleural space and areas of 
adhesions densely adhered to the parietal wall. A firm indurated mass involved 
the lingular segments of the left lower lobe with microabscesses on the 
parenchymal surface. An abscess was broken into with resultant purulent drainage •. 

GROSS PATHOLOGY: 

The specimen consisted of multiple biopsies from pleura and lung which 
were friable, gray-white , fibrinous focall y hemorrhagic and shaggy. Sectioning 
revealed necroti c cavities, measuring up to 1 em. in greatest dimension . 



STUDY GROUP CASES 
roR 

APRIL 1990 

CASE NO. 1 - ACCESSION NO . 26661 

LOS ANG ELES : Giant and spindle cell carci noma - 7 

LONG BEACH: Poorly differentiated carcinoma, NOS - 7; l arge cel l carci noma - 1 

FRESNO: Mal ignant fibrous mesothelioma - 6; spindle cell carcinoma vs. sarcoma 
- 1 . 

SACRAMENTO: Large cell carcinoma - 4; giant cell carcinoma - 5 

MARTINEZ: Spi ndle cell carcinoma - 9 

BAKERSFIEL D: Sarcoma , NOS - 1; pleomorphic sarcoma - 1; fibrous mal ignant 
mesothelioma - 1; carcinomatous abscess - 1 

SAN BERNARDINO (INLAND): Malignant mesothelioma - 6; sarcoma, NOS - 5; 
rhabdomyosarcoma - 2; malignant Triton tumor- 1 

OAKLAND: Large cell nonkeratinizing carcinoma - 5; poorly differentiated 
adenocarcinoma with sarcomatoid features - 3 

NORTH DAKOTA: Malignant mesothelioma - 1 

GRASS VALLEY: Malignant mesothelioma - 1 

CONSULTATION: 

AFIP: Pleomorphic carcinoma with spindling. Special stains (PAS without 
and with diastase prediges t ion) showed the tumor cells contained neither 
glycogen nor mucin. Immunostains for keratin positive while S-100 protein and 
desmin were negative. The morphology of the tumor as well as the results of 
the special stains and immunostains were most consistent with the above diagnosis 
and did not support malignant fibrous histiocytoma. 

FOLLOW-UP: 

The patient died on May 9, 1987 without benef it of an autopsy . 

DIAGNOSIS: 

Giant cel l adenocarcinoma , l ung 

REFERENCES: 

HERMAN, DL, BULLOCK, WK , WAKEN, JK: Giant Cell Adenocarcinoma of the Lung. 
Cancer 19:1337-1346, 1966. 

HADLEY, GG, BULLOCK, WK: Autopsy Report of Pulmonary Carcinoma . Survey 
in Los Angeles County Hospital for 1gs1. Calif Med. 79:431-443, 1953. 



TABLE 2 - Classification of bronchogenic carcinoma observed 
in autopsy series (Hadley & Bullock) 

Epidermoid . . . . . 18 
Anaplastic . . . . . 31 

(Undifferentiated 13) 
{Giant and spindle 6) 
(Oat cell 12) 

Adenocarcinoma . . . . . . 10 
(Alveolar cell carcinoma . . . . . 2) 

Mixed . . . . . . .. . . . . . . . . . . . . 5 

64 



CASE NO. 2 - ACCESSION NO . 25917 APRIL 1990 

LOS ANGELES: Well differentiated adenocarci noma, bronchioalveolar type - 7 

LONG BEACH: Bronchioloalveolar cell carcinoma - 8 

FRESNO: Bronchoalveol ar carcinoma - 5; meta·static adenocarcinoma vs. adeno
carcinoma - 1; papillary mucinous carcinoma - 1 

SACRAMENTO: Well differentiated adenocarcinQma - 5; bronchoalveolar carcinoma 
- 4 

MARTINEZ: Adenocarcinoma - 9 

BAKERSFIELD: Bronchioloalveolar carci noma - 4 

SAN BERNARDINO (INLAND): Bronchiol oal veolar carcinoma - 6; mucinous (colloid) 
carcinoma - 8 

OAKLAND: Bronchioloal veolar tumor- 7; mucinous c·arcinoma - 1 

NORTH DAKOTA: Bronchoalveolar cell carcinoma ~ 1 

GRASS VALLEY: Adenocarcinoma - 1 

FOLLOW-UP: 

She had a stormy course after discharge from the hosp.ital with a laryngeal 
squamous care i noma which was radiated and 1 aryngectomi zed with right neck 
dissecti on. She did wel l unt il September 1988 when a right squamous cell 
carcinoma of the kidney was diagnosed by fine neeal e as pi ration but because· 
of extensive retroperitoneal spread resection was not possible . She expi red 
in October 1988. 

DIAGNOSIS: 

Bronchoal veolar carcinoma, lung 

REFERENCES: 

BENNETT, DE, SASSER, WF : 
Entity? . A Study of 30 Cases. 

Bronchiolar Carcinoma. A Valid Clinicopathol ogic 
Cancer 24:876-887, 1969 . 

CLAYTON, F: Bronchiole-alveolar Carci nomas, Cell Types, Patterns of 
Growth, and Prognostic Correlates. Cancer 57:1555-1564, 1986 . 

ROSENBLATT, MB, LISA, JR, CALLIER, F: Primary and Metastatic Broncho
alveolar Carcinoma. Dis. Chest 52:147-152, 1967. 

BONJKOS, OS, HENRICKSON, M, BEUSCH, KG: Pulmonary Alveolar Cell Carcinoma 
Fine Structural and Invitro Study of a Case and Critical Review of This Entity. 
Am. J . Surg. Pathol. 1:93-108, 1977. 

DAIL, DH, HAMMAR, SP: Pulomnary Pathology, Chapter 28, Common Neoplasms. 
Samuel P. Hammar Springer-Verlog 1987. 



CASE NO. 3 - ACCESSION NO. 26715 APRIL 1990 

LOS ANGELES: Scar adenocarcinoma - 5; bronchioalveolar carcinoma - 2 

LONG BEACH: Adenocarcinoma - 8 

FRESNO: Well differentiated adenocarcinoma- 6; atypical bronchiolar proliferation 
around scar - 1 

SACRAMENTO: Bronchoalveol ar carcinoma - 9 

MARTINEZ: Adenocarcinoma - 6; bronchioloalveolar- 3 

BAKERSFIELD: Scar carcinoma - 2; adneocarcinoma in interstitial fibrosis - 1; 
adenocarcinoma, NOS- 1 

SAN BERNARDINO (INLAND): Adenocarcinoma- 14 

OAKLANO: Adneocarcinoma, NOS with bronchioloalveolar tumor - 8 

NORTH DAKOTA: Adenocarcinoma - 1 

GRASS VALLEY: Bronchiolar alveolar carcinoma - 1 

FOLLOW-UP: 

Patient is al ive and well as of 4/5/90. 

DIAGNOSIS: 

Bronchoalveolar carcinoma, l ung 

REFERENCES: 

BENNETT, DE, SASSER, WF: 
Entity?. A Study of 30 Cases. 

Bronchiolar Carcinoma. A Valid Clinicopathologic 
Cancer 24:876-887, 1969. 

CLAYTON, F: Bronchiole-alveolar Carcinomas , Cell Types, Patterns of 
Growth, and Prognosti c Correlates . Cancer 57:1555-1564, 1986. 

ROSENBLATT, MB, LISA, JR, CALLIER, F: Primary and Metastatic Broncho
alveolar Carcinoma. Dis. Chest 52 :147-152, 1967. 

BONI KOS, OS , HENRICKSON, M, BEUSCH, KG: Pulmonary Alveolar Cell Carcinoma 
Fine Structural and Jnvitro Study of a Case and Critical Review of This Entity. 
Am. J . Surg . Pathol. 1:93-108, 1977. 

DAIL , DH, HAMMAR, SP: Pulomnary Pathology, Chapter 28, Common Neoplasms. 
Samuel P. Hammar Springer-Verlag 1987. 



CASE NO. 4 - ACCESSION NO. 25869 

LOS ANGELES: Intrathoracic paragangl ioma - 7 

LONG BEACH: Paraganglioma - 8 

APRIL 1990 

FRESNO: Carcinoid tumor with oncocytic features - 3; granular cell myoblastoma 
- 1; Hurthle cel l adneoma (or medullary) - 1; alveolar cell carcinoma scar cancer 
- 1; large clear cell carcinoma, R/0 renal metastasis - 1 

SACRAMENTO: Paragangl ioma - 9 

~1ARTINEZ : Paraganglioma - 9 

BAKERSFIELD: Paraganglioma - 4 

SAN BERNARDINO (INLAND): Paraganglioma - 14 

OAKLAND: Paraganglioma - 7 

NORTH DAKOTA: Metastatic pheochromocytoma - 1 

GRASS VALLEY: Paragangl ioma - 1 

FOLLOW-UP: 

He is bei ng fo ll owed in hematology and endocrinology clinics. As of 
February 5, 1990 he is alive and well, with no evidence of recurrence. Blood 
pressure under control. 

DIAGNOSIS: 

Para-apical paraganglioma, lung 

REFERENCES: 

SINGH, G, LEE, RE , BROOKS, DH: Pr imary Pulmonary Paraganglioma. Report 
of A Case and Review of the literature. Cancer 40:2286-2289, 1977. 

GAFFEY, MJ , MI LLS,SE, ASKIN, FB: Minute Pulmonary Meningiothelial-Like 
Nodules. A Clinicopathologic Study of So-Called Mi nute Pulmonary Chemodectoma. 
Am. J. Surg. Pathol. 12:167- 175, 1988. 



CASE NO. 5 - ACCESSION NO. 25509 APRIL 1990 

LOS ANGELES : Malignant mesothelioma - 6; malignant fibrous histiocytoma - 1 

LONG BEACH: Malignant mesothelioma - B 

FRESNO: Large cell spindle carcinoma vs. sarcoma, HFS. - 1; malignant meso
thelioma- 4; malignant fibrous histiocytoma- 2 

SACRAMENTO : Malignant f ibrohistiocytoma involving pleura and axillary node - 9 

MARTINEZ: Mesothel ioma - 9 

BAKERSFIELD: Malignant fibrous mesothelioma- 4 

SAN BERNARDINO (INLAND): Malignant mesothelioma - 14 

OAKLAND: Mesothelioma - 5; malignant fibrous histiocytoma- 4 

NORTH DAKOTA: Malignant mesothelioma - 1 

GRASS VALLEY: Carcinosarcoma - 1 

CONSULTATIONS: 

Michael Koss, M. D. -LAC-USC Med. Ctr.: Malignant fibrous mesothelioma 
or sarcoma of lung such as malignant fibrous histiocytoma. 

Louis P. Dehner, M. D. - University of Minnesota: Immunohistochemical stains 
were performed on both the pulmonary and soft tissue lesions for fibrohistiocytic 

· markers. Alpha-! antichymotrypsin positive (lung and axilla); vimentin weakly 
reactive (axilla). The myofibroblastic inflammatory pseudotumor has not been 
found to possess histiocytic markers and these stains further supported the 
diagnosis of a malignant fibrous hi stiocytoma, lung, ? metastatic to axi l la. 

FOLLOW-UP: 

See case 6 

DIAGNOSIS: 

Malignant fibrous histiocytoma, pleura vs. lung. 

REFERENCES: 

KERN, WH, HUGHES, RK, MEYER, BW, HARLEY, DP: Malignant Fibrous Histiocytoma 
of the Lung . Cancer 44:1793-1801, 1979 . 

LEE , JT, SHELBURNE, JD, LINDER, J: Primary Malignant Fibrous Histiocytoma 
of the Lung. A Clinicopathol og ic and Ultrastructural Study of Five Cases . Cancer 
53:1124-1130, 1984. 



CASE NO. 6 - ACCESSION NO. 25509 APRIL 1990 

LOS ANGELES: Mal ignant mesothelioma - 6; malignant fibrous histiocytoma- 1 

LONG BEACH: Metasta tic malignant mesothelioma- 8 

FRESNO: Malignant mesothelioma - 2; metastatic tumor- 1; mali gnant fibrous 
h1stiocytoma - 2 
SACRAMENTO: Malignant fibrohistiocytoma involving pleura and axillary node - 9 

MARTINEZ: Mesothelioma - 9 

BAKERSFIELD: Malignant fibrous mesothelioma- 4 

SAN BERNARDINO (INLAND): Malignant mesothelioma- 14 

OAKLAND: Mesothel ioma - 5; mal ignant fibrous histiocytoma- 4 

NORTH DATKOTA: Malignant mesothelioma- 1 

GRASS VALLEY: Metastatic carcinomsarcoma - 1 

CONSULTATIONS: 

Michael Koss, M. D. - LAC-USC Med. Ctr.: Malignant fibrous mesothel ioma 
or sarcoma of lung such as malignant fibrous histiocytoma. 

Louis P. Dehner, M. D. - Universi ty of Minnesota : Immunohistochemical 
stains were performed on both the pulmonary and soft tissue lesions for fibre 
hi stiocytic marker s . Alpha-1 antichymotrypsin positive (lung and axil la ); 
vimentin weakly reactive (axilla). The myofibroblastic inflammatory pseudotumor 
has not been found to possess hist iocytic markers and these stains further 
supported the diagnosis of a malignant fibrous histiocytoma , lung, ? metastat ic 
to axilla . 

FOLLOW-UP: 

Despite resect ion of the axillary node, a recurrence occurred , which was 
a fixed 4 ems. mass, with a new 3 ems . mobil e subcutaneous mass beneath his left 
scapula, and multiple tumor nodules were noted in the chest x-ray. Because of 
the progress ive nature of his disease, he was treated with Adriamycin, total 
dose of 170 mg. He subsequently developed stomatitis for which he was 
hospitali zed as wel l as for severe leukopeni a. The symptoms resolved and he 
rece ived a second course of Adriamycin . Despi te his chemotherapy, chest x-ray 
showed progression of disease and the left axill ary mass continued to grow. He 
expired on 9/21/86. 

DIAGNOSIS: 

Metastatic malignant fibrous histiocytoma, axilla . Primary pleura or 
lung . 

REFERENCES: 

KERN, WH, HUGHES, RK, MEYER, BW, HARLEY, DP : Malignant Fibrous Histiocytoma 
of the Lung. Cancer 44:1793-1801, 1979 . 

LEE , JT, SHELBURNE , JD, LINDER, J: Primary Malignant Fibrous Histiocytoma 
of the Lung. A Clinicopathologic and Ultrastructural Study of Five Cases. Cancer 
53:1124-1130, 1984. 



CASE NO. 7 - ACCESSION NO. 24546 APRIL 1990 

LOS ANGELES: Squamous cell carcinoma, bronchus, with bronchoalveolar carcinoma 
- 7 
LONG BEACH: Mixed adenocarcinoma and squamous cel l carcinoma - 8 

FRES NO: Biphasic carcinoid {adenosquamous vs. second separate primary )- 1; 
mixed adenosquamous - 3; adenocarci noma, bronchoalveolar - 2; second l es ion ; 
atypical bronchiolar proliferation around scan and squamous cel l carcinoma- 1 

SACRAMENTO: Adenosquamous carcinoma - 4; combined bronchoalveolar carcinoma 
and squamous carcinoma - 5 

MARTINEZ: Combined col lision t umor {adenocarcinoma and squamous cel l carcinoma) 
- 9 . 

BAKERSFIELD: Collis ion tumor {squamous cell carcinoma and adenocarci noma) - 4 

SAN BERNARDINO ( INLAND): Mixed adenocarcinoma and squamous cell carcinoma- 8; 
adenosquamous carcinoma - 6 

OAKLAND: Adenosquamous carci noma - 7; squamous carcinoma - 1 

NORTH DAKOTA: Squamous cel l carcinoma and bronchoalveolar cell carcinoma - 1 

GRASS VALLEY: Combi ned squamous cell and adenocarcinoma - 1 

FOLLOW-UP: 

About 4 days postoperatively, he developed fever with whiteout of the 
remaining lobes on the right si de. Staphylococcus aureus was cul tured and he 
was treated appropriately. At the same time he developed atrial fibrillation 
on and off. Despite therapy he spiked a high fever and expired on 5-27-82 . 

DIAGNOSIS: 

Squamous cell carcinoma, bronchus 
Bronchoalveolar carcinoma, lung 

REFERENCE: 

DAIL, DH, HAMMER, SP: Pulmonary Pathology. Chapter 28 , pp . 756-757 , 
Common Neopl asms. 



CASE NO. 8 - ACCESS ION NO . 25635 APRIL 1990 

LOS ANGELES: Malignant spindle cell tumor, unclassified - 3; malignant 
schwannoma - 4 

LONG BEACH: Malignant fibrous histiocytoma - 4; leiomyosarcoma - 3; metastatic 
sarcoma - 1 

FRESNO: No tumor just emphsema and bronchitis in my slide- 1; sarcoma primary 
vs. secondary- 1; malignant fibrous hi s tiocytoma - 2; atypical peripheral 
carcinoid - 2; sarcomatous carcinoma - 1 
SACRAMENTO: Malignant Schwann cell tumor- 6; malignant fibrous histiocytoma - 3 

MARTINEZ: Malignant fibrous histiocytoma - 9 

BAKERSFIELD: Mali gnant fibrous histio~ytoma- 2; fibrosarcoma - 2 

SAN BERNARDINO (INLAND): Malignant fibrous histiocytoma - 5; fibrosarcoma - 3; 
leiomyosarcoma - 2; malignant mesothelioma - 1; sarcoma, NOS - 3 

OAKLAND: Sarcomatoid mesothelioma - 7; malignant fibrous hist iocytoma - 1 

NORTH DAKOTA: Squamous cell carcinoma, spindle cell type - 1 

GRASS VALLEY: Malignant fibrous histiocytoma - 1 

CONSULTATION: 

Michael Koss, M. D., USC-LAC Med. Ctr . : Primary sarcoma, lung. 

FOLLOW-UP: 

He was admitted to the hospital in November 1988 for a transurethral 
prostatic resection for obstructive uropathy. The tissue removed was benign. 
A chest film done at that time revealed no evidence of pulmonary nodules . 

ELECTRON MICROSCOPY REPORT: 

Most consistent with a malignant schwannoma or neurofibrosarcoma. 

SP ECIAL STAINS: 

Submitter's S-100 was positive; CTTR S-100 : Negative 

DIAGNOSIS: 

Malignant Schwannoma, lung. 

REFERENCES: 

BARTLEY, TO, AREAU, VM: Intrapulmonary Neurogenic Tumors. Cardiovase. 
Surg. 50:114-123, 1965. 

NEILSON, DB: Primary Intrapulmonary Neurogenic Sarcoma. J. Pathol. 76: 
419-430, 1958. 



CASE NO. 9 - ACCESSION NO. 24914 APRIL 1990 

LOS ANGELES: Intermediate smal l cell carci noma - 7 

LONG BEACH: Intermediate small cell carcinoma - 7; undifferentiated l arge cell 
carc inoma - 1 
FRESNO: Mali gnant carcinoid, oat cel l type - 1; oat cel l carcinoma - 2; 
undifferentiated small cell carcinoma, polygonal variant- 1; poorly differentiated 
carcinoma, large spi ndle cell - 2; atypical carcinoid tumor- 1 

SACRAMENTO: Poorly differentiated carcinoma - 3; small cell carcinoma, intermediate 
type - 5; possible metastatic tumor - 1 

MARTINEZ : Atypical carcinoid- 3; malignant neuroendocrine - 6 

BAKERSFIELD: Small cell carcinoma, intermediate cell- 2; spindle cell carcinoid 
- 1; bronchial adenoma - 1 

SAN BERNARDINO (INLAND): Neuroendocri ne carcinoma (atypical carcinoid) - 14 

OAKLAND: Malignant lymphoma, small lymphocytic- 8 

NORTH DAKOTA: Neuroendocrine carcinoma - 1 

GRASS VALLEY: Small cell undifferentiated carcinoma, intermediate cell type - 1 

CONSUL TAT! ON: 

Michael Koss, M. D. -USC-LAC Med. Ctr.: Intermediate small cell carcinoma 

SPECIAL STAINS : (Contributor) 

PAS & Mucicarmine were unremarkabl e. Silver: Negative 

FOLLOW-UP : 

He expired on the third post operative day (3/24/83) of cardiac arrest. 

DIAGNOSIS: 

Intermediate smal l cel l carcinoma , lung. 

REFERENCES: 

CARTER, D, EGGLESTON, J: Tumors of the Lower Respiratory Tract. 
Washington DC : Armed Forces Institute of Pathology, 1980 pp. 100-104. 

ZAHAROPOULOS, P, WONG, JY , STEWART, GO : Cytomorphology of the Variants 
of Small-Cell Carcinoma of the Lung. Acta Cytol. (Baltimore) 26:800-808, 1982 . 



CASE NO. 10 - ACCESSION NO. 25010 APRIL 1990 

LOS ANGELES: Plasmacytoid lymphocytic lymphoma - 7 

LONG BEACH: Well differentiated lymphocytic lymphoma- 8 

FRESNO: Lymphoma, non-Hodgkin's - 3; lymphoma vs. leukemia infiltrate, small 
cell type - 1; WDLL/CLL - 2; pseudolymphoma - 1 

SACRAMENTO: Wel l differentiated lymphocytic lymphoma - 9 

MARTINEZ: B-cell lymphocytic lymphoma - 9 

BAKERSFIELD: Malignant lymphoma, di ffuse, small cell - 3; pseudolymphoma - 1 

SAN BERNARDINO (INLAND}: Lymphoma, well differentiated, with plasmacytoid areas 
- 14 

OAKLAND: Malignant lymphoma, small lymphocytic - 8 

NORTH DAKOTA: Small cell lymphocytic lymphoma - 1 

GRASS VALLEY: Non-Hodgkin 's malignant lymphoma, small cleaved cel l type- 1 

FOLLOW-UP: 

Not available. 

DIAGNOSIS: 

Malignant well differentitated non-cleave small cell lymphocytic 
lymphoma, lung. 

REFERENCES: 

KOSS, MN, HOCHHOLZER, L, NICHOLS, PW, et. al.: Primary Non Hodgkin's 
lymphoma and Pseudo-lymphoma of the Lung: A Study of 161 Patients . Hum. Pathol. 
14:1024-1038, 1983 . 



CASE NO. 11 - ACCESSION NO. 25643 APRIL 1990 

LOS ANGELES: Plasma cell granuloma - 9 

LONG BEACH: Infl ammatory pseudotumor (plasma cell granuloma)- 6; benign fibrous 
hi stiocytoma - 2 

FRESNO: Plasma cell granuloma - 4; hamartoma - 2; inflammatory reacti on - 1 

SACRAMENTO: Hamartoma - 2; inflammatory pseudotumor - 2 

MARTINEZ: Inflammatory pseudotumor - 7; adenomatoid hamartoma - 2 

BAKERSFIELD: Inflammatory pseudotumor - 3; hamartoma - 1 

SAN BERNARDINO {INLAND): Inflammatory or fibrous pseudotumor - 14 

OAKLAND: Inflammatory pseudotumor - 8 

NORTH DAKOTA: Inflammatory pseudotumor - 1 

GRASS VALLEY: Pulmonary hamartoma - 1 

FOL LOW-UP : 

Not available. 

DIAGNOSIS: 

Inlammatory pseudotumor, lung . 

REFERENCES: 

DAI L, DH, HAMMAR (Eds): Pulmonary Pathology- Springer-Ver lag Chapter 
29, pp. 889-893, 1987. 

MOSLEM BAHADORI and AVERI LL A. LEIBOW: Plasma Cell Granuloma of the 
l ung. Cancer 31, pp. 191-208, January 1973. 



CASE NO. 12 - ACCESSION NO. 26473 APRI L 1g90 

LOS ANGELES: Chronic pneumonitis with reactive squamous cell metaplasia - 7 

LONG BEACH: Abscess with atypical epithelial reaction, no organisms identified 
on gram sta in - 8 

FRESNO: Large cel l carcinoma, squamous - 2; abscess - 1; adenocarcinoma with 
necrosis - 3; pulmonary adenomatosi s - 1 

SACRAMENTO: Poorly differentiated adenocarcinoma with inflammation - 2; 
epithel ial hyperplasia with severe inflammation - 7 

MARTINEZ: Wegner's nocardiosis - B 

BAKERSFIELD: Bronchocentric granulomatosis - 4 

SAN BERNARDINO (INLAND): Abscess with reactive inflammatory changes in lung 
- 14 

OAKLAND: Nocardiosis - 8 

NORTH DAKOTA: Squamous cell carcinoma - 1. 

GRASS VALLEY: Bronchiolitis obliterans - 1 

FOLLOW- UP: 

Patient died in the postoperative interval. No autopsy was obtained. 

DIAGNOSIS: 

Pneumonitis, acute and chronic, with squamous cel l metaplasia, lung. 


