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CONTRIBUTOR: Douglas Kahn, M.D. November Monthly- Case #1 
Sylmar, CA 

TISSUE FROM: Axilla ACCESSION # 27159 

CYNICAL ABSTRACT: 

Historv: This 52 year·old male had a two·year history of a right axillary mass 
that had not changed significantly in size over the preVious ye.ar. Past medical history 
was not conttibutory. 

Physical Examination: The right axilla had a 1.5 x 3.0 em fungating, indurated 
mass With deep skin dimples and superficial erosion. There was no supraclavicular 
adenopathy. 

SUEGERY: Uuly 31, 1992) 

FolloWing a biopsy diagnosis, a wide excision of the axillary tumor and a right 
ax1llary dissection were performed. 

GROSS PATHOLOGY: 

The surgical specimen was a 12.0 x 10.0 x 6.0 em portion of skin and underlying 
subcutaneous tissue with a central, raised, irregularly shaped, 5.0 x 4.0 x 2.8 em tumor. 
The tumor was gray-tan, solid, and well-demarcated from adjacent tissues. Included 
WithJn the specimen were multiple gray-tan lymph nodes up to 3.0 em in greatest 
diameter, the largest of which contained firm, white-tan rumor. 



CONTRIBUTOR: Albert Garib, M.D. November Monthly · Case #2 
Huntington Beach, CA 

TISSUE FROM: Left neck, post-auricular area Accession #27160 

CYNICAL ABSTR.ACI: 

Hjstorv: This 70 year-old white male was found to have a 6.5 x 5.5 em mass l.n 
the upper lobe of the right lung. A percutaneous biopsy revealed squamous cell 
carcl.noma. He received a course of radiation therapy to the primary site, and was also 
given a course of chemotherapy (vl.nblastine and mitomycl.n). His general condition 
gradually deteriorated, and he was admitted after an episode of falll.ng. At that time, he 
was found to have an enlarging left posterlor neck mass. 

Past Historv: Medical problems were primarily cardiovascular disease with a 
history of atrial fibrillation, congestive heart failure and hypertension. He had not 
smoked for the past 26 years, but had smoked 1·1/2 packs per day for 10 years prlor to 
that. 

Phvsical Examination: The patient was a well-developed, thl.n, white male in no 
acute distress. He had no palpable lymphadenopathy and no thyromegaly. There was 
no tenderness over the spine. Lungs had scattered wheezes. In the left post-auricular 
aspect of the neck, just below the level of the mastoid sinus, was a 3.0 x 3.0 x 3.0 em 
mass. 

SURGERY: (September 1, 1992) 

The neck mass was excised. 

GROSS PATHOLOGY: 

The specimen weighed six grams, and was 2.7 em In greatest diameter. It 
consisted of a thinly encapsulated, finely lobulated mass of firm, but not hard, gray· 
yellow tissue. 



CONTRJBlJTOR: Donald Chase, M.D. November Monthly · Case #3 
Lorna Unda, CA 

TISSUE FROM: Hemiglossectomy ACCESSION #27171 

CUNJCAL ABSTRACT: 

History: This 11 year-old female bad a history of neurofibromatosis. She 
presented In August 1992 with a facial subcutaneous mass and a thickened tongue. 

Phvsical Examination: The subcutaneous mass Involved a large area of the left 
face, including the left lower eyelid, left cheek, and left lower face. Two-thirds of the 
left aspect of the tongue was markedly thickened. 

SUBGERY: (August 12, 1992) 

A laser left hemiglossectomy was performed. 

GROSS PATHOLOGY: 

The specimen consisted of a 40 gram, 9.0 x 3.5 x 3.0 em portion of tongue. The 
Inferior surface was smooth, but the anterolateral surface was multinodular. The 
tongue was diffusely thickened. 



CONTRIBIJTOR: Kenneth Frankel, M.D. November Monthly· Case #4 
Covina, CA 

TISSUE FROM: Right little finger ACCESSION #27176 

CJ !N1CA1. ABSTRACT: 

History: This 66 year·old male presented with complaints of swelling and 
ulceration of his right little finger for the past siX months. He complained that It had 
not healed, and was Instead getting worse. Past medical history Included hypertension, a 
myocardial infarction, and diabetes mellirus. 

Physical Examination: His general physical exam was unremarkable without 
palpable lymphadenopathy. The fifth finger on the tight band showed an ulcerated 
nodule. 

SUKGER¥: (September 21, 1992) 

The nodule was excised. 

GROSS PATHOLOGY: 

The specimen consisted of a 2.4 x 1.9 x 1.3 em ovoid mass of glistening white
tan tissue. 



CONTRIBUTOR: Harold Reikes, M.D. November Monthly • Case #S 
Riverside, CA 

TISSUE FROM: Right lung, lower lobe ACCESSION #27120 

CYNICAL ABSIRACT: 

Historv: This 63 year-old female complained of fatigue and some weight loss of 
about siX months duration. Two months plior to admission she developed a flu-like 
illness. Work-up at that time revealed a large mass in the light lower lung area. The 
mediastinum appeared normal. Previous surgery included a hysterectomy for •a 
positive PAP smear". No mention was made about tubes and ovaiies. 

Physical Examination: Examination revealed dullness to percussion and absent 
breath sounds in the lower half of the right lung field. Laboratory reports revealed the 
pre-operative CEA to be 40, and post-operative alpha-fetoproteln at 590 ng/ml on 
03/11/92 and 701 ng/ml on 04/27/92 {normal range • less than 8.5). ACT scan of the 
abdomen and pelvis was normal. 

SUBGERY: {February 28, 1992) 

A right lower lobectomy was performed. A huge mass was found virtUally 
replacing the right lower lobe. It was fiXed to the diaphragm and right lateral chest wall. 

GROSS PAIHOLOGY: 

The specimen consisted of a right lower lobe of lung weighing 98 5 grams. The 
lobe was almost completely replaced by a tumor measuring 14.0 x 12.0 x 12.0 em. Most 
of the tumor mass consisted of yellow necrotic material. At the periphery were 
irregular lobules of viable gray-white rumor which e>.'tended to pleural surface and 
infiltrated diaphragmatic muscle. The bronchus at the line of resection and adjacent 
bronchopulmonary lymph nodes appeared normal. 



CONTRIBUTOR: Sheldon Miller, M.D. November Monthly - Case #6 
Camarillo, CA 

TISSUE FROM: Uterus ACCESSION #27096 

CUNICAL ABSTRACT: 

History: This 48 year-old gravida 5/para 5 female presented with increasing 
pelvic discomfort. She is status-post tubal ligation, With her la.st episode of pregnancy 
about ten years ago. Six years ago she had an episode of dysfunctional uterine bleeding 
With mild uterine enlargement. At that time, a D&C failed to show any significant 
abnormal pathology. Family history is significant for maternal ovarian carcinoma. 

Phvsical Examination: A moderately overweight female. HEENT was negative. 
Examination of chest, breast and heart were negative. The abdomen was soft and 
enlarged. Pelvic examination showed an enlarged uterus of about 14 weeks size, With 
IITegular masses consistent With fibroids. These were felt to be significantly larger than 
was apparent on previous examinations. The adnexae were difficult to palpate, but 
were apparently negative. 

SURGERY: (April 17, 1992) 

A total abdominal hysterectomy and bilateral salpl.ngo·oophorectomy was 
performed. 

GROSS PATHOLOGY: 

The uterus contained multiple well-delineated myometrial masses up to 6.0 em 
in greatest diameter. The ·study material is .from the largest of these masses. 



CONTIUBUTOR: Roger McFadden. M.D. November Monthly - Case #7 
Los Angeles, CA 

TISSUE FROM: Mediastinum ACCESSION #27177 

CUNICAJ. ABSTRACT: 

History: This 28 year-old Caucasian female presented with complaints of 
anterior chest pain and severe weakness. She is a non-smoker. She denies hoarseness, 
cough, hemoptysis, back pain, spine pain, headaches or dizziness. Chest X-ray and 
several CTs showed an anterior mediastinal mass with calcifications. The CT scan also 
showed several lesions interpreted as splenic cysts. Her work -up for myasthenia gravis 
was negative, as were laboratory studies for HCG, alpha fetoprotein, and CEA. 

Past Medical History: She Is a gravida .IV, Para Ill female. Medical problems 
include a history of pneumonia, Urinary tract t¢ectlons, and hypertension. Surgeries 
included a tubal ligation and an umbilical hernia repair. She had a history of being 
hospitalized for shortness of breath, and had multiple echocardiograms, including a 
transesophageal echo. Although she had been told of the possibility of mitral valve 
prolapse or an atrial myxoma, the transesophageal echogram did not demonstrate either 
of these lesions. 

Physical Examination: The patient Is an obese female with blood pressure 
130/100, pulse 78, respiration 16, and temperature 98 degrees Fahrenheit. HEENT was 
normal. There was no palpable lymphadenopathy. The lungs were clear bilaterally. The 
spine was non-tender. The abdomen was obese, but without masses, tenderness, or 
organomegaly. The extremities showed no dubbing, cyanosis or edema. 

SURGERY: (August 26, 1992) 

Excision of the mediastinal mass was performed. There is a 15 x 15 em mass 
over the anterolateral pericardium, which appeared to emanate from the lower pole of 
the thymus on the right side. The mass invaded the parietal pericardium and parietal 
pleura, but did not involve visceral pericardium. lt extended superiorly [rom the 
junction of the innominate and superior vena cava i.nfer1orly to the level of the Inferior 
pulmonary vein. Postertorly, it extended to the hilum of the lung, but did not Invade 
pulmonary parenchyma or any of the pulmonary vessels. The phrenic nerve was 
identified entering the mass in its mid-portion, was totally encompassed by the tumor, 
and was identifted inferiorly emanating from the tumor mass. No abnormalities of the 
remaining thymus were identlfied. 

GROSS PATHOLOGY: 

Two specimens were received. The first, the anterior mediastinal mass, weighed 
92 grams, and was 9.5 x 8.0 x 3.5 em. The mass was somewhat ovoid, but irregular in 
outline. It was composed of gray-pink, spongy tissue, somewhat friable, and with a 
gritty texture. The second specimen, labeled left lobe of thymus. weighed 12 grams, 
and was 7.0 x 2.5 x 2.0 em. It consisted of an elongate lobular, yellow-tan portion of 
tissue. 



CONTIUBUTOR: Robert A. Zuch, M.D. November Monthly • case #8 
Woodland Hills, CA 

TISSUE FROM: Thyroid ACCESSION #27188 

CUNICAL ABSTRACT: 

History: This 47 year-old Caucasian female was admitted September 29, 1992 
with a long history of thyroid goiter (since the age of 12). She had been treated 
intermittently over the years with Iodine and synthroid. She noted recently a mild 
increase in dysphagia. 

Past Historv: She sought medical advice in April 1992. Her physician ordered a 
technetium 99 scan , which showed a variable, large radio-dense left lobe, with some 
enlargement of the right lobe. The left lobe indented right right lobe, displacing it 
laterally. An locillle 123 uptake 14.196 at 5-1/2 hours s 85. The scan showed a 
multinodular goiter unchanged since 1977. Over the years that she had been followed, 
the dysphagia had mildly increased such that in Aprll1992, a barium swallowing was 
done. This showed an extrinsic compression upon the left lateral aspect of the lower 
hypopharynx and upper esophagus. There was a deviation to the right of the midline. 
There was no narro~ving of the esophagus. 

Family Historv: Maternal grandmother also bad a "thyroid problem" which 
necessitated a thyroidectomy. 

Physical Examination: Vital signs and physical examination ~vithin norm.allirnits, 
except for the mobile thyroid goiter that measured approximately 7 x 7 em in total 
diameter. 

SURGERY: (September 29, 1992) 

A thyroidectomy was performed by removal of the left lobe first, than the right 
lobe. A small, separate nodule of thyroid lateral to the left lobe was removed. 

GROSS PATiiOLOGY: 

The total left lobe of thyroid weighed 108 grams, and measured 12.0 x 6.0 x 3.5 
em. Multiple sectional surfaces revealed a white-gray, focally pink, rubbery appearance. 
The nodulated surface could be seen due to dilated follicles, and in some of the 
sectional surfaces slight nodularity was noted. 

The right lobe weighed 12 grams, and measured 5.5 x 3.0 x 1.5 em. It was 
somewhat lobulated and beefy·red In appearance. 

The left "cervical node" was somewhat elongated, and measured 2.5 x 1.0 x 1.0 
em. Most of this was subjected to Rapid Frozen Section, which on permanent sections 
demonstrated similar-appearing thyroid as seen in the rwo lobes. 



CONTRIBUTOR: Lars Kleppe, M.D. November Monthly - Case #9 
Petoskey, MI 

TISSUE FROM: Pancreas ACCESSION #26857 

CUNICAL ABSIRACT: 

History: This 65 year-old male first noted swelllng of hls lower extremities in 
November of 1988. A large, light upper quadrant epigastlic mass was palpated. After 
CT scans and X -rays, a clinical diagnosis of pseudocyst of the pancreas was made. 

SURGERY: (July 5, 1989) 

An exploratory laparotomy was performed, with biopsy of a mass in the head of 
the pancreas. Following intraoperative consultation on thls matelial, a Whipple , 
procedUte was done. 

GRQSS PATHOLOGY: 

The surgical specimen consisted of stomach, duodenum and pancreas. The head 
of the pancreas was replaced by a 13.0 x 11.0 x 8.0 em mass. The mass was cystic with 
multiple locules, the largest of whlch was 9.0 em In diameter. The cysts were filled with 
mucinous .f'luid, and had a brown, friable, papillary lining. The common duct was 
jdentified, showed no dilatation, and was patent to the ampula of Vater. There was no 
gross·invasion of small bowel mucosa or gastlic mucosa by the cystic mass. 



CONTRIBliTOR: G.L Varan, M.D. November Monthly· case #10 
Northridge, CA 

TISSUE FROM: Right breast ACCESSION #27181 

CUNJCAL ABSIRACT: 

Hjstory: This 66 year-old Caucasian female was admitted September 15, 1992, 
with a breast mass that was discovered by her physician when she sought treatment for 
diarrhea Ouly 14, 1992). 

Past Hj5forv: She had Intermittent bouts of diarrhea for many years that she 
attributed to various foods. Bactrlm would cause the diarrhea also. No serious illness, 
operations or Injuries were noted. Patient did not smoke or have significant alcohol 
intake. Patient had hypertension for years. 

Physical Examination: The patient was well-developed, nourished, alert, clearly 
oriented, cooperative, and did not appear to be acute and chronically ill. Her vital signs 
revealed blood pressure readings of 230/120, 230/110, and 160/90. Weight was 157.5 
pounds. The nst of the physical was essentially normal, except for the breast 
examination, which showed a mass In the light lower lateral quadrant, 3 x 1.5 Inches. 

Radiogranhs: Mammography revealed a 5.0 em lobulated, soft tissue mass far 
posterior in the lower outer aspect. An ultrasoundography confirmed this finding. 
Benign calcifications were noted bUaterally, as well as lymph nodes. 

SURGERY: (September 15, 1992) 

The tumor was found to be quite extensive, with most of the light breast 
attached to the rumor. It measured approximately 7·8 em x 5 em. The tumor was 
excised. 

GROSS PAlliOLQGY: 

The specimen was a 6.0 x 3.5 x 3.0 em portion of yellow-gray breast tissue and a 
pink-tan rumor mass. The mass was trilobated and well-encapsulated. The cut surface 
of the mass appeared edematous, but was free of hemorrhage or necrosis. 



CONTRJBtJfOR: Mark Janssen, M.D. November Monthly· Case #11 
Anaheim, CA 

TISSUE FROM: Right Broad ligament ACCESSION #27185 

CUNJCAL ABSTRACT: 

History: This 42 year·old patient, GraVIda 0/Para 0, had been seen for 
dysfunctional bleeding and complaints of infertility. She also complained of lower 
abdominal discomfort for 6·8 weeks. 

illtrasound: Serial x 3 revealed a persistent right adn.exai mass that had 
decreased in size. A \laginal probe ultrasound screen revealed a cystic mass in this area. 
It was thought to be in the right ovary. 

Laparoscopy: Revealed the oVaries to be normal. There was evi.dence of "burnt 
out" endometriosis, and the right broad ligament had an 8 em cystic mass, appearing to 
be a myoma. 

S'(JRGERY: (July 7, 1992) 

The right broad ligament was transected, and the retroperitoneal space was 
entered with sharp dissection. The tumor was removed from the broad ligament area. 
After its removal on the back wail of the uterus on the right side, an additional small 
cystic strucrure was unroofed from the uterus, and its base coagulated. This was 
separate from the cystic broad ligament tumor. 

GROSS PATHOLOGY: 

The specimen weighed 115 grams, and was 8.5 x 7.5 x 3.5 em. It contained a 5.0 
x 4.0 x 1.5 em smooth-wailed cyst filled With colorless, sticky, mucinous matertal. The 
wail varied from 0.1 to 0.3 em thick. Surrounding the cyst wail was a mantle of 
rubbery, firm, pink-white, fibromuscular tissue up to 
I. 7 em thick. 



CONTRIBUTOR: Donald Chase, M.D. 
Lorna Unda, CA 

TISSUE FROM: Abdominal wall 
(Subcutaneous tissue) 

CUNICAL ABSTRACT: 

November Monthly · Case #12 

ACCESSION #27172 

History: This 34 year-old Hispanic male suffered blunt abdominal trauma with 
injury to multiple Internal organs as a result of a motor vehicle accident in July 1992. 

SQRGER¥: 

Uuly 27, 1992) 

An exploratory laparotomy was performed with small bowel resection and 
packing of liver lacerations. Due to bowel edema, the bowel could not be rerurned into 
the abdomen and the wound was covered with a Gortex patch. 

Uuly 31, 1992) 

An attempt at rerurning the bowel contents into the abdomen was made, but was 
unsuccessful. The Gortex patch was partially, but not completely, excised. 

(August 12, 1992) 

Patient underwent another partial excision of the Gortex patch to the abdominal 
wall with debridement of abdominal wall subcutaneous tissue. 

GROSS PATI!OLOGY: 

A 23 gTam, 8.0 x 4.0 x 3.0 em aggregate of irregular, gTay·brown adipose and 
membranous tissue admixed with blood clot was received. 



STUDY GROUP CASES 
FOR 

NOVEMBER 1992 

CASE NO. I -ACCESSION NO. 27159 

WS ANGELES - Apocrine carcinoma (5). 

SAN BEBNARPJNO IINLANDl - Apocrine carcinoma (5); Sebaceous carcinoma (2). 

WNQ BEACH - Adenocarcinoma of apocrine gland origin (7). 

SAN DIEGO - Apocrine carcinoma (17). 

GRASS VALLEY- Sebaceous carcinoma (1). 

SANTA BARBARA- Adenocarcinoma, possibly of ectopic breast origin (1). 

OAKLANQ - Apocrine adenocarcinoma (8). 

QIDO- Apocrine carcinoma (4); Adnexal carcinoma (2). 

SPECIAL STAINS: 

No special stains documented. 

FOLLOW-UP: 

No follow-up documented. 

CONSULTATION: 

Dennis L. May, MD .• Depanment of Dermatopathology, Aimed Forces Institute ofPathology: 
Apocrine adenocarcinoma. 

DIAGNOSIS: 

APOCRINE CARCINOMA, AXILLA. 

REFERENCES: 

Warkel RL, Helwig EB: Apocrine Gland Adenomas and Adenocarcinomas oftbe Axilla. Arcb 
Dermatol, 1978; 114:198-203. 

Futrell JW, Krueger GR., CbretienPB, eta!: Multiple Sweat Gland Carcinomas. Cancer, 1971; 
28:686-691. 



CASE NO. 2- ACCESSION NO. 27160 NOVEMBER 1992 

LOS ANGELES -Metastatic adenosquamous carcinoma, bilateral lymph nodes, neck (5). 

SAN BERNARPINO (JNLANDl • Me1astatic undiiTcrcntiated carcinoma (J). 

LQNG BEACH- Metastatic carcinoma (7). 

SAN DIEGO- Metas1atic squamous cell carcinoma {pleomorphic \'llliant} (13); Metaslatic squamous 
carcinoma (4). 

GRASS VALLEY- Metastatic large cell undifferentiated carcinoma (1). 

SANTA BARBARA -Malignant neoplasm, malignant fibrous histiocytoma versus metastatic 
undifferentiated squamous cell carcinoma (1). 

OAKLAND - Spindled squamous cell carcinoma (9). 

QH!Q- Pleomorphic malignant tumor {rhabdomyosarcoma versus carcinoma} (1); Anaplastic large 
cell carcinoma (1); Undilfercntiated carcinoma (4). 

SP.ECIAL STAINS: (Contributor) 

Trichrome stain - no specific tumor cell s1aining noted. 

FOLLOW-UP: 

Post-operative adenosquamous carcinoma of lung. The patient developed pneumonia and 
septicemia, and expired on 09/15/92. 

DIAGNOSIS: 

POORLY-DIFFERENTIATED SQUAMOUS CELL CARCINOMA METASTATIC TO 
BD...A TERAL L YMl'B NODES, NECK. 

REFERENCE§: 

Linberg R: Distribution of Cervical Lymph Node Metastases from Squamous Cell Carcinoma of 
the Upper Respiratory and Digestive Tracts. Cancer, 1972; 29:1446-1449. 



CASE NO. 3 ·ACCESSION NO. 27171 

LOS ANGELES ·Plexiform neurofibroma (5). 

SAN BERNARDINO CINLANDl ·Plexiform neurofibroma (7). 

LONG BEACH • Pl7xiform neurofibroma (7). 

SAN DIEGO • Plexiform neurofibroma (17). 

GRASS VALLEY· Plexiform neurofibroma (1). 

SANTA BARBARA· Plexiform neurofibroma (1). 

OAKLAND ·Plexiform neurofibroma (9). 

OHIO ·Ple-xiform neurofibroma (6). 

SPECIAL STAINS: 

No special stains documented. 

FOLLOW-UP: 

NOVEMBER 1992 

Post-operatively the patient did wen with no need for tracheostomy. However, she had 
widespread neurofibromas involving much of the left man!tible, sk-ull base, and infratemporal fossa The 
possibility of performing a subtotal man!tibulectomy with re~onstruction was being considered. However, 
j t was felt that it wo11ld still be impossible to excise the entire area of involvemenl 

DlAGNOSIS: 

PLEXIFORM NEUROFffiROMA (VON RECKLINHAUSEN'S DISEASE). 

REFERENCES: 

Harkin JC, Reed RJ: Tumors of the Peripheral Nervous System. Atlas of Tumor Pathology, 
Armed Forces Institute of Pathology, 1969; Second Series, Fascicle 3. 



CASE NO.4 - ACCESSION NO. 2.7176 NOVEMBER 1992 

LOS ANGELES • Aggressive digital papillary adenoma (3); Appendage carcinoma (2). 

SAN BERNARDINO CINLANDJ • Carcinoma of eccrine sweat glands ( 4); Aggressive digital papillary 
adenoma (3). 

LONG BEACH · Aggressive digital eccrine adenoma (5); Eccrine accrospiroma (2). 

SAN DIEGO - Malignant eccrine spiradenoma (12): Eccrine spiradenoma (5). 

GRASS VALLEY· Eccrine spiradenoma (1). 

SANTA BARBAM • Eeerine spiradenoma (I). 

OAKLAND· Eccrine spiradenoma (10). 

OmO ·Eccrine spiradenoma (2); Malignant eccrine carcinoma (2); Adnexal carcinoma (2). 

SPECIAL STAINS: 

No special stains documented. 

FOLLOW-UP: 

After diagnosis on the original e.~cision, the patient underwent a resection or the right fifth 
finger. There was no residual tumor. 

DIAGNOSIS: 

AGGRESSIVE DIGITAL PAPILLARY ADENOMA. X·FJLE; ECCRINE 
SPIRADENOMA. 

REFERENCES: 

Kao GF, Graham JF, Helwig EB: Aggressive Digital Papillary Adenoma and Adenocarcinoma. 
Arch Dermatol, 1984; 120:1612. 

Kao GF, Helwig EB, Graham JH: Aggressive Digital Papillary Adenoma and Adenocarcinoma. 
A Clinicopathologic Study of 57 Patients, with Histochemical, lmmunopathological, and Ultrastrucrural 
Observations. J Cutan Pathol. 1987; 14:129. 

Addenda, California Tumor Tissue Registry. Eighty-Seventh Semi-Annual Slide Seminar on 
Skin and Appendage Tumors; Moderator· James H. Graham, M.D. • 



CASE NO.5- ACCESSION NO. 27UO NOVEMBER 1992 

LOS ANGELES - Yolk sac tumor (5). 

SAN BERNARDINO {lNLANQ>- Pulmonary blastoma (7). 

LQNG BEACH- Pulmonary endodcrmal tumor resembling fetal lung {blastoma} (5); Endodermal sinus 
tumor (2). 

SAN DIEGO - Adenocarcinoma of fetal lung 1)-pc: {pulmonruyblastoma variant} (16); Yolk sac 
tumor (1). 

GRASS VALLEY- Clear cell adenocarcinoma (I). 

SANTA BARBARA- Embryonal carcinoma (I). 

OAKLANP - Yolk sac tumor ( I 0 ). 

OHIO- Metastatic adenocarcinoma (4); Undifferentiated adenocarcinoma (2). 

SPECIAL STAINS: 

FOLLOW-UP: 

Currently the patient shows no clinical evidence of recurrent or metastatic disease, e.•cept for the 
rising AFP. 

DIAGNOSIS: 

YOL K SAC CARCINOMA, LUNG. 

REFERENCES: 

HunterS, Hewan-Lowe K, Costa MJ: Primal}' Pulmoilary Alpha F~toprotein-Producing 
Malignant Germ Cell Tumor. Human Pathol, 1990; 21:1074-1076. 

Teshima S, Shimosato Y, Hirohashi S, et al: Four New Human Germ Cell Tumor Lives. Lab 
Invest, 1988; 59(3):328-336. 



CASE NO. 6 -ACCESSION NO. 27096 NOVEMBER 1992 

LOS ANGELES- Pleomorphic leiomyosarcoma (4); Symplastic leiomyoma (1). 

SAN BERNARDINO (INLAND> -Bizarre (S)-mplastic) leiomyoma (7). 

LONG BEACH - Leiomyosarcoma (5); Symplastic leiomyoma (2). 

SAN DIEGO- Bizarre leiomyoma (17). 

GRASS VALLEY- Low grade leiomyosarcoma (1). 

SANIA BARBARA- Leiomyosarcoma (1). 

OAKLAND -Leiomyosarcoma (9). 

QWQ - Leiomyosarcoma (3); Poorly differentiated leiomyosarcoma (3). 

SPECIAL ST.AJNS: 

No special stains documented. 

FOLLOW-UP: 

The patient is doing well and is disease free at this time. 

DIAGNOSIS: 

SYMPLASTJC LEIOMYOMA. X-FILE: LEIOMYOSARCOMA. 

REFERENCES: 

E\'ans HL, Chawla SP, Simpson C, Fmn KP: Smooth Muscle Neoplasms of the Uterus Other 
Than Ordinary Leiomyomas: A Study of 46 Cases, With Emphysis on Diagnostic Criteria and Prognostic 
Factors. Cancer, 1988; 62:2239-1247. 

Mazur MT, Kraus FT: Histogenesis of Morphologic Variations in Tumors of the Uterine Wall. 
Am 1 Surg Pathol, 1980; 4:59-74. 



CASE NO.7- ACCESSION NO. 27177 NOVEMBER 1992 

LOS ANGELES - Cavernous hemangioma (5). 

SAN' BERNARDINO <JNLAND)- Angioma of thymus (5); Angiomatosis of thymus (2). 

LONG BEACH - Cavernous angioma (lymph) of thymus (7). 

SAN DIEGO - Lymphangioma (16); Hemangioma (I). 

GRASS VALLEY - Cavernous angioma ( 1). 

SAN'!" A BARBARA- Hemangioma (1). 

OAKLAND • Mixed hemangioma - lymphangioma (I); Lymphangiomyomatosis (9). 

OIDO- Cavernous hemangioma (3); Hemangioma (2); Angiolip<ima (i). 

SPECIAL STAINS: 

No special stains documented. 

J10LLOW~UP: 

The patient was seen in follow-up three months post-<lperatively. She complained of a clicking 
sensation over the sternum with heavy liftiiJg. On physical examination the sternum appeared stable. 
There were no other apparent residual.s from her surgery. The patient appeared we11. 

DIAGNOSIS: 

CAVERNOUS HEMANGIOMA. X-FILE: LYMPHANGIOMA. 

REFERENCES: 

Yendbart TO, Tucker WY, Choy SH: Cavernous Hemangioma'ofthe Superior Mediastinum. 
Report of a Case with Electron Microscopy and Computerized Tomography. Am J Surg Pathol, 1979; 
3:353-361. 

Kaliciuski ZH, Joszt W, Perdzynski, et a!: lfemangioma of the Superior Caval Vein. J Pediatr 
Surg, 1982; 17:178-179. 

Davis JM, Mark GJ, Greene R: Benign Blood Vascular Tumors of the Mediastinum. Report of 
Four Cases and Review of the Literatur~. Radiology, 1978; 126:581-587. 



CASE .NO. 8 ·ACCESSION NO. 27188 NOVEMBER 1992 

LOS ANGELES - Chronic lymphocytic thyroiditis (4); Auto-immune thyroiditis (1). 

SAN BERNARDINO (INLAND) -Hashimoto's thyroiditis (7). 

LONG BEACH - C,bronic lymphocytic thyroiditis (7). 

SAN DIEGO - Hashimoto's thyroiditis ( 17). 

GRASS VALLEY - Follicular thyroiditis {Hashimoto's disease} (1). 

SANTA BARBARA - Follicular carcinoma, associated with chronic lymphocytic thyroiditis (1). 

OAKLAND - Hashimoto's thyToiditis (10) . . 

omo -Hashimoto's th)TOiditis (6). 

SPECIAL STAINS: 

No special stains documented. 

FOLLOW-UP: 

As of 12/92, the patient still had some mild symptoms of trouble with swallowing. Her wound 
was well-healed, and there were no palpable neck masses. Her voice was normal. 

DIAGNOSIS: 

HASHIMOTO'S THYROIDITIS. 

REFERENCES: 

LiVolsi VA: Surgical Pathology of the Thyroid. Vol22, Chapter 5, in the series "Major 
Problems in Pathology; James L. Bennington, MD., Consulti!ting Editor, 1990; W.B. Saunders Company. 

Bennington JE (consulting editor): Major Problems in Pathology: Auto-Immune Thyroiditis. 
W.B. Saunders, 1990; jlP 72-88. 

Kong YM, Bagnasco M, Canonica GW: How do T-CeUs Mediate Auto-Immune Thyroiditis? 
lmmulo Today, 1986; 7:337-339. 



CASE NO.9- ACCESSION NO. 26.857 NOVEMBER 1992 

LOS ANGELES- Low grade papillary cystic adenocarcinoma of pancreas (4); Solid and papillary cystic 
lesion of the pancreas of unknown potential (1). 

SAN BERNARDINO CINLANDl - Oncocytic carcinoma (3); Cystadenoma (2); Papillary adenocarcinoma 
(1); Acinar cell cystadenocarcinoma (1). 

LONG BEACH -·Papillary cyst adenocarcinoma of•pancreas (7). 

SAN DIEGO- Papillary cystadenocarcinoma (15); Mucinous tumor oflow malignant potential (1); 
Mucinous cystadenoma (1). · 

GRASS VALLEY - Papillary cystadenoma (I). 

SANTA BARBARA- Papillary o"')'phil adenocarcinoma (1). 

OAKLAND -Intraductal carcinoma (9); Papillary cystadenoma ( I). 

OHIO- Papillary carcinoma (4); Cystadenocarcinoma(!)~ Papillary and cystic neoplasm of the 
pancreas (1). 

SPECIAL STAINS: 

No documentation of special slains. 

FOLLOW-UP: 

Patient expired on 10/31/91. Unable to find out if patient baa evidence of a recurrent disease. 

CONSULTATION: 

James. E. Oertel, M.D., Department of Endocrine Pathology, Armed Forces Institute of 
Pathology: Cystadenocarcinoma, papillary, with o"')'philic cells and focal mucin production. 

Henry D. Appelman. M.D., Professor of Pathology, University of Michigan: Papillary 
cystadenoma, probably oncocytic type. No definite invasive carcinoma. 

DIAGNOSIS: 

CYSTADENOCARCINOMA, PAPILLARY OXYPHILIC TYPE. X-FILE: 
CYSTADENOMA, PAPILLARY ONCOCYTIC TYPE. 

REFERENCES: 

Morohoshi T, Held G, Kloppel G: Exocrine Pancreatic Tumors and Their Histological 
Classification: A Study Based on 167 Autopsy and 97 Surgical Cases. Histopathology, 1983; 7:645-661. 

Cbu DZJ, Lang NP, Thompson C, Ostein PK, Westbrook KC: Peritoneal Carcinomatosis in 
Non-Gynecological Malignancy: A Prospective Study of Prognostic Factors. Cancer, 1989; 63.:364-367. 

Boor PJ, Swanson MR.: Papillary-Cystic Neoplasms of the Pancreas. Am 1 Surg Pathol, 1979; 
3:69-75. 



CASE NO. 10- ACCESSION NO. 27181 NOVEMBER 1992 

LOS ANGELES- Phyllodes tumor (4); Benign cystosarcoma phyllodes (1). 

SAN BERNARDINO <INLAND). Cystosarcoma phyllodes, low grade {histologically benign} (7). 

LONG BEACH - Phyllodes tumor, benign (7). 

SAN DIEGO -Benign phyllodes tumor (17). 

GRASS VALLEY- Phyllodes·tumor (!). 

SANTA BARBARA.- Fibroadenoma with intraductal hyperplasia (1). 

OAKLAND- Phyllodes tumor (9); Phyllodes tumor with intraductal carcinoma (1). 

OIDO -Benign phyllodes tumor (6). 

SPECIAL STAINS: 

No special. stains documented. 

fOLLOW-UP: 

The patient was last seen on September 22, 1992, for her post-op _appointment. No abnormalities 
were noted at that time, but close clinical follow· up was advised. 

DIAGNOSIS: 

PHYLLODES TUMOR 

REFERENCES: 

Ward Rm, EvansHL: Cystosarcoma Phyllodes: A Clinicopathologic Study o(26 Cases. Cancer, 
1986; 58:2282·2289. 

Pietruszka M, Barnes L: Cystosarcoma Phyllodes: A ClinicopathOlogic Analysis of 42 Cases. 
Cancer, 1978; 41:1974-1983. 

Kessinger A, Foley JF, Lemon HM, Miller DM: Cystosarcoma Phyllodes: A Case Report aild 
Review of the Literature. 1 Surg One, 1972; 4: 131·147. 

Pollard SG, Marks PV, Temple LN, Thompson RH: Breast Sarcoma: A Clinicopathologic 
Reviewof2s Cases. Cancer, 1990; 66:941-944. 



CASE NO. 11- ACCESSION NO. 27185 NOVEMBER 1992 

LOS ANGELES • Cystic leiomyoma, broad ligament, with benign ciliated epithelial lining {probably 
MuUerian} (5}. 

SAN BERNARPINO CINLANDl • Extra-ovarian serous and mucinous cystadenoma of broad 
ligament (7}. 

LONG BEACH- Leiomyoma of broad ligament (3}; Benign mesonephric cyst (4}. 

SAN DIEGO· Leiomyoma encircling a mesonephric rest (13}; Leiomyoma encircling a Mullerian 
rest (3}; Para-ovarian cyst of MuUerian origin (1}. 

GRASS VALLEY- Mucinous cystoma. leiomyoma(!). 

SANTA BARBARA - Ep!thelioid leiomyoma (1}. 

OAKLAND • Leiomyoma (8); Smooth mus.cle tumor resembling gonadal stromal tumor (2}. 

OHIO. Benign tumor of smooth muscle and mesothelial cyst (1}; Benign spindle ceU tumor (2}; 
Mucinous cystadenoma (I); Adenomyoma (I}; Adnexal cyst of probable Wolffian duct 
origin (I). 

SPECIAL STAINS: 

Muscle specific actin ·positive. 

FOLLOW-UP: 

As of 10/26/92, the patient was well with no signs or symptoms. 

CONSULTATION: 

Dr. Liao, University of California, Irvine, Department of Pathology: Probable congenital 
duplication of some structure, possibly related to cervix or, conceivably, related to G.r. system. 

DIAGNOSIS: 

CONTROVERSIAL CYSTIC LEIOMYOMA OF BROAD LIGAMENT. 

REFERENCES: 

Gardner GH, Greene RR, Peckham 13: Tumors of the Broad Ligament. Am J Obst and Gyn, 
1957; 3:536-555. 

Gardner GIL Greene RR; Peckham 13M: Original Communications. Normal and Cystic 
Structures of the Broad Ligament. Am 1 Obst and Gyn, 1948; 6:917-939. 

Kit HKLN, Collins RE: Leiomyoma of the Broad Ligament in An Obturator Hernia Presenting 
as a Lump in the Groin. 1 Roy Sue Med, 1986; 79:174·175. 



CASE NO. 12- ACCESSION NO. 27127 NOVEMBER 1992 

LOS ANGELES- Heterotopic bone (4); Panniculitis ossificans (1). 

SAN BERNARDINO <INLAND} - Fat necrosis with osseous metaplasia (7). 

LONG BEACH - Myositis ossificans (7). 

SAN DIEGO • Panniculitis ossificans ( 17). 

GRASS VALLEY- Organized fat necrosis with osseous and chondroid metaplasia (I). 

SANTA BARBARA· Fat necrosis with reactive mesothelial proliferation (1). 

OAKLAND- Panniculitis ossificans (10). 

~-Ossifying fasciitis (6). 

SPECIAL STAINS: 

No docum~niation of special stains. 

FOLLOW-UP: 

The patient was discl\arged three months after his initial hospitalization. He had suffered an 
abdominal wound infection during his hospital course. Ail attempt at skin grafting bad failed. It was 
elected to allow the abdominal wound defect to granulate in. This process was still underway at the time 
of his discharge. He was last seen on 11127/92. 

DIAGNOSIS: 

PANNICULITIS OSSIFICANS. X·FILE: OSSEOUS METAPLASIA IN FAT NECROSIS. 

REFERENCES: 

Marteinssop B, Musgrove J: Heterotopic Bone Formation in Abdominal Incisions. Am J Surg, 
1915; 130:23, 

Leh.nnan A, Pratt JH, Parkhill EM: Heterotopic &ne in Laparotomy Scars. Am J Surg, 1962; 
104:591. 


