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CONTRIBUTOR: Spencer B. Gilbert, M. D. APRIL 1981 - CASE NO. 1 
Placentia, California 

TISSUE FROM: Right occipital area ACCESSI ON NO. 23307 

-CLINICAL ABSTRACT : 

Hi story: A 29 year old Caucasian male noted headaches whi ch began 
with a sensation of pressure or tightness on the right. si de of the neck 
and head followed by development of a stabbing pain over the right side 
of the head. The headaches continued for six to seven months. They 
occurred any time during the day, but were nearly always present upon 
awakening and seemed to be relieved by large doses of Excedrin and 
chiropractic treatments. He worked as a mixer in a glue factory but 
denied any relationship between headaches and job. Two months prior to 
admission he developed droopi ng of the right upper eyelid, but no other 
visual problems. 

Ph~sical examination revealed a partial left homonymous hemianopsia 
with pnmary impairment of the inferior quadrant of the left visual 
fi eld. There was also left lower facial weakness and left upper extremity 
i ncoordi nation . 

Electroencephal ogram showed minimal slowing over the right occipital 
area. 

Radiographs: A CAT scan revealed a large enhancing right occipital 
lobe mass. 

SURGERY: (October 25, 1978) 

A right parietal occipital cranioto~ with removal of a large mass 
attached to dura and compressing ri ght occipital lobe was performed. 

GROSS PATHOLOGY: 

Multiple small fragments of firm, red-tan tissue with a nodular 
pattern on sectioning were submitted. The aggregate weight was 46 gran~. 

FOLLOW-UP: 

The patient was last seen in October 1980 at which time he was 
doing well with no evidence of tumor recurrence. 



CONTRIBUTOR: Wi ll iam Cowel l, 11. 0. APR IL 1981 - CASE NO. 2 
Oceanside, Cali fornia 

TISSUE FROM: Left, frontal lobe ACCESSION NO. 22065 

CLINICAL ABSTRACT: 

History: A 57 year old Caucasian male had a 2-3 week history of 
progressive confusion, speech and writing difficulty , headaches, and 
right sweat s. Lethargy and stupor developed abruptly . 

Physical examination revealed he had a fluent aphasia with 
prominent word fi ndi ng difficul ty . No motor defect s were noted . 

Radiographs: Emergency carotid angiography revealed a large 
space occupying l esion in the left frontal lobe . 

SURGERY: (October 30, 1975) 

A left frontal lobecton1Y was performed. A large left frontal lobe 
tumor was removed, but some was left behind in an attempt to preserve 
motor function. 

GROSS PATHOLOGY: 

A large 5 x 4 x 3 em. mass, a smaller 2.5 x 2 x 2 em. mass , and 
several smaller tissue fragments were submitted. The t issue was soft 
and tan with areas of hemorrhage. 

FOLLOW-UP: 

He did poorly following surgery. There were respi ra tory problems 
requiring tracheostomy. Cerebral edema with clini cal evidence of 
herni ation developed. The patient expired on November 2, 1975. No 
autopsy was performed. 



CONTRIBUTOR: Douglas W. Andorka, M. D. APRIL 1981 - CASE NO. 3 
Anaheim, California 

TISSUE FROM: Cerebellum ACCESSION NO. 23150 

CLINICAL ABSTRACT : 

Histor~: A 16 year ole Caucasian male presented with a three week 
history of Intermittent severe occipital headaches with nausea. The 
headaches occurred in the morning, began on the right side of his 
head, then spread superiorly and also bitemporally. There was no 
history of head trauma nor recent illnesses, and he was on no medications 
currently, although in the past he was treated with Ritalin for 
hyperactivity. 

Physical examination revealed 5 and 7 impaired cranial nerves. Heel 
to toe walking was uncoordinated, indicating cerebell ar dysfunction. 

Radiographs: Skull x-rays showed no abnormalities. A CT scan showed 
an enhancing right posterior fossa mass, probably extra-axial. 

SURGERY: (June 26, 1978) 

A right posterior craniectomy was performed with removal of a cerebel
lar tumor. 

GROSS PATHOLOGY: 

A t r iangular, relati vely well circumscribed soft grey tan 4. 5 x 
3 x 2.5 em. mass was submitted. Sectioning revealed foca l areas of 
hemorrhage and pal e grey-white zones suggestive of residual cerebel lar 
fo 1 ia. 

FOLLOW-UP: 

Patient expired on August 5, 1980 of recurrent central nervous 
system tumor. 



CONTRIBUTOR: S. Hamashige, M. 0. APRIL 1981 - CASE NO. 4 
Fullerton, California 

TISSUE FROM: Left frontal area ACCESSIO~ NO. 23359 

CLINICAL ABSTRACT: 

History: This 57 year old white male was well 
of admission when he suffered a grand mal seizure. 

until the morning 
Past medical history 

was remarkable only for hypertension . 

Physical examination revealed no localized neurologic signs. 

Radiographs: A CAT scan revealed a 7 em. mass in the left frontal 
parasaggi tal region, apparently contiguous with the anterior portion 
of the falx. It compressed the frontal horns bilaterally, with minimal 
edema and no hydrocephalus. 

SURGERY: (March 1, 1979) 

A left frontal craniotomY with excision of a large parasagg1tal 
frontal lobe tumor was performed. 

GROSS PATHOLOGY: 

The specimen consisted of a large focally hemorrhagic grayish-tan 
tumor, measuring 8.5 em. in greatest diameter. 

FOLLOW-UP: 

The patient is apparently doing well with no further admissions 
to the hospi ta 1. 



CONTRIBUTOR: Roy D. Hoke, M. D. APRIL 1981 - CASE NO. 5 
Fontana, California 

TISSUE FROM: Left frontal area ACCESSIO~ NO. 20443 

CLINICAL ABSTRACT: 

History: This 73 year old female had a five year history of chronic 
arteriosclerotic brain disease, with electroencephalogram documentation 
of a left temporal focus. She had a one year his tory of seizures, but 
no focal neurologic signs were present. She 1~as admitted for further 
evaluation. 

Physical examination revealed bilateral Babinski signs and severe 
dementia . 

Electroencephalogram revealed diffuse slow waves as wel l as spikes, 
more prominent on the right si de. 

Radiographs: Brain scan showed abnormal uptake in the fronta l 
parasaggital areas, left greater than right. Bilateral carotid angie
grams suggested a left frontal mass. 

SURGERY: (November 26, 1973) 

A left frontal craniotOfl\Y revealed a tumor involving the brain and 
meninges. A biopsy was perfo'rmed. 

GROSS PATHOLOGY: 

Eleven grams of soft, hemorrhagic tissue was received. 

FOLLOW-UP : 

Patient deteriorated following surgery and expired on December 14, 
1973. No autopsy was performed. 



CONTRIBUTOR: Richard D. Lewi~. M. D. APRIL 1981 - CASE NO. 6 
Pasadena, California 

TISSUE FROM: Pineal region ACCESSION NO . 20920 

CLINICAL ABSTRACT: 

History: This 3 year old white male had brain surgery performed 
at another hospital (records unavailable) 18 months prior to the current 
admission. A brain tumor in the pineal region was biopsied. Post-opera
tive hydrocephalus led to a shunt placement. He was treated with 
radiation therapy, but progressively deteriorated with evidence of spinal 
cord damage, and died on August 4, 1974. 

AUTOPSY: (August 5, 1~74} 

A midline growth measuring 1,8 x 6.0 em. was found above the third 
ventricle, occluding the thi rd ven"tricle with resultant hydrocephalus. 
The tumor was soft, friable, and pink-gray. 



CONTRIBUTOR: D. R. Dickson, M. D. APRIL 1981 - CASE NO. 7 
Santa Barbara, California 

TISSUE FROM: Right parietal area ACCESSION NO. 23030 

CLINICAL ABSTRACT: 

History: Thi s 43 year old white mal e was admi t ted for evaluation 
of intermittent grand mal selzures of two weeks' duration. Past history 
was remarkable for several recent attacks of throbbing and numbness 
in the left ann with incoordination and weakness of 5 to 10 minutes' 
duration. 

Physical examination: Neurologic examination showed sluggish reflexes 
on the right, and no Babinski sign. 

Radiographs: A right carotid angiogram and CT scan revealed a 
6.5 em. posterior parietal mass with a large cystic component and a 
vascular configuration. 

SURGERY: (October 7, 1978) 

Crnniotomx with excision of the tumor was performed. 

GROSS PATHOLOGY: 

The 35 gm. specimen was a well defined mass, 50 x 42 x 27 mm. in 
greatest dimensions, with one convex aspect composed of a 60 x 40 mm. 
strip of dura mater. The remaining external aspect was a smooth opaque 
t an-pink membrane wi thout attached brain tissue. Sectioned surfaces 
showed homogeneous sort SJ.tU119.1 ~gH:ltcnin9 t.an-pink to tan-red neoplastic 
tissue up to 23 mm. in thickness fused to the dural aspect with the 
deeper aspect a concamerated cup-shaped cyst up to 15 mm. in thickness. 

FOLLOW-UP: 

As of July lgso .the patient was doing well without evidence of 
recurrent disease. 



CONTRIBUTOR: Sheldon Barasch , M. D. APRIL 1981 - CASE NO. 8 
Fountain Valley, California 

TISSUE FROM: Right frontal region ACCESSION NO. 24081 

CLINICAL ABSTRACT: 

History: This 45 year old white female presented with a one year 
history of headaches, with her family relating a several month history 
of irritability . Several near-syncopal episodes and morning nausea 
were also noted recently. 

Radi ographs : CT scan and angiogram reveal ed a large right frontal 
lobe mass, probably intracerebral. 

SURGERY: (December 2; 1980) 

A right frontal craniotomy with tumor excision was performed. 

GROSS PATHOLOGY: 

A rounded mass measuring 4.0 x 2.5 x 3.0 em. was received. An 
area of central necrosis was noted grossly. 

FOLLOW-UP: 

Not available . 



CONTRIBUTOR: Richard W. Peters, M. 0. 
F. M. Hirose, M. D. 
Torrance, California 

TISSUE FROM: Cerebellar fos~a 

CLINICAL ABSTRACT: 

April 1981 - CASE NO. 9 

ACCESSION NO. 19491 

History: This 57 year old female presented with a one year history 
of posterior neck pain, fatigue, dizziness, and occasional numbness of 
both hands, especially the right • Work-up at another hospital one year 
ago revealed normal skull and cervical spine x-rays, brain scan, and 
echoencephalogram. Electroencephal ogram showed bilateral temporal slowing 
suggestive of localized encephalopathy. 

Physical examination revealed bilateral papilledema, horizontal 
nystagmus (r1ght greater t han left), and diminished hearing on the right. 

Electroencephalogram showed mildly abnormal temporal lobe findings. 
Pneumoencephalogram showed a large mass, probably cerebellar, causing left 
to right shift of the fourth ventricle as well as moderate hydrocephalus. 

SURGERY : (June 28, 1981 ) 

A posterior fossa craniotomY with total excision of the tumor was 
performed. 

GROSS PATHOLOGY: 

Approximately 75 grams of firm, gray-tan tissuee with some hemor
rhage was received from the cerebellar fossa. 

FOLLOW-UP: 

Patient living and well as of March 5, 1980. She was advised to 
return whenever necessary. 



CONTRIBUTOR: E. R. Jennings, M. D. APRIL 1981 - CASE NO. 10 
Long Beach, California 

TISSUE FROM: Clivus ACCESSION NO. 20350 

CLINICAL ABSTRACT: 

History: This 50 year old caucasian female presented 16 years 
previously with a posterior pharyngeal tumor, for which she underwent 
transoral resection and post-operative radiation therapy. Four years 
ago she had a recurrent posterior pharyngeal tumor, which on exploration 
and partial excision revealed to be an extension of a mass arising 
in the spinal cord. Three years ago she had a neck node removed which 
showed metastatic tumor. This was followed by additional radiation 
t herapy. Two years ago an occipital to C-4 posterior cervica l arthro
desis was performed for a pathologic fracture of C-2. In February of 
1973 biopsy of a left nasopharyngeal mass revealed recurrent tumor. In 
August of 1973 she as admitted for neurologic symptoms referable to 
cervical cord myelopathy. Her hospital course was progressively down
hill and she expired on August 22 , 1973. 

AUTOPSY: 

A 4 x 4 x 2.5 em. tan-yellow, hemorrhagic , slightly gelatinous 
mass was found replacing the cl i vus with extension into superior posterior 
pharynx, cervical vertebrae 1 and 2 anteriorly, and laterally to the 
eustachian tube. It did not extend beyond the dura into the posterior 
fossa. Metastatic tumor was identifed in the lung and lymph nodes. 



CONTRIBUTOR: William E. Cowell, M. D. APRIL 1981 - CASE NO. 11 
Oceanside, California 

TISSUE FROM: Left parietal ar~a ACCESSION NO. 22412 

CLINICAL ABSTRACT: 

A 25 year old obese Cauca.sian male presented with complaints of 
numbness over the entire right side of his body, and weakness and poor 
coordinati on of his right hand. He was referred to a neurologist. 
Further information is not available. 

SURGERY : (April 14, 1977) 

Crani otomy was performed with removal of tumor from th.e left parietal 
hemisphere. The tumor was very sharply demarcated and "shelled out" from 
the surrounding brain tissue. 

GROSS PATHOLOGY: 

The specimen was a nearly spherical., unencapsulated, hemorrhagic 
tumor mass weighing 46 grams and measuring 5.8 x 5.0 x 3.6 em. The 
cut surface was fleshy, grey-tan and diffusely hemorrhagic over one-half 
of the tui)X)r. 

FOLLOW-UP: 

A second craniotomy was required two years for removal of residual 
tumor. This procedure was complicated by an infected cranioplasty site 
which was drained. No current follow,-up information i·s available. 



CONTRIBUTOR: J. R. Phillips, M. D. APRIL 1981 - CASE NO. 12 
Fresno, California 

TISSUE FROM: Cerebellar vermis ACCESSION NO. 23081 

CLINICAL ABSTRACT: 

History: This 43 year old Caucasian female presented with complaints 
of dizziness and difficulty walking, particularly around corners. 

Rad1o~raphs: Skull x-rays and CT scan showed a cal cified midline 
posterlorossa mass. An angiogram was interpreted as showing a vascular 
midline tumor apparently of cerebellar vermis. 

SURGERY: (August 11, .1978) 

A suboccipital craniectomy and gross total resection of a calcified 
mass of the cerebellar vermis was performed. 

GROSS PATHOLOGY: 

Multiple irregular pink-gray tissue fragments measuring 2 x 2 x 1 
em. in aggregate were submitted. Portions of the tissue were extensively 
calcified. 

FOLLOW-UP: 

Not available. 
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Com~~nta~y by Richard L. Davi s, M. D. 
on 

Ca 1 i forni a Tumor Tissue Registry 
Cases for Apri 1, 1981 

"BRAIN TIJMORS, PART II" 

ACC. ~~. 23307- CAS£ NO.1: ihis is an interesting tumor and one which is 
not completely typical. I t is arising from the dura and composed of cells 
with large round to oval to slightly elongate , marked1y vesicu1ar nuclei. 
Cytoplasm is not clearly delineated and seems to form a syncitiu~ where 
present. Tumor is growi ng in sheets in MOst areas, and it is somewhat 
~ore soindled in areas in between dense f ibrovascular trabeculi. There 
are some large vascular channels in the lesion, but the smaller vessel s 
are quite i ndisti nct. It should be noted that sca ttered mitotic figures are 
present in the tu~or cells. 

Though this is not a 'typical" example of this lesion, 1 believe it 
represents an hemangiopericytoma of the meninges (hemangiopericyti c menin
gioma). A reticulin stain would assist in this diagnosis showing the tumor 
cells arrayed around the periphery of srrall vascul ar cha~nels. Electron 
microscopy of this lesion would reveal no distinct features, though certain
ly basement membrane woulq be a promi nent component of the interstiti um. 

It is important to recognize this lesion and separate it from the other 
ar.gioblastic meningiomas, wi~h w~ich i~ has been grouped, because of its 
distinct biologic activity. This tumor tends to occur in somewhat atypical 
areas and moreover tends to recur with some frequency, to spread wi thin the 
nervous system, and even systemically . The early inclusion of this tunor 
among the other angioblastic meningiomas led to the bad reputation of that 
group of lesions . 

Patients with these tumors should be followed careful ly for recurrence. 
The efficacy of radiation or other tr.erapy is not established. 

ACC. NO. 22065 - CASE NO. 2: The section I am looki ng at now shows brain 
t issue with large numbers of gemistocytic astrccytes as the prominent :eature . 
There is also marked vascular endothelial prol ife,·ation and zor.es of necrosis 
with what appears to be a suggestion, at least, of perinecrotic palisading. 
In some of the other slides of this same secti on that r have seen, the 
endothelial prol iferation, necrosis, and pali sadi ng are not present and 
without the~. I would term this lesion a gernistocytic astrocytoma with tne 
prominent gemistocytes mixed in a background of fibrillary astrocytes . The 
features that l see in the slide now are those of glioblastow~ multiforme 
and interestingly this emphasi zes the poor prognosis of gemistocytic astro
cytomas even when "pure" . In 11\Y experience gemistocytic astrocytomas have 
had a prognosis comparable to glioblastoma multiforme . It is interesting 
in this les ion, too, that there are scattered venules surrounded by a lympho
cyti c response . This i s a fea ture I have seen repeatedly in these gemi stocytic 
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astrocytomas and certa inly does no t appear to be associated with an "immunity" . 

ACC . ~0. 23150- CASE NO. 3: This i s a w~st interesting and nice exampl e of 
this l esion. One can discern brain tissue l argely repl aced by a var iably 
necrotic and densely cellular neopiasm wi th zones of v1hat appear to be young 
f ibrous connective ti ss ue. The latter I would interprete as being zones of 
organized necro!. is thus represent ing the tel'ti ary s tructuring as defined 
by Scherer. The t~Xlr itself is made up of cells with vesicular nuclei 
whi ch vary from round to oval to elongate, and some of the latter are folded. 
~li toti c f·i gur es and nucl eo 1 i are qui te prominent and there is a "s tarry sky" 
appearance 'o'lith large macrophages scatt~red through the lesion. Some of 
the latter conta i n cel l ular debris. The t umor ce11 s di stinctly congregate i n 
a perivascular pattern, particul arly at the periphery . The i nvolvement of 
t he cerebellar parenchyma and meninges is quite evident. 

To me thi s is a lovely example of a malignant lymphoma and woul d probably 
be cl assified as a histiocytic lymphoma under the Rappaport classification 
and as a foll i cular center cel l lymphoma (?) under the Lukes-Col l ins classifica
tion. 

Mass i ve nodules of malignant lymphoma i n the bra; ,, usua11y means that i 

the l esion i s primary in t hat system. Only a rel ati vely small percent age 
of these have systemic involvement and equal ly important is the fact t hat 
in almost half the cases there are multiple nodul es 1~ithin the central 
nervous system. As a result of this, tota l neuraxis radiation is i n order 
as the basi c therapy in such patients. 

ACC. NO. 23359 - CASE NO . 4 : The sections show a tumor with the cells growing 
i n sheets separated by coarse, fi brovascul ar trabecula . In some zones the 
t umor appears quite loose and i s even pseudo-papi llary . The ce11s have an 
ample arrount of gramllar cytoplasm which i s for the most part quite dis t inct 
but i n some areas forms a synci tium. The nuclei are round-to-oval and are 
prominently vesicular 1~ith nucleoli. f~itotic figures are not seen. ihere 
is a fibrillar character to the cytoplasm in some zones and even areas of 
suggestive pal isadi ng. To me this i s a variant meni ngioma. 

ACC. NO. 20443- CASE NO. 5: The sheets of tumor cel l s bl ending i nt o adjacent 
bra1n t1ssue and in some areas divided i nto smaller lobules by fibrcivascu lar 
connective tissue is rather characteristic at low power . The diagnosis is 
confi rmed at higher power with round-to-ova 1 nuc 1 ei in association 1~i th finely 
granular cytoplasm , and in some areas with nuclei surrounded by a "halo". 
Vascular prol iferation is present but is a frequent feature of these tumors 
and insofar as I am a1~are its presence or absence does not change the un
certai n outlook. There ar e masses or dense proteinacious rnateri al , some in 
relationship to blood vessels . and others apparent ly associated with microcysts . 
A f ew of these appea1· to be partially organi zed and a di sti net fibr illar 
component i s visible. These are not typical of this lesion but certainly 
proteinacious deposits in microcysts may be seen. 

I believe that th i s t umor i s on oligodendrogli oma. These tumors a re 
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most frequently found in the cerebrum and only exquisitely rarely in other 
sites. They are locally invasive and may spread to adjacent leptomeninges 
and occasional ly seed the entire neuroaxis via that route. 

Their prognosis is uncertain with the tumor showing a great deal of 
variab ility i n their cl inical course. Some pursue a relatively rapid course 
and others are quite indolent with survi vals of 5-10 years. 

ACC. NO. 20920 - CASE NO. 6: This case shows tunor in the leptomeninges 
adjacent to the hippocampus. Another slide I saw showed the tumor in 
relationship to both the colliculi and cerebellum, the latter slide more 
clearly establishing the primary site. The tumor is a small cell tumor in 
the leptomeninges that in most areas have round-to-slightly oval nuclei and 
a small quantity of pink, granular cytoplasm occasionally associated with 
delicate processes. Mitotic figures are not particularily frequent and in 
some areas Homer-Wright rosettes €an be seen. The tumor fs by and large qui t e 
uniform. In a fe1~ areas in both sections T saw there are smaller cel l areas 
w1th areas with nuclei without much in the way of cytoplasm and with more 
nuclear variability. 

Though the ~orphology is extremely susgestive, !o me the site is necessary 
fn order to reach a certain diagnosis. I believe that this is an example 
of a pineocytoma perhaps with the smaller cell component representing tran
sition to pineoblastoma. This is the most common neuroepithelial tumor of 
pineal parenchyma, the teratoid group being far more frequent. The pineo
cytomas tend to be slowly growing mass increJsing lesions whi ch can seed the 
neuraxis. 

ACC. NO. 23030 - CASE NO. 7: This is an interesting tumor that is seen 
attached to dura and that has a great deal of nuclear variability and 
extreme degrees of cystic change in the deeper portions of the lesion . One 
feature of prominence is the presence of intranuclear "inclusions" which 
are in fact "peninsulas" of cytoplasm within the nucleus. Such "inclusions" 
are seen commonly in meningiomas and less frequently in pituitary adenomas. 
In additi on the zone of tumor adjacent to the dura shows a l obulated pattern 
with eosinophilic cytoplasm and a complex fibrillary i ntracytoplasmic 
pattern . There are no sharp cell boundaries. There is a moaerate degree 
of vascular endothelial proliferation. 

lo w~ tnis is another variant rreningioma with a marked degree of cystic 
change. Tne nuclear pleomorohis~ in the absence of mitotic activity to me 
does not portend a malignant course. More important, though the appelation 
"angioblastic" might be appropriately applied to this lesion, it is clearly 
not an example of the hemangiopericytoma of the meninges and thus would be 
expected to pursue the usual "benign" course of these lesions. 

ACC. NO. 24081 - CASE NO. 8: This is the most obvious of the several 
men1ngiomas 1ncluded in this set . It shews the common variations in pattern 
seen in tumor varying from meningothelial to spindled, with much whorling in 
some areas. There is a deep zone with loosening and degeneration and even 



Brain Tumors, Part If 
Page 4 

necrosis but certainly the nucl ei are quite regular and no giant cr 
bi zzare forms are present. There is a good deal of endothel ial prolif
erat ion in a few foc i , but that by itself portends of l ittle . There i s on 
careful examination a reasonable degree of mitotic activity scattered quite 
uni formly through the le_sion. It is not of a suffic i ent degree to term t his 
tumor mal ignant , but is prominent enough so that I ~10uld urge the neurosurgeon 
to follm•l the patient ~11th greater care than a compl etely routine meningioma. 
I have fou·nd i t useful to term such meningiomas "active" and certainly I 
woul d not be surpri sed i f such a tumor showed increas ing growth rate with 
r ecur rence. 

ACC . NO. 19491 - CASE NO. 9: 1his is a lovely example of a relatively un
common brain tun~r, a subependymoma , or as it is also termed a subependymal 
glomerate astrocytoma . The tu~rs are usually firm but may be cystic and 
mineralized. They are most frequently incidental findings at autopsy, but 
smal l percent present clinically. Their n~st common site is the fourth 
ventri<;le but they also present in the cerebello-oontine angles and I have 
seen examples presenting in the lateral ventri cles. They are very slowly 
gr~~ing lesions and present because of their mass effect. 

The histology of this l esion is typical, the tumor being relatively I 
hypoce11ular wi th scattered islands of nuclei in a dense background of 
de 1 ica te, c 1 ose ly interwoven processes . The processes are variably PTAH-
posi tive and Rosenthal fiber s may also be present. The nucl ei are round
to-sl i ghtly oval but occasional ly el ongate, and are quite regular, and 
mitotic fi gures are almost never seen. Such tum~rs may show transitions 
to mor e c 1 ass i c ependyrrorna s . 

The prognosis of these les ions is a function of their location and the 
resultant difficulty in compl ete removal. In the fourth vent ricle and 
cerebella-pontine angle surgical extirpation may not be possible and in 
such patients the prognosis a-pproximates that of an ependyrroma. / 

ACC. NO. 20350- CASE NO. 10: To me this i s a nice exampl e of a chordoma 
with a great deal of vari abi l ity of the tumor from area to area but with t he 
"bubbly" cytoplasm bei ng visi bl e in a variety of places. TI1e subtleties of 
t he separation of such tumors from so called "chordoid chrondromas" mostly 
escapes me and I am not certain if there i s a great deal of difference in t he 
cl inical behavi or of these lesions. Chordomas are, of course, locally agres
sive t umors t hat are aln~st always not successfully removable at surgery and 
which respond very indifferently to the other forms of therapy so far used. 
The unfortunate patients harboring such lesions have a gri m prognosi s wit!1 
repeated surgery and the inexorable continued encroachment of the tumor on 
vi ta 1 structures. 

ACC. NO. 22412 - CASE NO . 11: This is extremely bizzare, mitotically active 
tumor whose speci fic classification would require additional stud·ies. It 
is clearly malignant with both abnormal and normal mi tot ic figures , multi 
nucleated giant cells and a varying nuclea r and cytoplasmic pattern . Cer tainly 
there is a del icate fibrilla r background in some areas suggesting a glial 
ori gin but certainly i t is far beyond the bounds of unusual gl ial neoplasms . 
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To me a number of special stains would be in order, including: reti cul in, 
neuro PTAH, and GFAP. (See minutes) 

ACC . NO. 23081 - CASE NO. 12: This is an extremely unusua l tumor that is , 
however, qu1te d1stinct. It is a tumor simulating the production of mem
branous bone and as such, I believe, would be best terrr~d a membranous osteo~. 
I have seen only a few of these lesions and at least one of t hem ~1as associa ted 
with a number of other elemen ts suggesting a hamartomatous origin. They are 
probably extremely sl ow growing and I suspect are mostly ignored incidental 
autopsy findings. See Rnodes RR, and Davis Rl, Human Pathology 9:309-Jlg, 1978 



STUDY GROUP CASES 

FOR 

APRIL 1981 

CASE NO. 1 - ACC. NO. 23307 

LOS ANGELES: ~1eningotheliomatous neningioma - 3; fibroblastic meningioma 
- 7; angio61astic meningio~~ r 1 

BAKERSFIELD: Meningioma, fibroblastic type - 4 

CENTRAL VALLEY: Meningioma - 8; angioblasti c meni ngioma - 1 

FRESNO: l'leni ngi ow.a - 3 

INDIANA: Meningioma - 4 

LONG BEACH : Angioblastic meningioma (syn. hemang1opericytoma) - 6 

MARTINEZ : fibroblastic meningioma - 8; angioblastic meningiorr~ - 3 

OAKLAND: Meningioma, f i brobl astic type - 14; meningioma, angioblastic 
type - 3 

RENO: Angioblastic meningioma - 13 

SACRAMENTO: Angioblastic meningioma - 1; fibrous meningioma - 1; 
atyp1cal meningioma - 3 

SAN BERNARDI NO: Fibroblastic meni ngioma - 10; malignant meningioma - 2 

SAN FERNANDO: Fibroblastic meningioma - 6; atypical meningioma - 3 

SAN fRANCISCO: Meningioma, angioblastic form - 15 

FILE DIAGNOSIS: 

Fibroblastic meningioma, right occipital area 

REFERENCE: 

1921-9530 

Russell, D. S: Meningeal Tumors: A Review. J. Clin. Path. 3:191 -211, 
1950. 



CASE NO. 2 - ACC. NO . 22065 APRI L 1981 

LOS ANGELES: Gemis tocyt ic astrocytoma - 12 

BAKERSFIELD: Astrocytoma, gemistocytic - 4 

CENTRAL VALLEY: Gemi s tocyti c astrocytoma, Grade li - 9 

FRESNO : Gemi stocyti c as'trocytoma - 3 

I NDIANA: Astrocytoma, gemistocytic type- 4 

LONG BEACH: Gemi s tocyt i c as;;rocytoma - 6 

HARTlNEZ.: Gemistocytic astrocytoma - 4; gangliogl i oma - 1; 
astrocytoma, malignant - 4; glioblastoma multi forme - 2 

OAKL.e.No: Anap 1 as t i c i!Strocytoma - 11 ; astrocytoma, gemi strocyti c type - 6 

RENO: Gemistocytic astrocytoma - 13 

SACRAMENTO : Gemistocyti c astrocytoma - 5 

SAN 3ERNl-\RDINO : Gemistocytic astrocytoma - 12 

SAN FERNANDO: Gernistocytic astrocytoma - 9 

SAN FRANC ISCO: Astrocytoma , gemi s tocyti c - 16 

FILE DIAGNOSIS: 

Gemistocytic astrocytoma, left frontal lobe 1910-9413 



CASE NO. 3 - ACC. NO . 23150 APRIL 1981 

LOS ANGELES: Malignant lymphoma, undifferentiated, small cell non-Burkitt 
type (foll i cular center cell lymphowa, small noncleaved) - 11; malignant 
lymphoma, NDS - 2 

BAKERSF£ELD: Reticulum cell sarcoma - 4 

CENTRAL '/ALLEY: Ast rocytoma , Graae III - 1; reticulum cell sarcoma - 1; 
gl ioblastoma mul t i forme- 1; medull obl astoma - 6 

fRESNO: Germinoma - 3 

£ND II\NA : t~edul loblastoma - 1; astrocytoma, anapl astic - 1; germinoma
sem,noma - 1; cerebel lar astrocytorra - 1 

LONG BEACH: 1~edulloblastotna - 2; malignant lymphow.a - 4 

MARTINEZ : Mal i gnant cerebel lar astrocytoma - 4; medul loblastoma - 3; 
sarcoma - 1; rna 1 i gnant lymphoma - 1; compound as trocytorra and lymphoma - 2 

OAKLAND: Primary malignant lymp~Oillil (microgl iomatosi s) - 12; 
medul lobl as toma - 5 

REt10: Lylllphoma - 13 

SACRAMENTO : Germinoma, pineal - 1; lymphoma- 3; medull oblastoma - 1 

SAN BERNARDINO: lymphoma - 8; germinoma - 3; lymphoepithelioma - 1 

SAN FERNANDO: Microglioma - 9 

SAN FRANCISCO: Germinoma - 2; lymphoma - 9; medulloblastoma - 5 

FILE DIAGNOSIS: 

Malignant lymphoma, cerebellJn 1916-9543 

REFERENCES; 

Henry, J. L., et al: Primary Malignant Lymphomas of the Central 
Nervous System. Cancer 34:1293-1302. 1974. 

Taylor, C. R. et al : An lmmunohi stologi cal Study of Immunogl obulin 
Content of Primary Central Nervous System Lymphomas. Cancer 41 :2197-2205, 
1970 



Page 2 
Case No . 3 - Ace. No. 23150 
April 1981 - Brain Tumors 

FOLLOW-UP: 

Whole brain l'adiation therapy with a slightly larger dose was 
delivered to the posterior fossa region post operatively. He did well 
unti l ~larch 1980 when headaches and vomiting recurred. Cat scan showed 
tumor involving the cerebrum. Chenotherapy was provided including courses 
of adriamycin, vincristine with prednisone followed by a trial with 
methotrexate and ara C. The patient oied on August 4, 1980 . Necropsy 
revealed tumor involvement of the right and left crebellum, portions of 
the medulla and pons, left and right caudate nucleus and right parietal 
lobe. One small focus of tumor was present in the ~~~bar spinal cord. 
Tumor involvement outside the central ne~vous system was not discovered . 



CASE NO. 4 - ACC. NO. 23359 APRIL 1981 

LOS ANGELES: Meningotheliomatous ~eningiora (endotheliomatous) - 13 

BAKERSFIELD: Meningioma - 4 

CENTRAL VAL LEY: Epithelioid ~€ni ngioma - 2; meningioma , NOS - 5; 
g l iob lasto~ multiforme- 1; metastatic medullary carcinoma of thyroid- 1 

FRESNO: Meningioma - 3 

INDIAW\ : Meningioma - 4 

LONG BEACH : Meningioma - 6 

t~RTINEZ: Meningothelial meningioma - 12 

0.1\ KLAND: Men1 ngioma, meni ngothel i a 1 type - 17 

RENO: Atypical ~eni ngioma - 13 

SACRAME~TO: Meningi~a - 5 

SAN BERNARDlNO : Meningotheliomatous meningioma - 12 

SAN FERNANDO : Epithel ial meningioma- 9 

SAN FRANCISCO: ~~ningiowa - 15; melano~a - 1 

FILE DIAGNOSIS: 

Meningothel iomatous meningioma , l eft frontal area 

REFERENCE: 

1921-9530 

Jellinger K. et al: Histological Subtypes and Prognostic Problems 
in Meningiomas. J . Neurol 208 :279-298, 1975. 



CASE NO. 5 - ACC. NO. 20443 APRIL 1981 

LOS ANGELES: Oligodendroglioma - 13 

BAKERSFIELD: Oligodendroglioma - 4 

CENTRAL VALLEY: Meningiona - 1; glioblastoma multiforme - 1; 
oligodendroglioma - 7 

fqESNO: Oligodendroglioma - 3 

lNDIANA: Oligodendroglioma- 4 

LONG BEACH : Oligodendroglioma - 6 

MARTINEZ: Oligodendrogliorra with sarcoma - 11 

OAKLAND: Oligodendroglioma with associated rr~ningea l fibrosis - 17 

RENO: 01 i godendrog 1 i oma - 13 

SACRAt~ENTO : 01 i godendrogl i oma - 5 

SAN BERNARDINO : Oligodendroglioma- 12 

Sfl.N FERNANDO: Ol igodendroglioma- 9 

SAtl FRANCISCO: 01 i godendrogl i cna - 16 

FtLE DIAGNOSIS: 

Oligodendroglioma, l eft frontal area 1910-9453 



CASE NO. 6 - ACC. NO. 20920 APRIL 1981 

LOS ANGELES: Pineeblastoma - 13 

BAKERSFIELD: Pineocytoma - 4 

CENTRAL VALLEY: Pineal germinoma - 6 ; medulloblastoma • 3 

FRESNO: Medulloblastow~ - 1; oligodendroglioma differenti ation in a 
medulloblast oma - 1; pineob1astoma • 1 

INDIANA: Pineocytoma - 4 

Lm,G BEACH: Ependyrrorr.a - 3; pi neocytoma · 3 

Mft.RTlNEZ: Pinealoma with pineablastowa - 3; pineocytoma - 7; 1alignant 
pinealoma - 1 

OAKLAND: Pineocytoma - 11; medullobl astoma - 6 

RENO: Medulloblastoma - 4; pineocytoma - 9; at)~ical meningioma - 13 

SACRAMENTO: Pineoblastoma - 5 

SAN BERNARDINO: Pineocytoma - 8; pineoblastoma - 1; medulloblastoma - 3 

SAN FERNANDO: Pineocytoma - 9 

SAN FRANCISCO: Pineoblastoma - 15 

FILE DlAGilOSlS: 

Pineoblastoma, pineal region 1944-9361 

REFERENCES: 

Rubinstein, L. J: The Cytological Differentiating Potenti al of Pineal 
Parenchymal Neoplasms (True Pinealomas) . Brain 102:289-320, 1979. 

Borit, A. et al: The Separation of Ptneocytoma from Pineoblastoma. 
Cancer 45:1408-1418, 1980. 

Modification of the Achucarro-Hortega Pineal Stain for Paraffin 
Embedded Formalin Fixed Tissue. Stain Technol. 48:48, 1973. 



CASE NO. 7 - ACC . NO . 23030 APRIL 1981 

LOS ANGELES: Lipoangioblastic meningioma - 12; angi obl ast i c 
ii:eni ngioma - l 

BAKERSFIELD : f.leningioma, lipoblastic t ype - 4 

CE~7RAL VAL~EY : Angioblastic meningioma - 5; meningioma, NOS - 3; 
cyst1 c astrocytoma - 1 

fRESNO: Astrocytoma - 2; l ymphangio~cma - 1 

!NOlANA: Meningi ow~ - 4 

LONG BEACH : ~\eningioma , microcystic variant - 4; no vote - 2 

MARTINEZ : Angiol ipomatous meninglo~a - 10; angiomatous meningioma - 1 

OAKLAND: 1-teni ngioma, meni ngothel i a 1 type - 16; meni ngiorr.a , cystic type - 1 

RENO: Atypical meningioma - 13 

SACRAHENTO : Fibrillar astrocytoma - 1; possibl e metastati c tumor- 1; 
meni ng1 oma - 3 

SAN BERNARDINO: Meningotheliomatous meningioma- 5; l ipoblast ic meningioma 
- 3; atypical meni ngiowa (mixed type) - 3 

SAN FERNANDO: No vote 

SAN FRANCISCO: ~1eningio11a - l&; meningioma plus liposarcona - 2 

F!LE DIAGNOSJS : 

V~ningioma with cystic change, lipoblastic , and angioblastic features, 
right parietal area 1921-9530 



CASE NO. 8 - ACC. ~0. 24081 APR'i:L 1981 

LOS ANGELES: Meningotheliomatous meningioma - 13 

BAKE~SFIELO: Meningioma, aggressive - 4 

CENTRAL VALLEY: l".eningioma, IIOS - 9 

FRESNO : Meningi oma - 3 

INOIANA: l~eningioma - 4 

LONG BEACH: Meningioma - 4; aggressive meningioma - 2 

MJl.RTINEZ: ~leningotheliomatous meningioma - 11 

OAKLAND: Meningi~~. "-eningothlial type - 17 

RENO: Meningioma - 13 

SACRAMENTO: ~.eningothelial meningioma - 3; atypical meningioma - 2 

SAN BERNARDINO: Meningotheliomatous meningioma - 12 

SAN FERNANDO: Meningothelia1 meni ng ioma - 9 

SAN fRANCISCO: ~leningioma - :6 

FILE OIAGNOS[S: 

t~eningothel ial meningioma , right frontal region 1921 -9530 



CASE NO. 9 - ACC . NO. 19491 APRil 1981 

LOS A~GELES: Subependynoma - 13 

BAKERSFIELD: Acoustic neuroma - 4 

CENTRAL VALLEY: AstrocytQma, Grade I - 1; astrocytoma, Grade !! - 2; 
neurofibroma - 1; hamartoma - 4; meningioma - 1 

FRESNO: Mixed ol i go- and astrocytoma - 1; schwannoma - 2 

INDIANA: Subependymona - 4 

LONG BEACH: Ependymoma - 6 

MARTlNEZ: Subependymal astrocytona - 7; pilocytic astrocyto~ - 4 

OAKLAND: Subependymal astrocyto~a - 17 

RE~O: SubependymoMa - 7; schwannoma - 6 

SACRAMENTO: Subependymal astrocytoma - 5 

SAN BERNARDINO: Subependymoma - 12 

SAN FERNANDO: Glial t umor, NOS- 9 

SAN FRANC1SCO: Subependymal g11on~ - 16 

FiLE DlAGNOSJS: 

SubependyMOma {subependymal glomerate astrocyto~). cerebellar fossa 
1918-9381 

REFERENCE: 

Yao-Shi , fu et al: Is Subependyma (subependyrnal Glomerate Astrocytoma) 
An Astrocytoma or Ependymoma? Cancer 34:1992-2208 , 1974 . 



CASE tW . 10 - ACC. NO. 20350 

LOS ANGELES: Chordoma - 13 

BAKERSFIELD: Chondrorr.Q - 4 

APRIL 1981 

CENTRAL VALLEY: Fi brosarcoma - 1; chordoma - 7; metastatic 
chondrosarcoma - 1 

FRESNO: Chordoma - 1; chondrosarcoma - 2 

INDIANA: Cnordoma - 4 

LONG BEACH: Chordoma - 6 

HARHNEZ : Malignant chordoma - 11 

OAKLAND: Chordoma - 17 

RENO: Chordoma - 13 

SACRAMENTO: Chordoma - 5 

SAN BERNARDINO : Chordoma - 12 

SAN FERNANDO : Chordoma - 9 

SAN FRANCISCO : Chordoma - 16 

FILE DIAGNOSIS: 

Chordoma, clivus 1700-9363 



CASE NO. 11 - ACC. NO. 22412 APRIL 1~81 

LOS ANGELES: Mal ignant tumor, differential diagnosis includes fibro
sarcoma, mal ignant meningioma and hi gh grade astrocytoma . - 13 

BAXERSFI ELD: Meni ngi a 1 sarcoma - 3; fibrosarcoma - 1 

CENTRAL VALLEY: Atypical meni ngioma - 6; giant cell meningioma - 1; 
glioblastorr~ multiforme - 2 

FRESNO: Meningioma - 2; angiosarcoma- 1 

INDIANA: Astrocytoma, giant cel l type - 3; monstrocel lular sarcoma- 1; 

LONG BEACH: Monstrocellular gl i oma - 6 

MARTI NEZ: Fibroblastic meningioma - 8; fibrosarcoma - 3 

OAKLAND: Anap 1 as tic astrocytoma - 17 

RENO: Giant ceil glioma - 13 

SACRAMENTO: Spongioblastoma polare - 1; anaplastic astrocytoma - 4 

SAN BERNARDINO: Giant cell astrocytoma (gliobl astoma) - 5; malignant 
meningioma - 3; meni ngeal or intracerebral sarcoma - 2; ancient 
schwannoma - 2 

SAN !'ERNANOO: Glioblastoma multiforme - 9 

SAN FRANCISCO : ~leningioma sarcoma - 6; glioblastoma, multiforme- 10 

FILE DI!l.GNOSIS: 

Fibrosarcoma, possibl y meningial origin . 1910-9533 

The special stai ns prepared for glial fibrillary acetic protein , and 
collagen (tri chrome) failed to disclose any significant staining. The 
reticulin stain do demonstrate abundant fibrillary material between most 
tunur cells. Histochemistry therefore supports a fibrous tumor presumably 
of meningial origin. The results of the special stains do not support the 
possibility of an astrocytic component . 



CASE NO. 12 - ACC . NO. 23081 APRIL 1981 

LOS ANGELES: Cerebellar mass consisted with fibro-osseus metaplasia 
vs. calci fied meningioma - 13 

BAKERSF IELD: Meningi oma - 3; Calcified pil ocytic astrocy toma - 1 

CENTRAL VALLEY: Ossifying meningioma - 8; ependymona - 1 

FRESNO: Fibre-osseous metapiasia - 3 

INDIANA : Meningioma , cal ci fied - 4 

LONG BEACH: Astrocytoma - 1; calcified hemangioblastoma - 3; calcified 
schwannoma - 1; no vote - 1 

MARTINEZ: Meningioma with stromal degeneration - 9; ectopic pineal - 2 

OAKLAND : Degenerating benign tumor , NOS - 7; Meningioma - 6; degenerating 
gland tumor - 3; teratoma - 1 

RENO: Don't know - 13 

SACRA~I ENTO: Gangl loglioma - 1; meningi oma- 3; ruptured epidermal cyst - 1 

SAN BERNARDINO: Benign calcified teratoma - 10; meningioma - 2 

SAN FERNANDO: Cavernous hemangioma with cal cification - 9 
. 

SAN FRANCISCO : Fibre-osseous component in intracranial lesion - 16 

FILE DIAGllOSIS: 

Fibro-osseus metaplasia in cerebel l ar mass, on ''membranous osteoma". 
1916-8000 

9180 

REFERENCE: 

Rhodes, R. H. and Davis, R. L: An Unusual Fibre-osseous Component 
in Intracranial ~es i ons. Human Pa th. 9:309-319,1978 


