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CONTRIBUTOR: A. L. Koehler, M. D. JUNE 1990 - CASE NO. 1 
Pasadena, California 

TISSUE FROM: Brain ACCESSION NO. 26611 

CL INICAL ABSTRACT: 

History: Thi s 86- year-old right-handed woman was admitted with history 
of progressive gai t difficulties for approximately one year. Thi s was 
coinci dental with Synt hroid over medi ca.tion in August 1988. In t he las t few 
days the daughter noted t hat her mother has been having di fficulty getti ng about 
in the house. She apparently has had some history of di sorientation and 
confusion in the past which is cleartng. 

Physical examination : Neurologic : The t oe signs seem to be submi nus on 
the left. Some weakness of left extremit ies but not profound. t here was a 
hi nt of pronator drift on the lef t side. Romberg was positive , in that she 
fell backwards. She was abl e to ambul ate, but had a t endency to walk t o the 
r ight . 

Radiograph: CT scan revealed a 5 em. right occi pital mass wi t h extens ive 
r ight hemispheric edema and right-to-left shift . 

SURGERY: (August 4, 1989) 

A ri ght par ieto-occi pi tal craniotomy and excision of t umor was performed. 
The dura was removed in piecemeal fashion as it was densely adherent and invaded 
with tumor. In the posterior pari eto-occipital area a demarcation l ine could 
be identi f ied between tumor and bra in. The tumor appeared to be reddi sh, was 
extremely friabl e and extremely vascul ar. Attention was then turned to the 
medi al aspect of t he tumor and the tumor was removed medially from the sagi ttal 
sinus . However i n the most post erior portion there was a portion of the tumor 
t hat was t runcated at this point and a very smal l layer of tumor was left over 
the sagittal sinus. 

GROSS PATHOLOGY: 

The specimen consisted of portions of pinki sh t an tissue in t wo pi eces 
weighing 22 grams and measuring t ogether up to 5 x 6 x 3.5 em. There was a 
f ibrovascular sheath over a portion of the specimen in which vascular ectasi a 
occurred . The speci men was qu ite soft i n consis t ency throughout and lacked a 
gri tty character wi th cutting. Grossly t here was yellowish softening . Cyst ic 
degeneration and significant hemorrhage were not seen grossly. 



CONTRIBUTOR: Howard E. Otto, M. D. JUNE 1990 - CASE NO. 2 
Cheboygan, Michigan 

TISSUE FROM: Neck ACCESSION NO. 26758 

CLINICAL ABSTRACT: 

This 15-year-old male black labrador lesion was originally incorrectly 
submitted as a deep subcutaneous tumor, T-12 - L-2 lumbar area. 

The surgeon found the tumor in the proximal lateral neck with deep 
involvement. The tumor was considered noninvasive but cystic, and did not 
involve muscle a.lthough it was deep. There was abundant mucoid material noted 
within the tumor and surrounding the tumor. 

GROSS PATHOLOGY: 

The specimen consisted of a large gray no.dular and cystic mucoid tumor, 
measuring 7 x 5! x 2 em. thick. One surface showed a gray glistening capsule 
with gray mucoid material extending through the capsule. On cut section, the 
surface was multinodular and granular and showed thick clear colorless mucoid 
and thick viscid liquid exuding from the cut surface. 



CONTRIBUTOR: William F. Taylor, M. D. JUNE 1990 - CASE NO . 3 
Orange, Ca l ifornia 

TISSUE FROM: Frontal lobe ACCESSION NO. 26516 

CLINICAL ABSTRACT: 

History: This 33-year-old Caucasian female was seen for neurosurgical 
evaluation in September 1988 because of persistent headaches. An MRI scan 
demonstrated an abnormal, approximately 3 em. mass in the left fronta l lobe. 
She was advised to continue with her Inderal and to be followed in 6 months 
with a repeat MRI scan for comparison. 

At the age of 4 or 5 she had some-syndrome which did not allow her to 
walk for approximately one month. 

Past history: In 1977 (age 12) because of persistent headaches , she under
went a neurologic eval uation. EEG and CT brain scan done but reports could not 
retrieved. She was next seen for her headache in 1984 with diagnose of migraine 
or migraine equivalence and placed on Inderal. 

Follow-up MRI scan on March 1, 1989 revealed no significant change in the 
left frontal lobe lesion. She eclected to proceed with resect ion of the 
abnormality noted on the MRI scan. 

SURGERY: (April 7, 1989) 

A left frontal craniotomy with excision of the left frontal lobe lesion 
was performed. A flap was carried along the coronal suture toward the midline 
for exposure of the medial aspect of the left frontal lobe. An area of softness 
beneath the cortex was noted and using a ventricular needle into the subcortical 
area a firmess was appreciated beneath the area of softness of the cortex . A 
dissection was carried down through the cortex into the wite white matter where 
abnoraml consistency was encountered that was firm but not suckable. After 
several frozen sections, it was elected to resect the area which was abnormal 
on MRI scan. 

GROSS PATHOLOGY: 

The specimen consisted of irregular fragment of cerebral cortex, measuring 
4 ems. in greatest dimension. Additional tissue for margins were received, 
each weighing approximately one gram. 



CONTRIBUTOR: Ivan Serdar, M. D. JUNE 1990 - CASE NO. 4 
Buena Park, California 

TISSUE FROM: Brain ACCESSION NO . 26254 

CLINICAL ABSTRACT: 

History: This 57-year-old right-handed Caucasian male was admitted with 
symptoms of occipital headache x several days and clumsiness of the left upper 
and 1 ower extremity circa appromimate ly one week wi ht decreased sharpne.ss in 
cognition of two week's duration. 

Three weeks ago he received an electrical shock to both hands on his job 
out was not rendered unconscious. THereafter he complained of neck and shoulder 
pain. He was seen at UCI where he received muscle relaxants. He suabsequently 
was noted to have recurrent episodes of jerking in his neck and head to the 
left. He also had one brief episode of inability to see from his right eye or 
the right side of his vision while backing his car out of the driveway. His 
wife noted several nocturnal episodes of jerking of his right arm while he was 
sleeping. 

Physical examination: Speech was slow and his mentati on was somewhat slow 
but he was able to follow directions. Cranial nerve examination: He was able 
t o pick up objects on the r ·ight quicker than in the· left. There was a left 
centra 1 7th paresis and reduced pin and touch sensibility over the·r 1 eft face. 
The right pupil was minimally larger than the left. Upper extremities: In the 
left upper extremity there was slight weakness in the left hamstring and psoas. 
On ambulation, reduced associated movements of the left upper extremity and 
slight circumduction of the left lower extremity was noted. 

Radiograph: CT scan sho~1ed a large right fronta l necrotic mass, mainly 
within white matter. 

Electroencephalogram showed right-sidea slowing. 

SURGERY: (May 11, 1988} 

A right frontal craniotomy with evacuation of a large tumor nodule and 
t issue involving the right frontal and posterofrontal regions. 

GROSS PATHOLOGY: 

The specimen consisted of multiple pieces of hemorrhagic reddish-grayish 
soft tissue, the largest one measuring 3.1 em. in maximal diameter. 



CONTRIBUTOR: Michelle Meyer, M. D. JUNE 1990 - CASE NO. 5 
Riverside, Cal ifornia 

TISSUE FROM: Fourth ventricle ACCESSION NO. 26614 

CLINICAL ABSTRACT: 

History: This 55-year-old Caucasian male presented with a nine month 
hi story of eye strain with decreased ability to focus the eyes. Five months 
ago he started to have weakness and feeling of loss of focus and usually after 
being seated and standing up this would come on. He had episodes of headache 
which would cause weakness, would have a roaring sensation in this head and the 
headache would extend up to the vertex of the head. He would go 2 or 3 days 
without the headache. He noted that when straining especially at the stool 
would cause a blinding type of headaches. 

MRI scan showed an enhancing midline lesion of the 4th ventri cle . 

Neurological examination at the time of admission to the hospital was re
markable only for slight inaccurate finger-to-nose testing and heel and toe 
walking, as well as falling backward with the Romberg maneuver. 

SURGERY: (September 8, 1990) 

Suboccipital craniotomy, and cervical C-1 laminectomy. There was no 
evidence of tumor in the CSF passages along the cerebellar tonsils. There was 
a grayish firm toumor in the roof of the 4th ventricle. Large pieces of tumor 
were removed as well as one large portion of tumor from the 4th ventricle. CSF 
fluid was coming there from the 4th ventricle at the completion of the procedure . 

GROSS PATHOLOGY: 

The specimen was a firm multilobulated tan-gray mass, weighing 20 grams 
and measuring 6.5 x 3.5 x 2.5 em. An additional 3 x 3 x 0.8 em. aggregate of 
similar small fragments were also present. The cut surface was firm and vaguely 
nodular with scattered areas of dark brown-black pigment. 



CONTRIBUTOR: Emmett B. Reilly, M. D. JUNE 1990 - CASE NO. 6 
Inglewood, California 

TISSUE FROM: left anterior frontal lobe of brain ACCESSION NO. 15563 

Cll NI CAL ABSTRACT: 

History: This child entered the hospital with a history of emesis for 
three days and progressive lethargy. He had been developing normally until two 
weeks before admission. At that time, he stopped walking and his parents noted 
he was quite lethargic. Two days prior to admission he had a minor motor 
seizure. On the day of hospital admission, he presented with a seizure. 

Phys i ca 1 ex ami nat iori: 
separation of the· sutures. 
Babi nsky signs. 

SURGERY: (March 16, 1967) 

Head circumference was 50 em. There was no palpable 
The optic discs were flat. There were bilateral 

A left frontotemporal craniotomy, subtotal resection of tumor with opening 
of septum pellucidum and establishment of left ventricular subarachnoid 
communication was performed. Findings: Immediately subcortically, left anterior 
frontal lobe, tumor was present, as well as immediately subpial in the subfrontal 
region and in the middle fossa, anterior tip of frontal lobe. Neoplasm was 
present within the depths of the frontal lobe, lifting the left laj;.eral ventricle, 
pushing it backward. There seemed to be some intraventricular rupture of tumor 
at the third ventricle. However, this could not be established with certainty. 
Firm fibrous adhesions were present around the left optic nerve and carotid artery. 
However, no frank neoplasm was found in the suprasellar area. The ·opt ic chiasm 
was clear of neoplasm. The tumor had ruptured through frontal lobe and had 
entered the left cribriform plate which was enlarged. It was conceivable that 
the tumor originated here, 

GROSS PATHOLOGY: 

The specimen consisted of portion of brain tissue weighing 10 gm. and 
measuring 4 x 3.5 x 1.5 em. The deeper part showed moderate petechial hemorrhage. 
The second portion f rom the left frontal region ~1eighed 80.2 grh. and measured 
9 x 4 x 6.5 em. The tissue was granular and interspersed with areas of hemorrhage 
and necrosis. 



CONTRIBUTOR: Douglas Kahn, M. D. JUNE 1990 - CASE NO. 7 
Sylmar, California 

TISSUE FROM: Frontal lobe ACCESSION NO. 26647 

CLINICAL ABSTRACT : 

History: This 53-year-old fema le was admitted with history of, increased 
lethargy, weight loss and generalized weakness of 6 months' duration. She was 
unable to provide more history other thant occasional mild right temporoparietal 
dull non-radiating headaches, worse at night. 

Physical examination : Positive pronator drift, right toe greater that left. 
Deep tendon reflexes 3+/4 throughout: Gait not assessed as patien t would not 
stand. Her clinical condition was remarkably intact and has li ttl e or no 
neurologic symptoms and signs. 

Radiograph : CT scan shows large l eft hypodense frontal lesion with 
extension through corpus callosum into right frontal hemisphere. Significant 
mass effect with compression of ventricles and displacement of falx to the right. 

SURGERY: (December 4, 1989) 

Craniotomy with resection of tumor was performed. 

GROSS PATHOLOGY: 

The specimen consisted of a gray-tan l obular portion of tissue, measuring 
5 x 4 x 4 em. in maximum dimension. Section revealed yell ow-tan and focal tray
tan and finely granular tissue. 



CONTRIBUTOR: Henry D. Slosser, M. D. 
los Angeles, California 

TISSUE FROM: Brain 

CLINICAL ABSTRACT: 

JUNE 1990 - CASE NO. 8 

ACCESSION NO . 26677 

History: This 40-year-old Hispanic male presented with complaint of severe 
headaches off and on associated with slurred speech of one week duration. 

In September 19B7 he experienced several tonic-clonic seizures. CT scan 
showed two 5 mm. calcifications in the left temporal region with enhancing feeder 
vessel, probable AVM. No other masses or hydrocephalus were noted. He decli ned 
any further treatment or diagnostic studies at that time. 

Physical examination: Cranial nerves II-XII were grossly intact . Normal 
tone and muscle strength. Deep tendon reflexes were noted to be decreased on 
the left side and lower extremity. 

Radiograph: CT scan demonstrated an infiltrating space-occupying lesion 
with necrotic center involving the left frontal lobe. 

SURGERY: (January 5, 1990) 

A left frontal craniotomy with aspiration of cyst and subtotal frontal 
lobectomy was performed. On opening the dura, the tumor presented in the surface 
and appeared to be without sharp demarcation from the displaced frontal operculum 
and appeared to extend to the fronta l pole. 

GROSS PATHOLOGY: 

The specimen consisted of two very large pink-gray to red-brown irregularly
shaped apparent cerebral fragments with focal adherent hemorrhage, measuring 
4.3 x 2.3 x 1.9 em. and 5.5 x 3.4 x 2.5 em. On the outer surface of the 
fragments, somewhat edematous gyri were evident with some narrowing of the sulci 
evident. In the areas of adherent blood clot the tissue showed loss of the usual 
architecture and there was fine and coarse granularity evident. Upon sectioning, 
the cut surfaces were yellow-gray to red-brown and there was loss of the usual 
architecture. 



CONTRIBUTOR: Michael A. Richardson, M. D. JUNE 1990 - CASE NO. 9 
Santa Barbara, California 

TISSUE FROM: Brain ACCESSION NO. 26750 

CLINICAL ABSTRACT: 

History: Thi s 65-year-old was admitted on March 20, 1989 with a brain 
tumor. 

SURGERY: (March 20, 1989) 

A craniotomy was performed. Because of swelling of the brain, the bone 
flap was left out and the dura was left open. On palpati on, there was increased 
resistance anteriorly and it was felt that there was probably further tumor 
anteriorly but none was visible . In view of the diagnos is, the increased 
resistance may well have been due to compressed brain. 

GROSS PATHOLOGY: 

The specimen consisted of 21 grams of irregularly-shaped fragments of 
pink to tan soft tissue. Included was a l arge fragment ranging from pink to 
tan to red-brown and measuring 37 x 32 x up to 15 mm. 



CONTRIBUTOR: Peter Morris, M. 0. JUNE 1990 - CASE NO. 10 
Santa Barbara, California 

HSSUE FROH: Brain (recurrent material) ACCESSION NO. 26750 

CLINICAL ABSTRACT: 

History: This 65-year-old male was admitted to the hospital with complaint 
of severe headache associated wi "(;h nausea and sudden onset of inability to see 
well to the left and noticed that he was missing words when he was reading of 3 
days' duration. On day prior to admission he had severe pain down the back of 
1 egs and in the back of the neck. 

Physical examination: Motor system was normal except for a mild degree of 
weakness in the left arm. Cranial nerves were intact. Reflexes were a little 
sluggish and equal. On walking, he took small steps on a wide base. There was 
marked resistance to neck flexion. There was marked resistance in attempting to 
straighten out the leg at the knee while he was seated. 

Radiog~aph: MRI scan showed probable residual neoplasm. 

SURGERY: (February 23, 1990) 

Craniotomy with removal of intracerebral hematoma and resection of neoplasm 
was performed. Findings: Previous craniotomy site was opened. The brain looked 
very poor in quality and had some cyst in it. Tumor was encountered in the 
posterior margins of the right parieto-occipi t al region of prior operative site. 

GROSS PATHOLOGY: 

The specimen consisted of a mixture of tissue and rubbery dark gray clotted 
blood, weighing 35 grams. The clotted blood segments were variably-sized and 
shaped and ranged froni 20 to 40 mm. in greastest dimensions with the external 
surfaces bei"ng irregular and the sectioned surfaces ·consisted of soft pink to 
red l aminated blood. 

The tissue segments formed and 80 mm. in diameter aggregate and individually 
ranged from 10 to 40 mm. jn size. The tissue was somewhat lobulated to convoluted, 
soft, and gray-white to focally yellow in appearance. Sectioned surfaces presented 
a moderately firm to soft gray focally hemorrhagic tissue. One of t he pieces 
consisted of cerebral tissue, measuring 15 mm. and had a dull gray to pale yellow 
appearance. 



CONTRIBUTOR: William C. Herrick , M. D. JUNE 1990 - CASE NO. 11 
La Mesa, California 

TISSUE FROM: Cerebral hemi sphere ACCESSION NO. 26232 

CLINICAL ABSTRACT: 

Hi story: This 29-year-ol d Filipino lady was admitted because of a posterior 
fo ssa tumor. 

An excision of a hemangioma of the left forehead was done in the Philippines 
prior to immigrating to the United States in 1974. Since 1984 until presently, 
she noticed deterioration to the point that she had difficul ty in walking and 
a taxi a. · 

Physical examination : She has very poor mental function. Recent memory 
was very poor and mathematic function extremely disturbed . On cranial nerve 
examination, she has left amblyopia due to strabismus. Extraocular movements 
showed possible weakness of the left lateral rectus muscle . The facial nerve 
and fifth nerve were normal. The tongue deviated to the l eft side . There was 
no motor deficit. Deep tendon reflexes reveal ed hyper- ref lexia. Questionable 
Babinski on the left side . Coordination: Rhomberg and tandem were positive . 
Dysmetri a was present on t he l eft side. 

SURGERY: (December 29, 1987) 

A craniotomy with resection of cerebral mass was performed. 

GROSS PATHOLOGY: 

The specimen consi sted of an i rregular 6 gram hard pi ece of tissue which 
measured 2.5 x 1.8 x 2 em. in greatest dimensions. Part of the surface was 
bluish-white and was probably dura. On cut surface most of thi s was densely 
calcified with some cystic areas f il led with yellow material. Other parts 
were soft, tan, gray-white apparent tumor . 



CONTRIBUTOR : A. L. Koehler, M. D. JUNE 1990 - CASE NO. 12 
Pasadena , California 

TISS UE FROM: Brain ACCESSION NO. 26777 

CLINICAL ABSTRACT: 

History: This 36-year-old white mal e was admitted on 10-6-86 for elective 
resection of residual lesion which was approximately 25~ of his ori ginal volume 
on the angiogram . He has had four previous cerebral angiographies as wel l as 
two craniotomies with two subtotal resections of lesion. Postoperative he 
devel oped left hemipares i s and began having seizures, first one of the grand 
mal type occurring just on the left side of the body. Following t his he had 
Jacksonian type seizures . Hethen began having emotional changes with feel ings 
of rage and extreme anger with little or no provocation and feeli ngs of as he 
described electric current running through hi s body. Hi s tory of seizures as a 
chi l d. 

Neurologic examination positive for expressions of depressiorn, nervous 
tension and thoughts of anger and range. Motor - positive for l eft hemiparesi s. 
Strength in the left arm 2+/5+; left leg 3+/5+; right side 5+/5+. Deep tendons 
reflexes all 2+/4+, negative clonus . Pl antars are bilaterally down. 

EEG : Generalized abnormal EEG with greater slowing occurring in the right 
frontal area suggesting diffuse cerebral impairment with a suggestion of a ri ght 
fronta l lobe structural lesion. 

SURGERY : (October 7, 1986) 

A right frontopari etal craniotomy with gross total excision of lesion. 

GROSS PATHOLOGY: 

The specimen cons isted yellowish tissue and hemorrhagi c material suggesting 
vessel walls with prominence and dilatation whi ch measured 4 x 3 x 2 ems. 
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found 1n the Scheithauer's Addenda on Tumors 
of the Central Nervous System (June 3, 1990} 
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STUDY GROUP CASES 
FOR 

JUNE 1990 

CASE NO. 1 - ACCESSION NO. 26611 

LOS ANGELES: Angiomatous meningioma - 4 

BAKERSFIELD: Hemangiopericytoma - 3 

SAN BERNARDINO (INLAND): Angioblastic (vascular) meningioma- 6 

OAKLAND: Angiomatous meningioma - 7; ·angioblastic meningioma - 1 

LONG BEACH: Angioblastic meningi oma, hemangioblastic type - 7; meningioma - 2 

NORTH DAKOTA: Meningioma - 1 

GRASS VALLEY: Oligodendroglioma - 1 

CONSUL TAT! ON: 

Bernd W. Scheithauer, M. D. -Mayo Clinic, Rochester, Minnesota: 
Angiomatous meningioma, brain 

FOLLOW-UP: 

Not avail ab 1 e. 

DIAGNOSIS: 

Angiomatous meningioma, brain. 



CASE NO. 2 - ACCESSION NO. 26758 

LOS ANGELES: Myxoid meningioma - 4 

BAKERSFIELD: Schwannoma - 3 

JUNE 1990 

SAN BERNARDINO (INLAND): Paci nian neurofibroma - 3, neuri lemoma - 3 

OAKLAND: Fibroblastic meningioma (extracranial) - 8 

LONG BEACH: Hemangiopericytoma-like lesion of dog - 6, nerve sheet myxoma - 1; 
triton tumor - 2 

NORTH DAKOTA: Benign mesenchymoma - 1 

GRASS VALLEY: Meningioma - 1 

CONSULTATION: 

Bernd W. Scheithauer, M. 0. -Mayo Clinic, Rochester, Minnesot a: Meningioma 
versus nerve sheath tumor. I tried to do S-100 protein and EMA in this case 
and fou nd both to be negati ve though the vimentin focally is positive. The 
negative EMA may relate to the fact that this is a dog rather than a human or 
to fi xation/processing given the largely negative vimentin. The tumor should in 
some way be attached to the neuraxis but it does show the formation of very 
good whorl s. The cytology is somewhat noncommittal. I have seen similar 
whorling in nerve sheath t umor. This i s one instance wherein the operative 
description plays a role i n diagnosis. I favor a diagnosi s of meningioma. 

FOLLOW-UP: 

Not avail able . 

DIAGNOSIS: 

Pending further studies by Dr. Scheithauer. 



CASE NO. 2 - ACCESSION NO. 26758 

LOS ANGELES: Myxoid meningioma - 4 

BAKERSFIELD: Schwannoma - 3 

JUNE 1990 

SAN BERNARDINO (INLAND): Pacinian neurofibroma- 3, neurilemoma- 3 

OAKLAND: Fibroblastic meningioma (extracranial) - 8 

LONG BEACH: Hemangiopericytoma-l ike lesion of dog - 6, nerve sheet myxoma - 1; 
triton t umor - 2 

NORTH DAKOTA: Benign mesenchymoma - 1 

GRASS VALLEY: Meningioma - 1 

CONSULTATION: 

Bernd W. Scheithauer, M. D. - Mayo Clinic, Rochester, Minnesota : 
Meningioma versus nerve sheath tumor. I tried to do S-100 protein and EMA in 
this case and found both to be negative though the vimentin focally is positive. 
The negative EMA may relate to the fact that this is a dog rather than a human 
or to fixation/processing given the largely negative vimentin. The tumor should 
in some way be attached to the neuraxis but it does show the formation of very 
good whorls. The cytology i s somewhat noncommittal. I have seen similar 
whorling in nerve sheath tumor. Thi s is one instance wherein the operati ve 
description plays a role in diagnosis. I favor a diagnosis of meningioma. 

Case 2, with some reservation, is consistent with a meningioma. The 
tissue is nearly "imrnunodead". I am able to find focal vimentin and questionable 
S-100 reactivity. The EMA is negative, unlike the situation in meningiomas . My 
Alcian blue f inds mucus both within the tumor and within spaces where cells 
exhibit whorl formation. LEU-7 preparation are negative as are keratin stains. 
We did do EM. The cell s do contain microfilaments and there are some junctions 
although they are not the typical desmosome seen in meningiomas. There are some 
fields wherein the epithelioid-whorled cells are engaged in the making of micro
lumina with aborti ve microvilli. All these features including the formation of 
long process that "reach out and touch someone" have been described in meningiomas. 

FOLLOW-UP: 

Not available. 

DIAGNOSIS: 

Meningioma, neck. 



CASE NO. 3 - ACCESSION NO. 26516 JUNE 1990 

LOS ANGELES: Oligodendroglioma - 4 

BAKERSFIELD: Ganglioglioma- 1; astrocytoma, l ow grade- 2 

SAN BERNARDINO ( INLAND): Low grade astrocytoma - 6 

OAKLAND: Astrocytoma wi th marginal hemorrhage, grade !/II - 8 

LONG BEACH: low grade astrocytoma - 9 

NORTH DAKOTA: Viral encephalitis (?herpes) - 1 

GRASS VALLEY: Low grade astrocytoma - 1 

CONSULTATIONS: 

Bernd W. Scheithauer , M. D. - Mayo Clinic, Rochester, Minnesota: 
Oligodendroglioma, frontal lobe. 

Ben H. Choi, M. D. - University of California, Irvine: Grade III 
astrocytoma, fronta l l obe . 

FOLLOW-UP: 

Fol l ow-up scan done in December 1989 still showed some abnormality but 
no increase in size since surgery. When last seen on February 26, 1990 she 
has had one sei zure and is on Dilantin and Tegretol . There is no change in 
MRI scan . 

DIAGNOSIS: 

Oli godendroglioma, frontal lobe. 



CASE NO. 4 - ACCESSION NO . 26254 JUNE 1990 

LOS ANGELES: Gliosarcoma (Feigin tumor) - 4 

BAKERSFIELD: Gl ioblastoma multi forme- 2; gliosarcoma- 1 

SAN BERNARDI NO (INLAND): Gliobl astoma - 3; gliosarcoma - 3 

OAKLAND: Gliosarcoma (neuroglial cell) - 2; glioblastoma multiforme- 6 

LONG BEACH: Gliosarcoma - 9 

NORTH DAKOTA: Gliosarcoma - 1 

GRASS VALLEY: Mixed glioblastoma multiforme and fibrosarcoma - 1 

CONSULTATION: 

Bernd W. Shceithauer, M. D. - Mayo Clinic, Rochester, Minnesota: 
Gl iosarcoma, brain . 

FOLLOW-UP: 

He expired approximately 9 months after initial diagnosis. He had 
extensive treatment at UC Irvine- experimental protocol. 

DIAGNOSIS: 

Gliosarcoma, frontal and posterofront al regions, brai n. 



CASE NO. 5 - ACCESSION NO. 26614 

LOS ANGELES: Subependymoma - 4 

BAKERSFIELD: Subependymoma - 3 

SAN BERNARDINO (INLAND) : Subependymoma- 6 

JUNE 1990 

OAKLAND: Subependymal as t rocytoma (subependymoma) - 8 

LONG BEACH: Subependymoma - 9 

NORTH DAKOTA: Subependymoma - 1 

GRASS VALLEY: Subependymoma - 1 

CONSUL TAT! ON: 

Bernd W. Scheithauer , M. D. - Mayo Cl inic, Rochester, Minnesota: 
Subependymoma, fourth ventricle. 

FOLLOW-UP: 

The patient developed abdominal complications (perforated ulcer) and 
died about one week after the removal of the tumor . 

DIAGNOSIS: 

Subependymoma, fourth ventricle. 



CASE NO. 6 - ACCESSION NO. 15563 

LOS ANGELES: Glioblastoma multiforme - 4 

BAKERSFIELD: Glioma- 1; meningioma - 1; fibrosarcoma - 1 

SAN BERNARDINO (INLAND): Pilocytic astrocytoma - 6 

OAKLAND: Glioblastoma mul t iforme - 8 

LONG BEACH: Anaplasti c astrocytoma - 9 

NORTH DAKOTA: Gliobl astoma mul tiforme- 1 

GRASS VALLEY: Astrocytoma - 1 

CONSULTATION : 

JUNE 1990 

Bernd W. Scheithauer, M. D. - Mayo Clinic, Rochester, Minnesota: Malignant 
astrocytoma, NOS. The lesion is an unusual one . Evidence of malignancy consists 
of foci of necrosis with palisading in association with occasional mi toses. The 
lesion clear ly is not an ordinary infil t rative hi gh grade astrocytoma. The l esion 
appears to be solid in terms of its growth pattern, shows dysincri ny between 
cellularity and necrosis on the one hand and mitotic activity on the other. There 
are a few somewhat xanthi c cel ls and a sl ight increase in connective tissue is 
apparent. One wonders whether thi s t umor did not evolve from pleomorphic 
xanthoastrocytoma. Lacking any fragments of more normal brain tissue, i t is 
difficult to make any comments about circumscription of the tumor, but if it 
lacks a broad zone of brain infiltration, debulking and radiotherapy might be very 
worthwhile. I simply cannot be more preci se about the subtype of this tumor and 
find i t to be a very unusual lesi on. My S-100 is strongly positive whereas the 
GFAP is only reactive at the periphery, the same distribution seen on vimenti n 
sta ini ng. Something very bad has happened to this tissue in processing. The 
exact date of thi s young patient would be helpful . 

FOLLOW- UP: 

The pa tient was discharged two months after surgery and expired at home. 
No autopsy was performed. 

DIAGNOSIS: 

Mal ignant astrocytoma, NOS, left anterior frontal lobe of bra in . 



CASE NO. 7 - ACCESSION NO. 26647 

LOS ANGELES: Meningothelial meningioma- 4 

BAKERSFIELD : Meningioma, vascular- 3 

JUNE 1990 

SAN BERNARDINO ( INLAND} : Atypical meningioma - 4; hemangioblastoma - 1; high 
grade astrocytoma - 1 

OAKLAND: Microcystic meningioma - 8 

LONG BEACH: Mi crocystic astrocytoma - 6; microcystic meningioma - 3 

NORTH DAKOTA: Meningioma - 1 

GRASS VALLEY: Lipoma - 1 

CONSULTATION: 

Bernd W. Scheithauer, M. D. - Mayo Clinic, Rochester, Minnesot a: 
Meningioma, predominantly microcystic type. Increased vasculature is noted as 
are obvious areas of meningotheliomatous whorl formation . Our EMA is strongly 
positive . The GFAP is negative. 

FOLLOW-UP: 

She was seen couple of times postoperatively and lost to follow-up. 
Family l ives in Washington. 

DIAGNOSIS : 

Meningioma, mi crocystic type , f rontal lobe. 



CASE NO . 8 - ACCESSION NO. 26677 JUNE 1990 

LOS ANGELES : Gemistocytic astrocytoma - 4 

BAKERSFIELD: Neuroblastoma with differenti ation - 1; gemistocytic astrocytoma 
with medulloblastoma - 2 

SAN BERNARDINO (INLAND) : Gemistocytic astrocytoma and anapl astic astrocytoma 
- 6 

OAKLAND: Gemistocytic astrocytoma - 8 

LONG BEACH: Gemistocytic astrocytoma - 9 

NORTH DAKOTA: Gemistocytic glioblastoma multiforme - 1 

GRASS VALLEY: Gemistocytic astrocytoma - 1 

CONSULTATION: 

Bernd W. Scheithauer, M. D. - Mayo Clinic, Rochester, Minnesota: 
Gemistocytic astrocytoma, grade 3. The tumor shows anaplastic transformation 
with mitotic activity and focal small cell transformation. 

FOLLOW-UP: 

He received radiati on therapy and 4 months of chemotherapy . He was admitted 
in June 1990 to rule out sepsis and treated because he developed fever after 
surgery. He is presently on di lantin. 

DIAGNOSIS: 

Gemistocytic astrocytoma, brain . 



CASE NO. 9 - ACCESSION NO.. 26750 JUNE 1990 

LOS ANGELES: Meningiothelial meningiomas - 4 

BAKERSFIELD: Oligodendroglioma- 2; astrocytoma with microglioma (mal ignant 
lymphoma) - 1 

SAN BERNARDINO (INLAND) : Mixed gli oma.- 6 

OAKLAND: Glioblastoma multiforme - 8 

LONG BEACH: Sarcoma, NOS - 9 

NORTH DAKOTA: Gl ioblastoma multiforme- 1 

GRASS VALLEY: Mixed oligodendroglioma and astrocytoma - 1 

CONSULTATION: 

See case 10 

DIAGNOSIS: 

Pending further studies by Or . Scheithauer . 



CASE NO. 9 - ACCESSION NO. 26750 JUNE 1990 

LOS ANGELES: Meningiotheli al meningiomas - 4 

BAKERSF IELD: Oligodendrogl ioma - 2; astrocytoma with microglioma (malignant 
lymphoma) - 1 

SAN BERNARDINO (INLAND): Mixed glioma - 6 

OAKLAND: Glioblastoma multiforme - 8 

LONG BEACH: Sarcoma, NOS - 9 

NORTH DAKOTA: Glioblastoma multiforme - 1 

GRASS VALLEY: Mixed oligodendroglioma and astrocytoma - 1 

CONSULTATION: 

See case 10 

DIAGNOSIS: 

Sarcoma, NOS, brain 



CASE NO. 10 - ACCESSION NO. 26750 JUNE 1990 

LOS ANGELES: Meningiothelial meningiomas - 4 

BAKERSFIELD: Oligodendroglioma - 2; astrocytoma with microglioma (malignant 
lymphoma) - 1 

SAN BERNARDINO (INLAND): Malignant ependymoma - 6 

OAKLAND: Gliobl astoma multiforme - 8 

LONG BEACH: Sarcoma, NOS - 9 

NORTH DAKOTA: Glioblastoma multiforme - 1 

GRASS VALLEY: Astrocytoma - 1 

CONSULTATION : 

Bernd W. Scheithauer, M. D. -Mayo Clinic, Rochester, Minnesota: I favor 
a malignant mesenchymal neoplasm and considered hemangiopericytoma . The 
vasculature is not proli ferative despite the obvious malignancy of the tumor. 
It i s circumscribed, shows areas of mesenchymal matrix production, etc. The 
first and second bi ops ies show differing fea.tures. 

FOllOW-UP : 

He had received a course of radiation therapy and is doing well. He has 
no significant neurologic defects. 

DIAGNOS IS: 

Pending further studies by Dr. Schei thauer. 



CASE NO. 10 - ACCESSION NO. 26750 JUNE 1990 

LOS ANGELES: Meningiothelial meningiomas - 4 
BAKERSFIELD: Oligodendroglioma- 2; astrocytoma with microglioma (malignant 
lymphoma) - 1 
SAN BERNARD INO (INLAND): Malignant ependymoma- 6 
OAKLAND: Glioblastoma mul tiforme - 8 
LONG BEACH : Sarcoma, NOS - g 
NORTH DAKOTA: Glioblastoma multiforme- 1 

GRASS VALLEY: Astrocytoma - 1 

CONSULTATION: 

- Bernd W. Scheithauer, M. D. -Mayo Clinic, Rochester, Minnesota: I favor 
a malignant mesenchymal neoplasm and considered hemangiopericytoma. The 
vasculature is not proliferative despite the obvious malignancy of the tumor. 
It is circumscribed, shows areas of mesenchymal matrix production, etc. The 
first and second biopsies show differing features. 

With regard to case g/10 - this remains a very knottly problem and I have no 
firm diagnosis. The operative description indicates that the lesion was intra
parenchymal but no neuroradiologic data is available. The description of the 
surgeon indicates the tumor was tough and would not "go up the sucker". It is 
clearly very cellular, cytologically malignant, mitotically active and focally 
necrotic. Demarcation of surrounding brain is seen, a feature arguing against 
a diagnosis of glioma or gliosarcoma. Although a portion of dura is in the 
specimen, no tumor is attached to it. The connective tissue content is 
impressive as judged by reticilin stain which shows an intercellular pattern. 
Unlike meningioma, the tumor is entirely epithelial membrane antigen negative. 
GFAP stains are similarly non-reacitve. Weak vimentin reaction is noted, but 
the S-100 is surprisingly strong. We have encountered S-100 reactivity in only 
a small proportion of meningiomas an not nearly to this extent I have given 
consideration to hemangiopericytoma but the concentric arrangement of cells, the 
presence of necrosi s and the strong S-100 reaction all argue against that 
diagnosis. The diagnosis of melanoma also came to mind, but the connective 
tissue content cannot be explained that way. The possibility of some malignant 
epithelioid tumors of schwanni an derivation cannot be dismissed but seems highly 
unlikely in the face of no primary elsewhere. Such tumors are exceedingly rare 
intracranial ly and usually arise in association with the trigeminal ganglion. 
In summary this is what Osler used to call a "GOK"--"God only knows". From a 
purely practical point of view, I suggest that gross total removal and local 
radiation therapy would by more appropriate that whole brain treatment since 
the tumor does appear to be defined and the smal l bits of attached brain show 
no permiative lesion. It would be entirely appropriate to look for a primary 
tumor outside the CNS, perhaps in soft tissues. In summary my best diagnosis 
is sarcoma, NOS. 

FOLLOW-UP: 

He had received a course of radiation therapy and is doing well. He has 
no significant neurologic defects. 

DIAGNOSIS: 

Sarcoma, NOS, brain. 



CASE NO. 11 - ACCESSION NO. 26232 JUNE 1990 

LOS ANGEL ES : Osseous metaplasia in a calcified tumor, cerebral hemisphere 
- 1 

BAKERSFIELD: Necrosis and calcifications - 3 

SAN BERNARD INO (INLAND): Sturge - Weber's disease - 6 

OAKLAND : Sturge-Weber syndrome - 8 

LONG BEACH: Calcifying pseudoneoplasm of neural axis - 8; calcified Schwannoma 
- 1 

NORTH DAKOTA: Osteochondroma of t he dura - 1 

GRASS VALLEY: Teratoma - 1 

CONSULTATION : 

Bernd W. Scheithauer, M. D. - Mayo Clini c, Rochester, Minnesota: AVM 
with advanced organization, dystrophic calcification and ossification. Some 
portions of the tumor suggest remote thrombosis and fibrosis of vascular spaces. 

DIAGNOSIS: 

Arteriovenous malformation, cerebral hemisphere. 



CASE NO. 12 - ACCESSION NO. 26777 JUNE 1990 

LOS ANGELES : Arteriovenous malformation - 4 

BAKERSFIELD: Arteriovenous mal formation - 3 

SAN BERNARDINO (INLAND): Arteriovenous malformation - 6 

OAKLAND: Arteriovenous malformation - 8 

LONG BEACH : Arteriovenous mal formation - 9 

NORTH DAKOTA: Arteriovenous malformation - 1 

GRASS VALLEY: Arteriovenous malformation - 1 

CONSULTATION: 

Bernd W. Scheithauer, M. D. - Mayo Cl ini c, Rochester, Minnesota: AVM with 
degenerative changes and intense reactive gl i osis . It would be interesting to 
know whether previous therapy included some form of synthetic embolization . 

FOLLOW-UP: 

The patient is presently receiving radiat ion therapy. 

DIAGNOSIS: 

Arteriovenous malformation, brain . 


