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MEETING 

Thursday, May 7111
, 199~ 

SAINT VING:ENT HOSPITAL 
(l:IOSTED-BY CABRINI MEDICAL CENTER) 

MODERATOR: Maria Sabatini, M.D. 

INFORMATION: Cesar Isaac (212) 995-6094 
- ----------------.. ----------------------------

RECEPTION & DINNER: 5:15P.M-7:00P.M. - Cronin Cafeteria -Ground floor 

SCIENTIFIC SESSION: 7:00P.M.- 9:00P.M. - Cronin Auditorium- lOth Floor 

DIRECTIONS 

Forthcoming meeting: 

By car: 
From West Side highway, tum East on 14th Star other nearby 
street, go to 7dl Ave, go south to 12th St, left to hospital 
From FDR drive, turn west on 14dl St, go to 7th Ave, proceed as 
above to 12th St 

By Subway: 
(7th Ave).Lines 1,2,3,9 to 14111 St Stop- nearest_exit is on 12<th St 
(8th Ave) Lines A,C,E and (6th Ave) Line F to corresponding 141li.St 
Stop 

Parking: 
Commercial parking in two garages on left side of 12th St, between 
7th & 6th Ave. Others in nearby streets. 

Staten Island University Hospital 
June 4th, 1998 
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Case # 1 - (SP:97 -2219) 
Invited Discussant: Glauco Frizzera, M.D. 
Host Discussant: Tammaro Akel, MD. 
69 y.o.female presented with intermittent hoarsness in the context of a ten years history of 
livido reticularis. She had been treated with L-Thyroxine for 3 to 4 years. Physical eX&m 
revealed enlargement of the right lobe of the th}'roid gland. Sonogram showed no.discrete 
mass but enlargement of the whole gland in a pattern consistent with Hashimotos 
Thyroiditis. Serum IgM was twice the normal level with predominance of Kappa chain 
and cold agglutinins were positive. Surgery was perfonned to resect the right lobe and 
isthmus of the thyroid gland. 

Case# 2 - (SP-97-5142) 
Invited Discussant: Jaishree Jagir4ar, M.D. 
Host Discussant: Ciril-Christian Rizk, MD. 
71 y.o. male operated on 20"years ago for removal of a "benign" abdominal tumor, 
presents 'to CMC with increasing abdominal qiscomfort, girth and early satiety. 
CT scan reveals a large right retroperitoneal mass·and a smaller discrete left intrapleural 
mass. Needle biopsies were done and subsequently he underwent a debulking procedure, 
removing the entire right retroperitoneal mass with subsequent improvement of all his 
symptoms. 

Case# 3- (SP-97-7133) 
Invited Discussant: Madeline Vazquez, M.D. 
Host discussant: Maria Sabatini, M.D. 
80 y.o female with left breast mass. Needle biopsy was done and she later on underwent a 
simple mastectomy. 

Case# 4- (SP-97-6503) 
Invited Discussant: Stephen Ryan, M.D. 
Host Discussant: Ciril-christian Rizk, M.D. 
58 y.o. female, who was status post colectomy for colon ca. (Dukes B) who presented to 
CMC with one month hjstory of worsening cough. Her past medical history is significant 
for asthma. Chest X-ray and.CT of the chest show multiple tiny(< Smm) nodules in both 
lungJields associated.with_mediastinal adenopathy_ A transbronchial biopsy and lavage 
were non diagnostic. She underwent an open lung biopsy. 

Case# 5 -
Invited Discussant: Artemis Nash; MD. 
Host Discussant: Maria Sabatini, M.D. 

(SP-94-6671) 

40 y.o female presented 4years ago to CMC with complaint of abdominal pain. CT scan 
showed a peritoneal mass adjacent to the rectum. She ~nderwent resection of the pelvic 
mass. Grossly the mass was received in multiple parts measuring at least 10 em. 
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Cabrini Medical Center 

In a brief business meeting Dr. Smith announced 
the nominations for officers for the next biennium: 
Dr.Joan Jones for President, Dr. s. Lomvardias for 
Vice President and Dr. Walter Blumenthal for Sec
retary/Treasurer, c,nd invited additional nominations 
before the electi·ons which will be held a'.: the next 
meeting. Two new members were accepted, Dr. Suzanne 
Mirra of SUNY Health Sciences Center at Brooklyn and 
Dr.Piotr B. Kozlowski of the Institute for Brain 
Research. Dr. Maria Sabatini moderated the scienti
fic session. 

case 1. 69 year old woman receiving L-thyroxine for 3 years had 
intermittent hoarseness, diffuse thyroid enlargement on sonogram 
consistent with Hashimoto's, raised serum IgM with kappa chain 
predominance, and cold agglutinins. The right lobe and isthmus were 
resected. 

Guest discussant: Dr. Glauco Frizzera, NYU 
Host: Dr . Tammaro Akel 

Dr. Frizzera pointed to the presence of two different areas, one 
with a high degree of lymphocytic infiltration and another with 
minimal, and the formation of a mass. Two types of infiltrate are 
noted, germinal centers with a mantle zone and diffuse. The mixture 
of ~mall and large transformed cells, tingible body macrophages and 
non-descript lymphocytes are the hallmark of hyperplastic germinal 
centers. Other centers with a mantle zone contain a peculiar 
infiltrate of cells with clear cytoplasm, and small, medium and 
large r.ells whose cytoplasm differs from that of cells in germinal 
centers. There are small clusters of unusual cells, but nowhere is 
there a diffuse infiltrate of these. Interfollicular areas include 
small and large activated cells (L26, CD20). Within germinal 
centers and in the intervening areas there are many T cells (CD3 
and CD43). Follicular dendritic cells (CD2l) in germinal centers 
show follicular colonization) and are polyclonal. Marginal cell 
lymphoma (REAL classification), mostly presents in the spleen, MAL 
tissue and lymph nodes, is perifollicular, and cytologically 
heterogeneous. It includes centrocytoid cells (small, cleaved, very 
difficult to recognize) and monocytoid cells with more abundant 
open chromatin . Phenotyping shows CD21 but no CD5, COlO, C023 or 
KiB3. So far there is no definition of marginal zone cells. 
MALT lymphomas recapitulate the histologic structure of MAL tissue: 
reactive germinal centers with colonization and characteristic 
cytology. MALT marginal zone lymphomas show both surface and 
cytoplasmic immunoglobulin, B cell antigens, secrete IgM more often 
than IgG, and stain with Leua but not with C05 or COlO and 



equivocally with CD23. They have monoclonal Ig gene rearrangement 
and no association with EB virus . They do not invade bone marrow, 
are mostly localized and often multicentric. Differential diagnosis 
is between early Hashimoto's thyroiditis, established HT and MALT 
lymphoma. In support of HT is the relatively limited lymphoid 
infi ltrate, and absence of aj sheets of atypical (marginal) cells, 
b/ prominent lymphoepithelial lesions and cj coexpression of MTl by 
Bcells. Favoring a low grade MALT lymphoma are the unevenness of 
infiltration (focal mass formation), colonization, predominance of 
L26 positive cells and focal breakdown. or . Frizzera proposes a 
diagnosis which cannot be established even by immunophenotyping: 
atypical lymphoid infiltrate suspicious for low grade lymphoma. 
Confirmation requires clonality data based on studies of frozen 
t issue. Or. Akel advised that Ig gene rearrangement was found and 
the patient received radjation~ 

Hyjek E, Isaacson PG: Primary B cell lymphoma .. HumPath 19:1315,1988 

Case 2. 20 years after removal of lbenignl abdominal tumor,a 71 year 
old man presents with a large right retroperitoneal and smaller left 
intrapleural mass. He improved after resection of the large mass. 

Guest discussant: Dr. Jaishree Jagirdar, Bellevue Hospital 
Host: Dr . ciril-Christian Rizk 

In this lobulated tumor with collagenous, hyalinized stroma with 
mild to moderate cellularity and storiforrn pattern there are areas 
resembling palisading of neural tumors, but lacking ' thick-walled 
vessels. Clear cytoplasm raises the question of a leiomyoblastoma. 
Mitoses are sparse, necrosis and hemorrhage absent . Possibilities 
include carcinoma, melanoma, schwannoma, soli tary fibrous tumor 
(SFT) (submesothelial) and GI stromal tumor . Epithelioid cells do 
not occur in SFT but may be found in the other two soft tissue 
tumors . Cells do not stain with CK, SMA, CD34 or s-100, but react 
with vimentin. A recently described proto-oncogene in the r eceptor 
of th8tyrosine kinase family and in the platelet-derived growth 
factor family, acting as a ligand to the c-kit receptor, a stem cell 
factor. This tumor does not stain with c-kit . It is a solitary 
fibrous _tumor, may arise anywhere in the body and is not asscci~ted 
with asbestos exposure. It presents many patterns and may stain 
focally w~th desmin (frozen tissue ) and with neurofilament protein. 
Malignancy is suspected when it is not circumscribed and mitotic 
rate exceeds four per 10 HPF. This case is benign . It should stain 
with CD34 . Failure to stain may result from poor fixation, loss of 
reactivity because it is recurrent , or because some SFT do not 
stain . 
or. Rizk showed the huge abdominal tumor in the CT scan, and a 
smaller one in the chest. Near infarcted areas, cells are more 
eosinophilic. EM shows few organelles and no microvilli or 
junctions . 

Ox : Solitary fibrous tumor, recurrent 
Kinblom LG et al : Gastrointestinal pacemaker cell ... AJPath 152: 

1259, 1998 
Suster setal: Solitary fibrous tumor ••. AJSP 19: 1257, 1995 

case 3. 80 year old woman with breast mass . 



. . 
Guest discussant: Dr. Madeline Vazquez 
Host: Dr. Maria Sabatini 

The tumor shows mostly intraductal growth, solid and papillary, with 
vascular stroma. Necrosis and desmoplasia are absent. Tumor extends 
into fat. The pattern may be confused with the alveolar type of 
lobular carcinoma. cells are round with granular cytoplasm , rarely 
form rosettes and there is a subtle papillary projection. NSE 
staining does not necessarily imply neuroendocrine differentiation. 
staining with Grimelius, chromogranin or synaptophysin, or granules 
on EM are reliable indicators of neuroendocrine differentiation, 
especially if there is invasion. Argyrophile cells are found in 5% 
of breast cancers . In male breast cancer 21% have argyrophile 
cells. Ki-67 index is low. Twelve of 34 cases (1996) are associated 
with colloid carcinoma, three are carcinoids. To be sure it is 
primary in the breast one must find DCIS. Staining with SMA to show 
ducts with pal'illary projecdons a;,d roaaotivity for estrogen will 
confirm. The invasive area shows solid papillary carcinoma. DCIS 
with endocrine differentiation is often associated with mucinous 
carcinoma. Nuclear morphology is critical. Intranuclear inclusions 
and pseudorosettes may be seen . Papilloma morphology may be seen 
even when the tumor is a papillary carcinoma. In a recent report of 
20 oases, including three with nipple discharge, some mimic atypical 
ductal hyperplasia and papilloma (uniform cell population,peripheral 
palisading, intra- and extracellular mucin, spindle cell areas). 
These are invasive ductal carcinoma with neuroendocrine features . 
Dr . Sabatini advised that the tumor measured Scm. Th~ patient is 
receiving tamoxifen. 

Maluf HM : Solid papillary ••. ArnJSurgPath 19: 1237, 1995 
Vazquez M: stereotactic aspiration ... JArnCollSurg 178: 17, 1994 

Tsang w: Endocrine ductal caroinoma ... AJSP 20: 921, 1996 

Case 4. 58 year old woman with history of Dukes B colon cancer and 
asthma presents with cough and bilateral minute nodules and 
mediastinal adenopathy. 

Guest qiscussant: Dr. Stephen Ryan, St. Luke's Hospital 
Host: Dr. ciril-Christian Rizk 

Lung biopsy snows trabecular aggregates of tumor cells near waxy 
stroma. Cytoplasm is fine ly granular with some clearing, nuclei 
ruunu ~lith inconspicuous nuc.:leoli. Some areas have definite 
spindling. In some alveoli there are dark, degenerate cells, 
resembling small cell carcinoma, in ot.hers cells are well preserved. 
Mitoses are not seen. Cells stain with ohromogranin and 
synaptophysin. In the distal airways there are basal cells staining 
with both, and this is typical of early neuroendocrine hyperplasia 
(NE). Diffuse and nodular NE has been reported in adult nonsmokers 
who are symptomatic with chronic cough and exertional dyspnea, and 
reticulonodular infiltrates. All show diffuse hyperplasia ,dysplasia, 
fibrosis and fibroblastic nodules. Three of six had peripheral 
oaroinoids. There may occur intraepithel ial growth, focal dysplasia 
with occasional mitoses. IHC stains are negative. It is interpreted 
as pulmonary NE cell hyperplasia because of the growth pattern and 
clinical course in spite of atypia, lack of differentiation and 
extensive bilateral involvement. Another report of 25 peripheral 
carcinoids included 19 with NE cell hyperplasia, and some with 
bronchiolitis obliterans. It is thought that PNEC causes the airways 



disease, rather than the converse. on the other hand , patients with 
chronic lung disease can have PNEC. Mediastinal lymph nodes may 
contain metastatic tumor. Dr. Ry~n's diagnosis is neuroendocrine 
cell hyperplasia, diffuse and nodular. Dr. Rizk noted that tumorlets 
should not be visible on chest Xray. CT scan showed a pleura-based 
focus of thickening on one side. Nodules measure up to 1 em. His 
diagnosis is tumorlet carcinoid, multicentric. 

Aguayo SM et al: Brief report: Idiopathic diffuse hyperplasia .• 
NEJM 327: 1285, i992 

Armas OA et al: Diffuse idiopathic pulmonary ... AJSP 19:963, 1995 
Miller Ret al: Neuroendocrine cell . .. AJSP 19: 653, 1995 

Case 5. 40 year old woman with large mass adjacent to rectum. 
Guest discussant: Dr. Artemis Nash, Lawrence Hospit·a.t 
Hcs t: D::...·. Hari a Sabati,1i ~ 

The general outline of the tumor is smooth, some lobules appear to 
be detaching from the main bulk. Stroma varies from loose myxoid to 
dense fibrous. Vessels vary in size, but the lack of branching and 
anastomosing excludes a vascular tumor . Cellularity is low. 
Trichrome stain reveals loose stroma, perivascular fibrosis, 
sinusoidal vessels in some areas, possibly dilated l ymphatics. Focal 
entrapment of large nerves points to an invasive tumor in spite of 
its circumscri ption . Contrary to expectations there is no hyaluronic 
acid in the matrix. Most cells are uniform, spindle to stellate and 
randomly distributed.· A few have two to three nuclei, or pyknotic 
and irregular nuclei but these could reflect degeneration. There are 
no mitoses. Trichrome stain reveals dense fibrils in most cells. 
There is strong reactivity to desmin, but none to SMA, s-100 and to 
CD34 (the latter helps to distinguish it from GI stromal tumor). 
This is an aggressive angiomyxoma, occuring predominantly in the 
female pelvis; retroperitoneum and genital regions. It presents as a 
mass of 10 em or greater and recurs in up to one half of cases. 
There are no reports of metastasis yet. It stains with vimentin, but 
not with S-100 and equivocally with desmin, SMA, ER/PR and CD34. In 
the AFIP series there was staining with desmin, SH'A and CD34, 
(myofibroblastic component). Other possibilities includ·e ·FJever al 

-beni git t:un:or s, iGi l<oid :Leiomyomd.'("" WilCOia neurofiorcnua ,- .lly:xo·lipoma , 
intramuscular myxoma and angiomyofibroplastoma. The latter, i s the 
closest rel ative to the present case and occurs in the vulva and 
vagina. In males, consider myxoid leiomyoma, myxoid lipoma and 
botryoid rhabdomyosarcoma. Dr . Sabatini advised that the tumor was 
inoperable and was debulked four years ago. Therapy with 5000r was 
given, but now the tumor is up to 10xl0x7cm and growing into the 
rectum and anterior abdominal wall. 

Dx: Aggressive angiomyxoma 

steeper TA, Rosai J: Aggressive angiomyxoma •. AJSP 7 : ·463, 1983 
Fletcher CDM et al: Aggressive angiomyofibroblastoma •.. AJSP 16: 

373, 1992 
Fetsh JF et al: Aggressive angiomyxoma ..• ca 78: 79, 1996 


