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Neoplasia: Show-n-Tell

The slides are not available to be put on this scribe. Sorry. Also please excuse the scriber for breaking out in an occasional fit of maniacal
nervous laughter, HEE hee hee hee heeeeee. (Excuse me.) Stress? Who, me?

The emphasis was on first, coming up with a differential diagnosisin each case, and then narrowing based on gross and histological
appearance, plus giving afew overal tips on neoplasia. Going over nomenclature and basic points, how you name tumors. Don't have to
know everything about particular cancers. Lecturer wants us to cry over getting out a half hour early. Don’t think it happened. “Q” in this
case means a question from the class, not a mysterious fifth source of the gospels.

I. CASE 1-23yowoman with mobile, well-circumscribed nodule in upper outer quadrant of left breast Common
clinical scenario.

A. What do you ask about?

B. Q: Isshe pregnant? If so, could be lactating adenoma; not likely in this case though.

C. Thisisayoung person and thus unlikely to have a malignancy; cancer isacommoner thing in older people. Also,
the nodule is well-circumscribed. What do you think? Probably benign — notice the “ probably”.

D. Q: What'sthe family history? If it's positive, you shift strategy, maybe go straight to biopsy. Anyway, hereit is,
taken out.

E. Slide 1: (gross.) Thisisn’t an abscess; those are made of pus, soft and yucky, and thisis afirm mass, a neoplasm,
agrowth. It'svery well-defined, so probably benign, though it could have microscopic fingers going out. But it
was mobile, and the neoplasms with fingers are usually stuck in place. All one sort of texture, another sign of
benignancy (yes, it'sreally aword) ; malignancies are of various textures, some softening, necrotic spots.

F. Slide 2: (histo) normal breast tissue (thisis where histo. is going to help); compare to...

G. Slide 3: abnormal breast tissue. Abnormal has alot of pink collagen, fibrous tissue, and various ducts or
glandular-looking tissue. It’s a fibroadenoma. Fibrous, glandular, and well-circumscribed - benign.

[1. CASE 2 - 74 yowoman with bloody nipple discharge and subareolar mass

A. Slide 1: (gross) shows you adiffuse, infiltrating mass. There are soft areasin it = backed up ducts.

B. Based on history, what is the differential? Nipple discharge: red isbad. It's on one side, which is worrisome.
Could be infection, inflammation, metaplasia due to irritation, abscess, trauma (hematoma), malignancy

C. Ageisafactor - points towards malignancy.

D. Can ruleout: infarction (doesn’t happen in the breast), congenital problem.

E. Location makes you think may be areolar abscess, benign papilloma (tree-like excrescence in a duct, more common
inyounger ).

F. Slide 2: (histo) Not normal; doesn’t even look like breast - abnormal architecture. Oddball ducts (not green
beans, as the scribe suggested ©) with fibrous stuff around them, ducts are diffuse & infiltrating = inciting
fibrous response. Ducts are malignant - observe pleomor phic (cells w/ abnormal/D’ d shape), hyper mitotic, high
Nucleus:Cytoplasm (N:C) ratio (means you see lots of/large nuclei with very little cytoplasm) microscopically.
Fibrous response (host fighting back) can’'t quite keep up with infiltration (injurious agent); it’s trying to wall off
the infiltration, and making a hard lump.

G. Slide 3: grossin both meanings, really awful grotey huge cancer sticking out of breast. Why would somebody not
come in when they had this? DENIAL.

H. Summary: malignancy w/ obstruction & loss of architecture seen at low power.

[11. CASE 3 - 27 yo sexually active woman with history of “abnormal Pap smear”
A. “Abnormal Pap smear” means abnormal squamous cells were seen on acervical smear. \ you do a biopsy
B. What questions do you ask?
1. Ageat 1% sex
2. Number of partners
3. Pain with intercourse? Yes, but that would go along with PID (pelvic inflamm. disease), STDs & other
diseases. We're actually thinking HPV (human papilloma virus) here which is asymptomatic (physical exam
would be benign).
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C.

E.

Slide 1: (histo) Biopsy, one side abnormal - dysplastic. Definition: cells are immature from base to surface, bad
maturation. Thisis severe dysplasia — full thickness w/ absolutely nop maturation at the top (also called
Carcinomain situ (C1S)). If you don’t do something, it MIGHT turn into cancer; it might not.

To defineif it’srea cancer, seeif it’sinfiltrating. Thisoneisn't (yet?). If it infiltrates, it will be a squamous cell
carcinoma. The dysplastic stuff is pleomorphic, irregular nuclear borders, way too many chromosomes. High
N:C Ratio. HOWEVER, NOT INFILTRATING YET, so we can't call it cancer yet.

Answer to student Q about role of concomitant STD'’sin progression of HPV: No proof that having STD’ s alters
the course/ development of cervical CA, but it seems to make sense that it would by virtue of compromising host
defenses. What we do know is that the type of HPV isimportant. Also, there may be other contributing factors
that we don’'t know about (for ex. before we knew about HPV the theory was that Herpes was involved). Another
problem with associated disease/infection is that it could obscure the diagnosis.

IV. CASE 4—-52 yo man with scaly irregular skin lesion on hisarm, growing slowly over 4 months

A.

B.

Questions to ask pt.: What’s his occupation? Right; does he have alot of sun exposure? Any tattoos? (Y ou would
see that though.)

Slide 1: (histo) Irregular basement membrane, but not irregular from top to bottom or afflicted with weird nuclei.
Looks thick, irregular = benign response to injury with proliferation of extra cells = hyperplasia. (A scarring b/c
that would be fibrous tissue) Hyperplasiais reversible, unlike neoplasia.

Slide 2: (histo) farther over. Hereit’sinfiltrating (which apparently makes cool sounds) through the basement
membrane. Thisis skin, an epithelium, a carcinoma from the keratinizing cells = squamous cell carcinoma.
Slide 3: (histo) another case. Can you tell it's squamous? Here, yes. ldentifying characteristics = it's making
keratin (keratin pearls/swirls of epithelium) & has intercellular bridges.

These cells are doing their former job\ well-differentiated (& can be easily identified). Malignant cells can be
well, moder ately, or poorly (easy to tell that it's atumor but can’t tell what kind of tissue it’s supposed to be)
differentiated, aslong asit’ sinfiltrating, but the less differentiated, the less likely we can tell what it looks like,
and the less specifically we can name it.

V. CASE 5-65yo man with cough for 2 months; saysa lab screen elsewhere found elevated serum Ca

A.

What are you worried about?

1. Cough —isit smoking?

2. Meds? Maybe an ACE inhibitor, but ask about smoking first. (b/c we're in pharmacology, we go for the zebra)

3. TB exposure?

4. What'shisjob?

Thisis ahuge differential: could be bacterial, viral, environmental, job exposures, smoking, cancer, etc., etc. Let’s

go for the deadliest first: smoking & cancer.

The Caissue

1. Therearelung cancers that metastasize to bone and produce hypercalcemia

2. Paraneoplastic syndromes. Squamous cell carcinoma of the lung tends to produce a PTH-like substance that
would account for the Ca business.

3. Might also be sarcoid (lung disease which does produce hypercalcemia), but that is usually found in young
black women. Thisis afairly old guy, soit’s pretty low on the differential.

Slide 1: (histo) So here' s the lung; we're near the bronchus, as you can see cartilage. Weird architecture nearby —

should be spongy, airy — but it's alump! Lungs work better with airholesin ‘em.

Slide 2: (higher power) One side of this passage is missing its cilia— a carcinomain situ next to an invasive cancer

(squamous cell carcinoma). The invasive bit is not obviously squamous, so it is poorly differentiated. Metaplasia

from irritation (smoking, light) goes to dysplasia, which goes from mild to moderate to severe (CIS).
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